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SHARP

This book serves as your blue-
print to Sharp HealthCare's
Per Diem Employee Health
Benefits Plan. The more you
understand the various el-
ements of your coverage,
the better prepared you will
be to take advantage of the
coverage Sharp HealthCare

provides for you and your eli-
gible child(ren) under age 26.

NOTE:

This book contains a summary
of your rights and benefits as a
participant in the SharpChoice
and group voluntary benefit
plans. If you cannot read

any part of this book, please
contact the Employee Benefits
Department.

THIS BOOK

This book is divided into the following sections:

SharpChoice Health Benefits
= How SharpChoice Works

Group Health (Medical) Benefits

= Vision Benefits

Employee Assistance Program
Definitions
Administrative Information

Health Plan Notices

“Sharp HealthCare,” as referred to in this book means
Sharp HealthCare and its affiliated entities that have
adopted the particular plan.

The summary plan descriptions herein are intended
to describe the Per Diemn Employee Health Benefits
Plan. They are based on official documents that may
include policies, contracts, plans, and trust agree-
ments. The descriptions herein are intended to be
accurate; however, if any conflict arises between this
summary and the official plan documents and/or
contracts, the plan documents or contracts prevail.
These documents will be amended from time to
time. This summary may not be amended until some
time after the amended plan or contract provisions
are effective. In addition, because this is only a sum-
mary, all situations will not be covered or described.
Sharp reserves the right to correct any errors in this
summary.



ABOUT THISBOOK I

It is important for you to read this book to understand
what is covered under the Per Diem Employee Health
Benefits Plan and when you are entitled to benefits
from the plan. Additionally, please make note of the
following legal provisions:

Participation in the plan is not a guarantee of con-
tinued employment with Sharp HealthCare or its
affiliated employers.

There are no guarantees that participation in the
plan for per diem employees or eligible child(ren)
under age 26 will exist or remain unchanged in
future years. Sharp HealthCare intends to continue
the plan but reserves the right to change it at any
time, including the right to change any amounts
contributed toward the cost of providing benefits
by Sharp HealthCare or employees, the level of
benefits provided, and the class or classes of em-
ployees eligible for benefits.

Coverage under the plan is not a guarantee of
employment, and Sharp HealthCare reserves the
sole right to terminate the plan at any time, either
in its entirety or with respect to any covered class
or classes of employees.

All changes will be promptly commmunicated to
you. If the plan is discontinued, benefits will be
paid for covered expenses prior to that date.

Many of the benefits described in this book fall
under the jurisdiction of the Employee Retirement
Income Securities Act of 1974, as amended
(ERISA). Your legal rights under ERISA are de-
scribed at the end of this book, along with legal
and administrative information (such as plan
numbers and plan administrators).

This is your book
to use as an active
resource guide. It
will answer many
guestions that you
may have about
your health ben-
efits. If you have
additional ques-
tions concerning
your coverage that
are not answered
in this book, your
local Human Re-
sources Office and/
or the Employee
Benefits Depart-
ment is always
available to help you.

From time to time, Sharp HealthCare may give you
other benefits booklets, reports, and statements. You
should keep these materials with your Summary Plan
Description so that all your medical benefits informa-
tion remains current and in one place.

SHARP
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SHARP

SHARPCHOICE WORKS

SharpChoice offers flexibility, employee involvement,
and cost management. It's a program that not

only fits with Sharp HealthCare's strategy of remain-
ing competitive from a business standpoint, but

also focuses on meeting the diverse needs of Sharp
individual needs. HealthCare employees and their families.

You are able to select your

plan fromm among two HMO

medical plans to meet your

Your Benefits & Options

The next page summarizes the benefits offered under
the SharpChoice Health Plan. You will find detailed
information about this plan in the sections through-
out this book.

Benefit Plan
Contributions & Funding
Methods

The sources of funding for the benefit plans de-
scribed herein are employee contributions. Medical/
vision insurance premiums for you and your eligible
child(ren) under age 26 are paid by you directly to
Sharp Health Plan on a monthly basis.

Eligibility

ELIGIBLE EMPLOYEES

Per Diem employees are eligible to participate in
the Per Diem Employee Health Benefits Plan the

first of the month following 30 days of continuous
employment.



Following is a schedule of effective dates for 2024:

HIRE DATE EFFECTIVE DATE
= January1toJanuary 3 February 1

m January 4 to February 1 March 1

m February 2 to March 3 April 1

= March 4 to April 2 May 1

m April3toMay 3 Junel

s May 4 toJune?2 July 1

m June3toJuly3 August

= July 4 to August 3 September 1
= August 4 to September 2 October1

m September 3 to October 3 November 1
= October 4 to November 2 December
m November 3 to December3 | January 1

» December 4 to December 31 | February 1

ELIGIBLE DEPENDENTS

The following children are eligible to be enrolled
under SharpChoice:

Child - Your biological child, stepchild, legally adopt-
ed child or another child for whom you are currently
the legal guardian or have physical legal custody of,
pursuant to a court order that is currently in force,
under the age of 26.

Disabled Child Age 26 or Older — Your dependent
child who is mentally or physically incapable of self
support, is enrolled prior to his or her 26th birthday,
and is determined to be totally disabled before his or
her 26th birthday.

A child who has been legally placed for adoption with
you is considered a legally adopted child on the date
of placement. For purposes of this provision, place-
ment for adoption occurs on the date you or you and
your spouse/domestic partner have physical legal
custody of the child or has assumed responsibility for
the child’s care and well-being for an indefinite period
of time, and shall be determined in the sole discre-
tion of Sharp HealthCare based on objective evidence
supplied by you.

A covered child who is both incapable of self-sustain-
ing employment by reason of a physically or mentally
disabling injury, illness, or condition and chiefly de-
pendent upon the subscriber for support and main-
tenance (totally disabled) is eligible to continue to be
enrolled under the plan provided the child is other-
wise eligible for coverage under the plan and you
continue to be covered under the plan. Proof of such
total disability must

be submitted to the

plan prior to the

child’s 26th birthday.

It is your responsibility
to notify Sharp
HealthCare if a de-
pendent ceases to
meet the eligibility re-
quirements, following
the guidelines in the
“IRS Qualified Status
Changes” section on
page 7 and the
“Continuation of
Coverage (COBRA)”
section beginning on
page 24.

Dependent Verification Requirement — Sharp has

a dependent verification process to ensure that all
enrolled dependents receiving benefit coverage are
eligible. The verification process helps ensure that the
company does not incur increased health care ex-
penses that could negatively impact the future cost of
health care benefits for employees and their families.
If you are enrolling as a new hire, have experienced

a status change, or are participating in open enroll-
ment, and you are adding your legal spouse/certified
domestic partner, and/or eligible dependent children
to the medical/vision and/or dental plan(s), you will be
required to provide verification documents at the time
you enroll in benefits. Enrollment for added depen-
dents will only be approved once appropriate docu-
mentation is received and verified by Sharp. Coverage
for enrolled dependents not meeting the eligibility
definition or dependents remaining unverified will not
be activated.
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IN-AREA COVERAGE FOR NON-RESIDENT
EMPLOYEES AND ELIGIBLE CHILDREN

Employees who live or work outside Sharp Health
Plan’'s service area (San Diego and southern River-
side counties) can be enrolled in medical coverage.
Eligible children can also be enrolled if they are not
living in Sharp Health Plan’s service area. Coverage is
limited to services available within the service area,
and emergency and urgent care services outside the
service area. It is important to note that your depen-
dent must travel in-area to access non-emergent
health care services.

Enrollment
Requirements

When you are first eligible for the health plan, you will
make elections regarding your coverage. The elec-
tions you make must remain in effect until the end

of the plan year, unless you have a qualified family
status change. Even then, you may only change your
benefit elections to the extent such change is consis-
tent with, and on account of, your change in family
status. See the “IRS Qualified Status Changes” on
page 7.

Each year, during the annual open enrollment period,
you will be given the opportunity to change your cov-
erage elections. Any changes will be effective begin-
ning the next calendar plan year.

COVERAGE EFFECTIVE DATE FOR YOU

As an eligible employee, your medical/vision
elections become effective on the first day of the
month following 30 days of continuous employment
provided you complete the enrollment process and
remit the first premium to Sharp Health Plan. If you
are not in an “active at work™ status on that day due
to an illness, injury or disability, your medical/vision
coverage will be effective on that day. If you are not
in an “active at work” status for reasons other than
illness, injury or disability, then your elections will not
be effective until the day you return to active work.

1 For purposes of eligibility for the medical/vision plans, you are
considered to be actively at work during a Family Medical Leave
(FMLA).

COVERAGE EFFECTIVE
DATE FOR YOUR ELIGIBLE CHILDREN

Coverage for your enrolled eligible child(ren) under
age 26 is subject

to the following

requirements:

The effective
date isthe

same as your
own cover-

age (unless
enrolled later,
due to a qual-
ified status
change or

open enroll-
ment election or other special enrollment period
discussed below).

Coverage for a newborn child, a newly adopted
child or a child newly placed with you or your
spouse/domestic partner for adoption is effective
retroactive to the date of birth, adoption or place-
ment provided you properly apply for coverage
for the child within 31 days from the date of birth,
adoption or placement. At this time, you may also
enroll yourself and/or other children if he or she

is eligible but not enrolled and coverage will be
effective as of the date of birth, adoption or place-
ment. Dependents previously eligible may be
added at this time; however, their coverage will be
effective the first day of the following month.

You cannot enroll dependents in a plan in which
you have not enrolled yourself.

YOUR ENROLLMENT RIGHTS

If you decline benefit coverage for yourself or your
eligible child(ren) under age 26 due to other health
insurance coverage, you may in the future be able to
enroll in the Per Diem Employee Health Plan, provid-
ed you request enrollment within 31 days after other
coverage ends. Also, if you have a child as a result

of marriage/domestic partner certification, birth,
adoption or placement for adoption, you may be able
to enroll yourself and your child provided that you
request enrollment within 31 days after the marriage,
birth, adoption or placement for adoption. Proper
documentation will be required.



LOSS OF OTHER HEALTH CARE COVERAGE

You may enroll yourself and/or any of your eligible
children for health plan coverage if all of the following
requirements are met:

You or your child were covered under another
health plan as an individual or dependent, includ-
ing coverage under COBRA;

You or your child lost coverage under the other
health plan or COBRA continuation coverage for
you or your child was exhausted (other than due to
ineligibility resulting from cause or failure to timely
pay any required contributions);

You properly enroll in coverage under the plan
within 31 days from the date on which such other
health plan coverage is lost (60 days for CHIP);

You provide documentation to Sharp HealthCare

of the loss of other health plan coverage within 31
days from the date on which such coverage is lost
(60 days for CHIP).

Coverage will be effective on the first day of the
month following the date the other health care
coverage was lost, provided Sharp HealthCare has
received a completed enrollment form within 31 days
of the date coverage was lost (60 days for CHIP).

ENROLLMENT DEADLINE

To enroll when you are first eligible, you must enroll
yourself and if you choose, your eligible children with-
in 31 days of the initial eligibility date. To enroll during
the plan year pursuant to one of the qualified status
changes discussed below, you must enroll yourself
and any children (as applicable) within 31 days of the
date you acquire a new child, within 31 days of the
date other health plan coverage was lost, or within 31
days of a qualified status change.

OPEN ENROLLMENT

During the annual open enrollment period, you have
the opportunity to change your benefit elections for
the upcoming plan year.

REHIRE/REINSTATEMENT

If you recently have been rehired as a Sharp Health-
Care per diem employee, it is important that you
complete the process to enroll or re-enroll for health
coverage. If you have been rehired within 1year of
your termination date,

you are eligible to enroll in health coverage upon
rehire. Please note that your former benefit elections
will not reinstate automatically. If you are rehired
within 30 days of your termination date, your previous
benefit elections are reinstated.

You must complete your enrollment indicating the
medical plan you wish to elect. This election must
occur within 31 days of your rehire date. Elections will
become effective the first day of the month following
your rehire date or the date you complete your enroll-
ment and remit the first premium payment to Sharp
Health Plan, whichever occurs first.

IRS Qualified
Status Changes

You are permitted to make
changes in your SharpChoice
benefit elections during the
year if you have an IRS
“qualified status change,” and
notify the Human Resources
Department within 31 days

of the change (60 days if
eligible for the Children’s
Health Insurance Program).

Examples of IRS qualified
status changes are:

Marriage, divorce, legal
separation or annulment’;

Birth, adoption, placement for adoption, change in
physical legal custody or other form of legal guard-
ianship of a dependent child;

Death of your spouse or dependents;

Change in employment status by you, your spouse
or dependent which affects your/their eligibility for
benefits coverage;

Change in status affecting your eligibility for bene-
fits (i.e., per diem to full-time/part-time);

1 IRS regulations do not recognize the declaration or dissolution of
a domestic partnership as a qualified status change that would
allow a change to a pretax benefit deduction.
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Involuntary loss of other benefit coverage for you,
your spouse or dependents due to an event that is
beyond your control;

Commencement or return from a leave of absence
by you, your spouse or dependents;

Significant change in benefit coverage for you,
your spouse or your dependents such as a signifi-
cant reduction in benefits coverage, an increase or
decrease in premium, or addition or deletion of a
benefit option;

Change in benefit elections for your spouse or
dependents during an open enrollment period
under another employer’s benefit plan;

Eligibility for and enrollment in MediCare or
MediCal by you, your spouse or dependents.

Eligibility or ineligibility and enrollment in the state
Children’s Health Insurance Program (CHIP).
Sixty-day special enroliment/drop period applies.

Termination of Coverage

Except as required under COBRA, ERISA, the IRS
Code or other applicable law, health care coverage
for you and/or your children ends on the first of the
following dates to occur:

The last day of the month in which your employ-
ment with Sharp HealthCare terminates;

The last day of the month in which you and/or your
children (as applicable) change to an ineligible
status;

The last day of the month for which you have not
paid the required premiums;

The date of your death;

The last day of the plan year following an open en-
rollment period during which you waive coverage;

The date the SharpChoice health plan isamended
to terminate the eligibility of any class of eligible
employees of which you are a member; or

The day the SharpChoice health plan ends.

Family, Medical,
and Other Qualified
Leaves of Absence

Under the Family and Medical Leave Act (FMLA)

and the California Family Rights Act (CFRA) you may
be entitled to up to 12 weeks of unpaid leave in any
12-month period. Under the California Pregnancy Dis-
ability Leave (PDL) law, which is part of the California
Fair Employment

and Housing Act

(FEHA), you may be

entitled toup to 4

months of leave in

a 12-month period

for disability due to

pregnancy, child-

birth or related

medical condi-

tions. Please refer

to Sharp Health-

Care's in force LOA

Policy. Leave may

be available for the

birth and care of

a newborn child,

or placement of a

child for adoption

or foster care, a serious health condition of a family
member (child, spouse or parent), a personal serious
iliness, or leave related to military service.

You have the option of continuing your health cover-
age during an approved leave on the same terms and
conditions in effect immediately prior to you taking
such leave.

Remember, you are responsible for timely payment
of your monthly premiums directly to Sharp Health
Plan. If you fail to remit your premiums in a timely
manner, your coverage will be cancelled retroactive
to the end of the month for which your last payment
was made.



QUALIFIED STATUS CHANGES

You may be able to change your health coverage
provided the changes you want to make are consis-
tent with the commencement or termination of your
approved leave of absence. You will also be able to
change your elections as a result of a qualified status
change that occurs during an approved leave of
absence (such as the birth of a child or marriage).

OPEN ENROLLMENT

If you are eligible for benefit coverage and are on an
approved leave of absence, you may make changes
to your SharpChoice medical/vision benefit elections
during the annual open enrollment period. Your
changes to medical/vision insurance will be effective
with the new calendar plan year following the enroll-
ment period. Benefits continuation described above
may apply toward the duration requirements under
the Consolidated Omnibus Reconciliation Act (CO-
BRA) as described in the “COBRA" section beginning
on page 24.
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SHARP

HEALTH BENEFITS

Managed care is the most effective form of health
care, addressing escalating costs while meeting your
needs for quality medical care. In a managed care
environment, it is essential that you be informed and
managed care program, or thoroughly understand how your plan works. The best
Health Maintenance Organ- thing that you can do for yourself is to manage your
ization (HMO), which helps care - choose and use your benefits wisely. Take the
protect you and your eligible time to be informed about all of your options and how
the options you choose will work to your advantage.

Sharp Health Plan offers you
health benefits through a

children from high medical
costs and the financial bur-
den that could accompany a
serious illness or injury.

You may choose coverage between two Health
Maintenance Organization (HMO) options provided
through Sharp Health Plan: Basic HMO or Premium
HMO option.

Highlights of Basic and
Premium HMO Options

Both HMO options use the same provider networks
and operate in the same way. The principal provisions
of each plan option are highlighted in the chart on
the following page.

When comparing your HMO coverage options, keep
in mind that there are some differences in benefits
and costs. You should carefully consider which HMO
plan best suits your needs and the needs of your fam-
ily when reviewing your two options.

This section of your booklet is only an overview of the
benefits available through the HMO options offered
by Sharp Health Plan. You should consult your Sharp
Health Plan Member Handbook for specific informa-
tion and details of covered services and supplies as
well as any limitations and exclusions that apply.

Visit Sharp Health Plan at www.SharpHealthPlan.
com or contact the Customer Care Center at 1-(800)
359-2002 to access the Sharp Health Plan Member
Handbook.



BASIC AND PREMIUM HMO MEDICAL OPTIONS

BENEFIT FEATURE

BASIC HMO OPTION

PREMIUM HMO OPTION

Yearly Deductible

None

None

Annual Out of Pocket Maximum including medical and
prescription drugs (per individual/per family)?*

$1,500 per individual
$3,000 per family

$1,500 per individual
$3,000 per family

Lifetime Maximum

No lifetime maximum

No lifetime maximum

PREVENTIVE SERVICES?

Well baby and Well child (to age 18) physical exams,
immunizations and related laboratory services

$0 copayment

$0 copayment

Routine adult physical exams, immunizations and related
laboratory services

$0 copayment

$0 copayment

Laboratory, radiology, and other services for the early
detection of disease when ordered by a Physician

$0 copayment

$0 copayment

Routine gynecological exams, immunizations
and related laboratory services

$0 copayment

$0 copayment

Mammography

$0 copayment

$0 copayment

Prostate cancer screening

$0 copayment

$0 copayment

Colorectal cancer screenings including sigmoidoscopy and
colonoscopy

$0 copayment

$0 copayment

SHARP BEST HEALTH™ WELLNESS SERVICES

On-line health education and wellness workshops and
other wellness tools

$0 copayment

$0 copayment

Telephonic health coaching (weight management, tobacco
cessation, stress management, physical activity, nutrition)

$0 copayment

$0 copayment

PROFESSIONAL SERVICES

Primary Care Physician office visit for consultation,

treatments, diagnostic testing, etc. $20visit $10/visit
Specialist Physician office visit for consultation, - -

treatments, diagnostic testing, etc. $30/visit $15/visit
Medically necessary physician home visit $35/visit $25/visit

Laboratory services

$0 copayment

$0 copayment

Radiology services (x-rays)

$0 copayment

$0 copayment

Advanced radiology (including but not limited to

MRI, MRA, MRS, CT scan, PET, MUGA, SPECT) $0/visit $0/visit
Allergy testing $30/visit $15/visit
Allergy injections $3/visit $3/visit

OUTPATIENT SERVICES (INCLUDING BUT NOT LIMITED TO SURGICAL, DIAGNOSTIC, AND THERAPEUTIC SERVICES)

Outpatient surgery

$100/procedure

$50/procedure

Infusion therapy (including but not limited to
chemotherapy)

$0 copayment

$0 copayment

Dialysis

$0 copayment

$0 copayment

Physical, occupational and speech therapy

$30/visit

$15/visit

Radiation therapy

$0 copayment

$0 copayment

MATERNITY CARE

Prenatal and postpartum office visits

$0/visit

$0/visit

Hospitalization

$250/admission

$150/admission

Breastfeeding support, supplies and counseling

$0 copayment

$0 copayment

1 Copayments for supplemental benefits (Assisted Reproductive Technologies, Acupuncture, Chiropractic Services, and Vision) do not apply to the
annual out of pocket maximum.

2 Includes preventive services with a rating of A or B from the US Preventive Services Task Force; immunizations for children, adolescents and adults
recommended by the Centers of Disease Control; and preventive care and screenings supported by the Health Resources and Services Adminis-
tration for infants, children, adolescents and women. If preventive care is received at the time of other services, the applicable copayment for such
services other than preventive care may apply.
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BENEFIT FEATURE

BASIC HMO OPTION

PREMIUM HMO OPTION

FAMILY PLANNING SERVICES

Injectable contraceptives (including but not limited to Depo

outpatient surgery, and inpatient services)

SloeE) $0 copayment $0 copayment
Voluntary sterilization - Women $0 copayment $0 copayment
Voluntary sterilization - Men $0 copayment $0 copayment
Interruption of pregnancy (including, but not limited to office visits, $0 copayment $0 copayment

Infertility services (diagnosis and treatment of underlying condition)

50% coinsurance of
contracted rates.

50% coinsurance of contracted
rates

For a full description of the Assisted Reproductive Technologies
(ART) benefit, contact Sharp Health Plan at (858) 499-8300 or 1-800-
359-2002.

50% coinsurance of
contracted rates. Artificial
reproductive technologies
are not covered.

50% coinsurance of contracted

rates. Includes specified

reproductive technologies:

= Artificial insemination up to a
maximum of 3 inseminations

a GIFT and IVF up to a maximum
of 3 cycles for any combination of
procedures

HOSPITALIZATION (including but not limited to inpatient services, organ transplant, and inpatient rehabilitation)

Inpatient services | $250/admission | $150/admission
EMERGENCY AND URGENT CARE SERVICES

Emergency room facility fee (waived if admitted to hospital) $100/Vvisit $50/visit

s100 copamen 550 copament
Urgent care services $30/Vvisit $15/Vvisit
DURABLE MEDICAL EQUIPMENT AND OTHER SUPPLIES

Ourbl redial Saupment opamment B P ETAIST G5 copament 550 copament
Diabetic supplies. $0 copayment $0 copayment
Prosthetics and orthotics. $30/visit $15/visit

MENTAL HEALTH SERVICES

conditions are covered with the copayments listed below.?

Diagnosis and treatment of Severe Mental Ilinesses for all members, Serious Emotional Disturbances for children, and other mental health

Inpatient $250/admission $150/admission
Office visits $20/visit $10/visit

Group Therapy $7Nisit $7Nisit
!d—lg\:r;gs;see:t:lpéai!g?dk:t;?\;iﬁzzranaIysis for treatment of pervasive $Opisit $Opisit

Other outpatient items and services $20/Vvisit $10/Visit
Emergency psychiatric transportation $100 copayment $50 copayment
Non-emergency psychiatric transportation $100 copayment $50 copayment
Urgent care services $30/Vvisit $15/visit
CHEMICAL DEPENDENCY SERVICES

Emergency services for acute alcohol or drug detoxification $100/Vvisit $50/Vvisit
Inpatient $250/admission $150/admission
Office Visits $20Mvisit $10/visit

Group Therapy $7Nisit $7Nisit
Emergency Substance use disorder transportation $100 copayment $50 copayment
Non-emergency substance use disorder transportation $100 copayment $50 copayment
Urgent care services $30Mvisit $15/visit

Other Outpatient Items and Services $20Mvisit $10/visit

3 All medically necessary treatment of mental health and substance use disorders is covered under this plan.
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BENEFIT FEATURE

BASIC HMO OPTION

PREMIUM HMO OPTION

SKILLED NURSING, HOME HEALTH AND HOSPICE SERVICES

Skilled nursing facility services (maximum of 100 days/calendar yr)

$50/admission

$0/admission

medications only)

Home health services $0visit $0Nvisit
Hospice care - inpatient or outpatient $0/visit $OMvisit
PRESCRIPTION DRUG COVERAGE*

Preferred Generic drugs/Preferred Brand drugs/Non-Preferred

drugs - $10/$25/$50 $10/$20/$40
medications up to 30 day supply

Preferred Generic drugs/Preferred Brand drugs/Non-Preferred

drugs-medications up to 90 day supply by mail order (maintenance | $20/$50/$100 $20/$40/$80

Preferred Generic and prescribed over-the-counter contraceptives
for women.

$0 copayment

$0 copayment

SUPPLEMENTAL RIDERS®

Chiropractic/Acupuncture (combined 20 visits per calendar year)

Not Covered

$10/visit

Hearing Aid Allowance (every 36 months)

$1,000

$1,000

Vision

See Vision Benefits Section of this Booklet on page 29

Urgent care services

$30Mvisit

| $15visit

4 Copayments for Prescription Drugs apply to the annual out of pocket maximum. Member cost-share for oral anti-cancer drugs will not exceed

$250 per 30-day period.

5 Copayments for Supplemental Benefits (Assisted Reproductive Technologies, Chiropractic Services, Hearing, and Vision) do not apply to the annual

out of pocket maximum.

Preventive
Health Services

The Patient Protection and Affordable Care Act
(PPACA) requires group health plans to provide bene-
fits for certain preventive health services without im-
posing any co-payments, co-insurance, deductibles,
or other cost-sharing requirements (often referred to
as “first-dollar coverage”).

Preventive health services include:
Evidence-based items or services with an A or B

rating recommended by the U.S. Preventive
Services Task Force

Immunizations for routine use in children, ado-
lescents, or adults recommended by the Advisory
Committee on Immunizations Practices of the
Centers for Disease Control and Prevention

Evidence-informed preventive care and screen-
ings provided for in the comprehensive guidelines
supported by the U.S. Department of Health and
Human Services' Health Resources and Services
Administration (HRSA) for infants, children, and

adolescents

Other evidence-informed preventive care and
screenings provided for in comprehensive
guidelines supported by HRSA for women, as

described below.
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PREVENTIVE CARE COVERAGE FOR
WOMEN

The U.S. Department of Health and Human Services'
Health Resources and Services Administration (HRSA)
issued guidelines pertaining to preventive care and
screenings for women. The guidelines include coverage

for a broad range of items and services, including contra-
ceptive services, breastfeeding support and supplies, and
screening and counseling for interpersonal and domes-
tic violence. First-dollar coverage (no co-pays, co-insur-
ance, deductibles, or other cost-sharing requirements) is
provided for the items and services in the chart below:

TYPE OF HEALTH

PREVENTIVE SERVICES DESCRIPTION

FREQUENCY

Well-woman visits

Well-woman preventive care visit annually for
adult women to obtain the recommended
preventive services that are age and
developmentally appropriate, including

Annual, although several visits may be
needed to obtain all necessary recommended
preventive services, depending on a woman's
health status, health needs, and other risk

preconception and prenatal care. factors.

Screening for gestational
diabetes

Screening for gestational diabetes.

In pregnant women between 24 and 28 weeks
of gestation and at the first prenatal visit for
pregnant women identified to be at high risk
for diabetes.

Human papilloma virus testing

High-risk human papilloma virus DNA testing
in women with normal cytology results.

Screening should begin at 30 years of age and
should occur no more frequently than every
3years.

Counseling for sexually transmitted
infections

Counseling on sexually transmitted infections
for all sexually active women.

Annual.

Counseling and screening for human
immune-deficiency virus

Counseling and screening for human
immune-deficiency virus infection for all Annual.
sexually active women.

Contraceptive methods and counselingl

capacity.

All Food and Drug Administration approved
contraceptive methods, sterilization
procedures, and patient education and
counseling for all women with reproductive

As prescribed.

Breastfeeding support, supplies, and
counseling

equipment.

Comprehensive lactation support and
counseling, by a trained provider during
pregnancy and/or in the postpartum
period, and costs for renting breastfeeding

In conjunction with each birth.

and domestic violence

Screening and counseling for interpersonal Screening and counseling for interpersonal
and domestic violence.

Annual

1 Consistent with the Public Health Service Act, Section 2713 and its implementing regulations, Sharp Health Plan may use reasonable medical
management techniques to control costs and promote efficient delivery of care. For example, plans may cover a generic drug without cost sharing

and impose cost sharing for equivalent brand name drugs.

What is an HMO?

An HMO is a health maintenance organization which
combines comprehensive medical services and pre-
ventive care in one managed care plan. You and your
family can obtain a wide range of coverage and med-
ical consultations at little out-of-pocket cost. You pay
no deductible and only nominal copayments for most
services. Most medical services are then covered at
100%. This includes all eligible inpatient services, once
the per-hospitalization copayment has been met

When you enroll in either HMO plan option, you and
your eligible children will choose a multi-specialty
medical group from Sharp Health Plan’s “Choice
Provider Network”. This is your Plan Medical Group
(PMG). You should choose one that is convenient to
your home or office. The primary care specialties such
as family medicine, internal medicine, and pediatrics
are well represented in each PMG. From within the
PMG, you will then choose a Primary Care Physician
(PCP) who will direct your medical care and refer
you to services and specialists when needed. Female
subscribers have direct access to OB/GYN care with-
out a referral from their PCP. In-network emergency
services are also provided without need for prior
authorization.



If you select a Sharp Rees-Stealy physician as your
PCP, you should know that the majority of your
hospital services will be provided at Sharp Memorial
Hospital or Sharp Mary Birch Hospital for Women and
outpatient services are generally provided at Sharp
Rees-Stealy Medical Center facilities.

To obtain a network provider directory, you may

call Sharp Health Plan at (858) 499-8300 or

1-(800) 359-2002, or visit Sharp Health Plan’s website at
www.sharphealthplan.com.

The HMO Network

Sharp Health Plan is a San Diego-based health care
service plan licensed by the State of California. The
plan’s network of providers are located in San Diego
and Southern Riverside counties.

The Sharp Health Plan “Choice” provider network
consists of quality medical groups, physicians and
facilities contracted with Sharp Health Plan to provide
managed care medical services. Sharp Health Plan
uses a stringent credentialing process to evaluate
physicians' qualifications. Each candidate undergoes
a review conducted by a physician advisory or creden-
tials committee. This ensures that each participating
physician is qualified by training and experience to
deliver care that meets the medical standards of the
community.

It is important to note that in order to obtain health
care services covered by the plan, you must access
providers in the network (except in cases of urgent or
emergency situations). If you have children residing
out of the service area, the dependent must travel
into the service area to access routine, non-emergent
services.

How an HMO Works

You choose a PMG and a PCP from the provider di-
rectory for each of your covered children. The phy-
sician may be a pediatrician, an internist, a general
practitioner or a family practitioner. Women have
direct and unlimited access to OB/GYN physicians
in their PCP’s PMG for obstetrical and gynecologi-
cal services.

Your PCP is responsible for coordinating your
health care and
referring you to
an appropriate
specialist when
you need one.
You may change
your PCP/PMG

as often as once

a month by
contacting the
Sharp Health Plan
Customer Care
Department at
(858) 499-8300

or 1-(800) 359-
2002.

If you need to see

a specialist and

one is not avail-

able within the

network, your

PCP will refer you to one outside the network.

If you use the services of a physician or hospital
not in the network, those costs are not covered by
the plan and you will be responsible for payment
of services (other than emergency and urgent care
services). For all care other than emergency and
urgent care services, your PCP must be consulted
in order for you to receive benefits.

Each covered child will receive an identification
card which should be presented every time
medical services are sought.

Obtain Required Authorization

Except for PCP services, Emergency Services, and ob-
stetric and gynecologic services, you are responsible
for obtaining valid Authorization before you receive
Covered Benefits.
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To obtain a valid Authorization:

1. Prior to receiving care, contact your PCP or
other approved Plan Provider to discuss your
treatment plan.

2. Request prior Authorization for the Covered
Benefits that have been ordered by your
physician. Your PCP or other Plan Provider is
responsible for requesting Authorization from
Sharp Health Plan or your Plan Medical Group.

3. If Authorization is approved, obtain the expi-
ration date for the Authorization. You must
access care before the expiration date with
the Plan Provider identified in the approved
Authorization.

You are responsible to pay for all care that is rendered
without the necessary Authorization(s).

A decision will be made on the Authorization request
within five business days. A letter will be sent to you
within two business days of the decision.

If waiting five days would seriously jeopardize your life
or health or your ability to regain maximum function
or, in your doctor’s opinion, it would subject you to
severe pain that cannot be adequately managed
without the care or treatment that is being request-
ed, you will receive a decision no later than 72 hours
after receipt of the Authorization request.

If Sharp Health Plan does not receive enough
information to make a decision regarding the
Authorization request, the Plan will send you a letter
within five days to let you know what additional
information is needed. Sharp Health Plan will give
you or your provider at least 45 days to provide the
additional information. (For urgent Authorization
requests, Sharp Health Plan will notify you and your
provider by phone within 24 hours and give you

or your provider at least 48 hours to provide the
additional information.)

If you receive authorization for an ongoing course of
treatment, Sharp Health Plan will not reduce or stop
the previously authorized treatment before providing
you with an opportunity to appeal the decision to
reduce or stop the treatment.

EMERGENCY SERVICES AND CARE
Emergency Services are not a substitute for seeing
your PCP. Rather, they are intended to provide emer-
gency needed care in a timely manner when you re-
quire these services. Emergency Services means those
Covered Benefits, including Emergency Services and
Care, provided inside or outside the Service Area,
which are medically required on an immediate basis
for treatment of an Emergency Medical Condition.
Sharp Health Plan covers twenty-four hour emergen-
cy care. An Emergency Medical Condition is a medical
condition, manifesting itself by acute symptoms of
sufficient severity, including severe pain, such that a
reasonable lay person could reasonably expect the
absence of immediate attention to result in:

1. Placing the patient’s health in serious jeopardy;
2. Serious impairment of bodily functions; or

3. Serious dysfunction of any bodily organ or part.

Emergency Services and Care means:

1. Medical screening, examination, and evalua-
tion by a physician, or, to the extent permitted
by applicable law, by other appropriate per-
sonnel under the supervision of a physician, to
determine if an Emergency Medical Condition
or Active Labor exists and, if it does, the care,
treatment, and surgery by a physician nec-
essary to relieve or eliminate the Emergency
Medical Condition, within the capability of the
facility; and

2. An additional screening, examination, and
evaluation by a physician, or other personnel
to the extent permitted by applicable law and
within the scope of their licensure and clin-
ical privileges, to determine if a psychiatric
Emergency Medical Condition exists, and the
care and treatment necessary to relieve or
eliminate the psychiatric Emergency Medical
Condition within the capability of the facility.



WHAT TO DO WHEN YOU REQUIRE
EMERGENCY SERVICES

If you have an Emergency Medical Condition,

call “911" or go to the nearest hospital emergen-

cy room. It is not necessary to contact your PCP
before calling “911" or going to a hospital if you
believe you have an Emergency Medical Condition.
If you are unsure whether your condition requires
Emergency Services, call your PCP (even after
normal business hours). Your PCP can help decide
the best way to get treatment and can arrange for
prompt emergency room care. However, do not
delay getting care if your PCP is not immediately
available. Members are encouraged to use the “911”
emergency response system appropriately when
they have an Emergency Medical Condition that
requires an emergency response.

If you go to an emergency room and you do not
have an Emergency Medical Condition, you may
be responsible for payment.

If you are hospitalized in an emergency, please
notify your PCP or Sharp Health Plan within 48
hours or at the earliest time reasonably possible.
This will allow your Plan Physician to share your
medical history with the hospital and help coor-
dinate your care. If you are hospitalized outside of
the Service Area, your Plan Physician and the Plan
may arrange for your transfer to a Plan Hospital if
your medical condition is sufficiently stable for you
to be transferred.

Ambulance services are covered (with copay-
ments) when provided in conjunction with Hospi-
tal Admissions or Emergency Services.

Some non-Plan providers may require that you pay
for Emergency Services and seek reimbursement
from the Plan. On these occasions, obtain a com-
plete bill of all services rendered and a copy of the
emergency medical report, and forward them to
the Plan right away for reimbursement.

If you need follow-up care after you receive Emer-
gency Services, call your PCP to make an appoint-
ment or for a referral to a specialist. Do not go back
to the hospital emergency room for follow-up care,
unless you are experiencing an Emergency Medi-
cal Condition.

URGENT CARE SERVICES

Urgent conditions are not emergencies, but may
need prompt medical attention. Urgent Care Services
are not a substitute for seeing your own PCP. They are
intended to provide urgently needed care in a timely
manner when your PCP has determined that you
require these services or you are outside the Plan’s
Service Area and require Urgent Care Services.

WHAT TO DO WHEN YOU REQUIRE
URGENT CARE SERVICES

Your PCP must Authorize Urgent Care Services

if you are in the Plan’s Service Areas. If you need
Urgent Care Services and are in the Plan’'s Service
Area, you must call your PCP first.

Out-of-Area Urgent Care Services are considered
Emergency Services and do not require an
Authorization from your PCP. If you are outside
Plan’'s Service Area and need Urgent Care
Services, you should still call your PCP. Your PCP
may want to see you when you return in order to
follow up with your care.

If, for any reason, you are unable to reach your
PCP, please call Customer Care. You have access
to a nurse evenings and weekends for immediate
medical advice by calling our toll-free Customer
Care telephone number at 1-800-359-2002.

DRUG FORMULARY

The Plan utilizes a drug formulary which is an updat-
ed list of medications for Plan physicians to use when
prescribing medicines. A drug formulary enhances
quality of care by encouraging the use of those pre-
scription medications that are demonstrated to be
safe and effective. Medications not listed on the for-
mulary are covered but require a higher copay from
you. The drug formulary is reviewed on a regular basis
to consider newly developed, frequently requested,
and/or provider recommended medicines. Please re-
fer to the Sharp Health Plan HMO Member Handbook
for additional information.
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PREGNANCY BENEFITS

Benefits for pregnancy are paid in the same way as
benefits for other medical conditions.

NEWBORNS
AND MOTHERS’
HEALTH

If you receive ben-

efits in connection

with childbirth, you

should know that

group health plans

and health in-

surance issuers

generally may not,

under federal law,

restrict benefits for

any hospital length

of stay in connec-

tion with childbirth

for the mother or

newborn child to

less than 48 hours

following a vaginal

delivery, or less

than 96 hours fol-

lowing a cesarean

section. However,

federal law general-

ly does not prohibit

the mother's or newborn’s attending provider, after
consulting with the mother, from discharging the
mother or her newborn earlier than 48 hours (or 96
hours as applicable). In any case, plans and issuers
may not, under federal law, require that a provider
obtain authorization for the plan or issuer for pre-
scribing a length of stay not in excess of 48 hours (or
96 hours).

BREAST RECONSTRUCTIVE SURGERY

If you receive benefits in connection with a mastecto-
my and elect breast reconstructive surgery, coverage
will be provided for (1) reconstruction of the breast on
which the mastectomy was performed; (2) surgery
and reconstruction of the other breast to produce

a symmetrical appearance; and, (3) prosthesis and
treatment of physical complications at all stages of
the mastectomy, including lymphedemas. These ben-
efits are subject to the Health Plan’s regular
copayments and deductibles, as described in the
Medical Benefits Section on page 12.

MENTAL HEALTH & CHEMICAL
DEPENDENCY BENEFITS

If you are a Sharp Health Plan member, you are
eligible for mental health and chemical dependency
benefits. Sharp Health Plan provides coverage for the
diagnosis and medically-necessary treatment of
mental illness and chemical dependency. Prior au-
thorization from your Primary Care Physician is not
required. For more information or to obtain a Sched-
ule of Benefits, contact Sharp Health Plan toll free at
1(844) 483-9033 or visit www.sharphealthplan.com.
All calls are confidential.

Sharp Best Health™
Wellness Program

Sharp Best Health™ is a comprehensive wellness
program specifically designed for Sharp employees.
Recognizing that all employees have a different goal
and journey, Sharp Best Health™ offers a wide variety
of resources to help employees meet their health and
wellness goals. These resources are offered through

a variety of formats and times in order to ensure it's
easy for employees to receive the support they need
at low or no cost to you.

Specific resources which make up the Sharp Best
Health™ Wellness Program include:

Free access to Sharp’s New Weigh Weight
Management program

50-66% coverage for a Weight Watchers
membership for all Full or Part timme employees

Steeply discounted membership to a digital fitness
program

Free membership to Whil, Sharp's Digital
Mindfulness and Yoga Training

Discounts on health and wellness resources,
including Fitbit and local gyms

Monthly challenges that reward employees who
average at least 4,000 steps per day

Virtual, free mindfulness classes led by trained
facilitators

System Challenges and Competitions

A comprehensive, personalized wellness portal to
track activity and manage your wellness

You can access Sharp Best Health™ resources by vis-
iting Sharp Best Health™ on SharpNET. For questions,
please contact HYPERLINK “mailto:sharpbesthealth@
sharp.com” sharpbesthealth@sharp.com.



How to File a Claim
for Medical Benefits

There are no claim forms or claims processing for
in-network services referred by your PCP with the
HMO Plan. All expenses and payments are made
between the provider and Sharp Health Plan except
copayments which you pay to the HMO provider at
the time of service. Consult your Sharp Health Plan
Member Handbook for the Plan’s Claims Appeals and
Procedures.

If you receive emergency services from an out-of-net-
work provider, you may be required to pay for services
at the time they are rendered. Call Sharp Health Plan
Customer Care at 1-(800) 359-2002 for information on
how to be reimbursed for covered services.

Appeal Policy
and Procedure

Sharp Health Plan has established an appeal process
for receiving and resolving plan participant com-
plaints or grievances with Sharp Health Plan and its
providers. If you have a complaint regarding your
eligibility, coverage, a denial of benefits or any other
matter, you may call the Sharp Health Plan Customer
Care Department at 1-(800) 359-2002.

You may request a re-evaluation of a specific deci-
sion or determination made by the Plan or any of its
authorized subcontractors by calling the Plan Cus-
tomer Care Department at (858) 499-8300 or toll-free
at 1-(800) 359-2002 to request assistance with filing
an Appeal.

You may also write to Sharp Health Plan with an Ap-
peal at the following address:

Sharp Health Plan
Appeals Department
8520 Tech Way, Suite 200
San Diego, CA 92123-1450

Consult your Sharp Health Plan Member Handbook
and Appeal Policy and Procedure for additional
information. Member Grievance/Appeal Forms

may be obtained from either the Plan or the
Member's physician, and are also available on-line
at www.sharphealthplan.com.

Other HMO Information

Consult your Sharp Health Plan Member Handbook
for more specific information on the following topics:

Arbitration;
Coordination of Benefits (COB);

Recovery from third parties.

Medical Loss Ratio
and Premium Refunds

The Affordable Care Act requires health insurers in
the large group market to spend at least 85% of the
premiums they receive on health care services and
activities to improve quality. This is referred to as

the Medical Loss Ratio (MLR) rule. A health insurer’s
Medical Loss Ratio is determined separately for each
state’s large group markets in which the health insur-
er offers health coverage. If a health insurer does not
meet the MLR, a refund of premiums must be provid-
ed to members.

Sharp Health Plan works actively to keep adminis-
trative costs below industry average and to allocate
as much premium as possible to providing medical
services and improving the quality of health care.
Sharp Health Plan’s MLR is calculated annually and
communicated to members by letter in June of each
calendar year. In the event the MLR rule is not met,
individual members will receive a refund of all (or a
portion of) premiums by August 1st following the cal-
endar plan year in which the MLR was not met.
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Applying for Medicare
While Employed

Medicare is a

health insurance

program for

people age 65 or

older and for

people with cer-

tain disabilities.

If you become

eligible for Medi-

care while still

employed, you

will be able to

remain covered

under the Sharp

Health Plan. How-

ever, Medicare

requires that you

apply for Medi-

care Part A

(inpatient) when

you become eligi-

ble. You should contact Medicare at 1-(800) 633-4227,
by accessing their website at www.medicare.gov, or
by calling the Health Insurance Counseling Aid Ad-
vocacy Program at (858) 565-8772, and Sharp Health
Plan at 1-(800) 359-2002, or by accessing their website
at www.sharpmedicareadvantage.com for eligibility,
enrollment and coordination of benefit information.

Coordination
of Benefits (COB)

If you are married and both you and your spouse are
working, members of your family may be covered un-
der more than one medical/vision plan. Other plans
include:

Group plans covering you or your spouse, spon-
sored by another employer or professional group; or

A no-fault plan of automobile insurance (group
or individual).

So that the additional coverage does not produce
benefits in excess of the actual charges for medical/
vision services or supplies, the SharpChoice Medical/
Vision Plan, like most other plans, contains a Coordi-
nation of Benefits (COB) provision to prevent overpay-
ment. Under the COB provision, one of your plans is
deemed primary and the other is deemed secondary.
According to standard industry practices, the primary

plan pays your expenses first and the secondary plan
then pays any remaining balance for which you are
eligible. In order to determine which plan is primary
and which plan is secondary, rules have been set up
which are followed throughout the insurance indus-
try. They are typically used in the following order:

A plan that does not have a COB provision is
automatically considered the primary plan and
always pays first.

A plan that covers the patient as an employee

is always the primary plan. Therefore, the
SharpChoice Medical/Vision Plan is always primary
for you, and your spouse’s plan is always primary
for your spouse.

If you have children who are covered under both
plans, then your birthday and that of your spouse
determines your covered children’s primary plan. If
your birthday comes first in the calendar year, the
SharpChoice Medical, Vision and/or Dental Plan

is deemed your children’s primary plan. If your
spouse’s birthday comes first, your spouse’s plan is
your children’s primary plan. If your birthdays are
the same, your children’s primnary coverage is pro-
vided by the plan that covered the parent longer. If
your spouse’s plan does not use the birthday rule,
your children’s primary coverage is provided by the
father’s plan.

If you are separated or divorced, your children’s pri-
mary medical plan is determined by the following
rules:

a. A plan that covers a child as a dependent of a
parent who by court decree must provide health
coverage is primary.

b. When there is no court decree requiring a parent
to provide health coverage to a dependent child,
then the plan of the parent who has custody of
the child is primary. (The plan of the custodial
parent’s spouse is secondary and the plan of the
other natural parent is third.)

If each of the plans has provisions for layoff situa-
tions, the plan of the laid-off individual always pays
last for that individual and all dependents.

If none of the above rules apply, the plan that has
covered the patient for the longer period of time
will usually be primary.

After the primary plan pays its benefits, the secondary
plan may, in some cases, pay the balance of allowable
expenses. To ensure you receive the benefits to which
you are entitled under both plans, it is important to
submit your claims properly. For example, when you
file a claim for yourself, be sure to file under your plan
first. After you have received payment from your plan,
then you can submit the claim to your spouse’s plan.



When you submit a claim to the secondary plan, be
sure to include the Explanation of Benefits (EOB) from
the primary plan as well as another copy of the bill.

Remember, if you coordinate your benefits correctly,
you will receive payment faster and still have the ad-
vantage of coordinated coverage under both plans.

Subrogation
and Reimbursement
WORK INJURIES

The plan does not provide covered benefits to you for
work-related illnesses or injuries covered by workers’
compensation. Sharp Health Plan will advance cov-
ered benefits at the time of need, but if you or your
dependent receive covered benefits through the plan
that are found to be covered by workers’ compen-
sation, the plan will pursue reimbursement through
workers' compensation. You are responsible to notify
Sharp Health Plan of any such occurrences and are
required to cooperate to ensure that the Plan is reim-
bursed for such benefits.

INJURIES CAUSED BY NEGLIGENCE,
INTENTIONAL ACT OR OMISSION OF
ANOTHER PERSON

If you or your dependent is injured in an event caused
by a negligent or intentional act or omission of an-
other person, Sharp Health Plan will advance covered
benefits at the time of need subject to an automatic
lien by agreement to reimburse the Plan from any
recoveries or reimbursement you receive from the
person who caused your injury. You are responsible to
notify Sharp Health Plan of any such occurrences and
are required to cooperate to ensure that Sharp Health
Plan is reimbursed for such benefits.

SURROGACY ARRANGEMENTS

A surrogacy arrangement is one in which you agree
to become pregnant and to surrender the baby

to another person or persons who intend to raise

the child. You must pay Sharp Health Plan for any
amounts paid for covered benefits you receive related
to conception, pregnancy, delivery or newborn care
in connection with a surrogacy arrangement (“surro-
gacy health services”). Your obligation to pay Sharp
Health Plan for surrogacy health services is limited to
the compensation you are entitled to receive under
the surrogacy arrangement.

By accepting surrogacy health services, you automat-
ically assign to Sharp Health Plan your right to receive
payments that are payable to you or your chosen
payee under the surrogacy arrangement, regardless
of whether those payments are characterized as be-
ing for medical expenses. To secure their rights, Sharp
Health Plan will also have a lien on those payments.
Those payments shall first be applied to satisfy Sharp
Health Plan’s lien. The assignment and the lien will
not exceed the total amount of your obligation to
Sharp Health Plan under the preceding paragraph.

Within 30 calendar days after entering into a surro-
gacy arrangement, you must send written notice of
the arrangement, including the names and addresses
of the other parties to the arrangement, and a copy
of any contracts or other documents explaining the
arrangement, to:

Sharp Health Plan

Customer Care

Attention: Third Party Liability
8520 Tech Way, Ste. 200

San Diego, CA 92123-1450

You must complete and send Sharp Health Plan all
consents, releases, authorizations, lien forms, and
other documents that are reasonably necessary for
Sharp Health Plan to determine the existence of any
rights they may have and to satisfy Sharp Health
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Plan’s rights. You must not take any action prejudi-
cial to their rights. If your estate, parent, guardian,
or conservator asserts a claim against a third party
based on the surrogacy arrangement, your estate,
parent, guardian, or conservator and any settlement
or judgment recovered by the estate parent, guard-
ian, or conservator shall be subject to Sharp Health
Plan’s liens and other rights to the same extent as if
you had asserted the claim against the third party.
Sharp Health Plan may assign their rights to enforce
their liens and other rights.

Continuing Your
Coverage While on
a Medical Leave

of Absence (LOA)

If you stop active work because of illness or injury,
you may continue your medical coverage during

a medical leave of absence by continuing to remit
timely premium payments to Sharp Health Plan. Your
continuation of coverage because of disability will
end at midnight of the last day of the month which
coincides with or follows the earliest of the following
dates:

The date that required premiums stop being paid
by you;

The date that you have exhausted the allowable
leave time provided by Sharp HealthCare’s
LOA policy;

The date you are no longer disabled if proof of
disability is not provided within 10 days of receipt
of request for proof.

Continuation of
Coverage (COBRA)

Sharp HealthCare is subject to the Consolidated
Omnibus Budget Reconciliation Act of 1985 (COBRA).
Under COBRA you and your eligible family members
who lose coverage due to certain events may be enti-
tled to continue coverage under COBRA as described
in this section.

IMPORTANT TERMS USED IN THIS SECTION

The meanings of key terms used in this section are
shown below. Whenever any of the terms shown be-
low appear in these provisions, the first letter of each
word will be capitalized. When you see these capital-
ized words, you should refer to this “Important Terms”
section.

Initial Enrollment Period is the period of time follow-
ing the original Qualifying Event.

Qualified Beneficiary means (1) a person who, on the
day before a Qualifying Event, was covered under the
plan as either an employee or spouse or child of the
employee; and (b) an otherwise eligible child who

is born to or placed for adoption with the employee
during the COBRA continuation period. Qualified
Beneficiary includes a spouse or child who is acquired
during the COBRA continuation period. Domestic
Partners are not recognized as Qualified Beneficiaries
under COBRA.

Qualifying Event means any one of the following
events which would otherwise result in the termina-
tion of coverage for the employee or the employee's
spouse or child. These events may be referred to else-
where in this section by number.

1. For employees, spouses or children:
a. The employee’s termination of employ-
ment, for any reason other than gross
misconduct; or

b. Any reduction in the employee’s work hours
to the point where coverage would be lost.

2. For spouses and children:
a. The death of the employee;

b. The spouse’s divorce from the employee;

c. The child’s loss of dependency status be
cause of age; or

d. The employee’s entitlement to Medicare.



An employee and/or the spouse or child of an em-
ployee who is a Qualified Beneficiary may elect
COBRA coverage, provided they pay for such cover-
age as described in this section. COBRA continuation
coverage may be chosen for all family members who
are otherwise eligible for COBRA coverage, or only for
selected family members.

TERMS OF COBRA
CONTINUATION COVERAGE

When COBRA Continuation Coverage Begins. COBRA
continuation coverage begins on the first day of the
month following the date coverage was lost due to
the original Qualifying Event.

When COBRA continuation coverage is elected
during the Initial Enrollment Period and the required
monthly contribution is paid, coverage is reinstated
back to the 1st day of the month following the date
coverage was lost due to the original Qualifying
Event, so that no break in coverage occurs provided
the election/enroliment is submitted to the COBRA
administrator within 60 days of notification.

Notice. Sharp HealthCare will notify the employee
and other eligible family members, as applicable,
of the right to continue coverage under COBRA, as
provided below:

1. For Qualifying Events 1 or 2, Sharp HealthCare
will notify the employee and his or her depen-
dents, as applicable, of the right to continue
coverage.

2. For Qualifying Events 2(a) or 2(d), Sharp
HealthCare will notify the eligible family
member(s) (as applicable) of the right to
continue coverage.

3. For Qualifying Events 2(b) and 2(c), the
employee or other eligible family member
must inform Sharp HealthCare's COBRA Ad-
ministrator within 60 days of the later of (1)
the date of the Qualifying Event; or (2) the date
coverage would otherwise end on account
of the Qualifying Event, if he or she wishes to
continue coverage. Sharp HealthCare will in
turn promptly give official notice of the
COBRA continuation right to the spouse or
other eligible family member, as applicable.

If you and/or an eligible family member elects to
continue coverage, he or she must notify Sharp
HealthCare within 60 days of the later of (1) the date
coverage would otherwise end on account of the
Qualifying Event; or (2) the date notice is provided re-
garding his or her right to elect COBRA continuation

coverage. Your coverage will not be effective until you
actually elect COBRA continuation coverage at which
time your coverage will be retroactively reinstated
provided payment is received. The first payment must
include premiums retroactive to the date your
coverage ended.

If you, an eligible family member, or a designated
third party fails to elect COBRA continuation cover-
age during the Initial Enrollment Period, he or she
may not elect COBRA continuation coverage at a
later date. The initial required monthly contribution,
must be delivered to Sharp HealthCare within 45 days
after COBRA coverage is elected. During this time,
your coverage will not be effective but will be reinstat-
ed when your premiums are paid. The first payment
must include premiums retroactive to the date your
coverage ceased.

Additional Family Members. The standard enrollment
provisions of the plan generally apply to otherwise
eligible enrollees during the COBRA continuation
coverage period. A spouse or child of a Qualified
Beneficiary acquired during the COBRA continuation
coverage period may be enrolled as a family member.

Cost of Coverage. Qualified Beneficiaries who prop-
erly elect COBRA continuation coverage must pay
the entire cost of such coverage (the applicable rate),
plus a 2% administrative fee for a total cost of 102% of
the applicable rate. This cost is called the “required
monthly contribution” and must be paid to Sharp
HealthCare, or third party administrator (if applicable),
each month during the COBRA continuation period.
The applicable rate will vary depending upon the
number of covered individuals.
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Multiple Qualifying Events. Once COBRA continuation
coverage begins, it is possible for a second Qualifying
Event to occur. If that happens, a Qualified Benefi-
ciary other than the employee may be entitled to an
extended period of COBRA continuation coverage.

In no event will the total period (for the first and any
subsequent Qualifying Event) of COBRA continuation
coverage provided to any member exceed 36 months
of coverage measured from the first day of the month
following the date coverage was lost due to the origi-
nal Qualifying Event.

For example, an employee’s child who was originally
eligible for COBRA continuation coverage due to ter-
mination of the employee’s employment (Qualifying
Event 1) and enrolled for COBRA continuation cover-
age as a Qualified Beneficiary, would be entitled to
up to 18 months of coverage. If, during this 18-month
period, the child reaches the upper age limit of the
plan [a second Qualifying Event — 2(c)], the child may
be eligible to extend coverage for up to 36 months
from the first day of the month following the date
coverage was lost due to the original Qualifying Event
(the termination of the employee’s employment).

If an employee becomes entitled to Medicare (even if
the employee’s entitlement to Medicare is not a Qual-
ifying Event) before a termination of employment or
reduction in hours (Qualifying Event 1), a Qualified
Beneficiary other than the employee may be eligible
for COBRA continuation coverage for up to 36 months
from the day on which the employee became enti-
tled to Medicare or 18 months from the first day of
the month following the date coverage was lost due
to the termination or reduction in hours, whichever
period is longer.

If an employee becomes entitled to Medicare within
the 18-month period following a termination of em-
ployment or reduction in hours (Qualifying Event 1), a
Qualified Beneficiary other than the employee may
be eligible for COBRA continuation coverage for up to
36 months from the first day of the month following
the date coverage was lost due to the termination or
reduction in hours.

Extension of COBRA Continuation Coverage Due to
Total Disability. If during the first 60 days of COBRA
continuation coverage due to an employee’s termina-
tion of employment or reduction in hours (Qualifying
Event 1), a Qualified Beneficiary is determined to be
disabled for Social Security purposes, the disabled
Qualified Beneficiary and all associated Qualified
Beneficiaries may be entitled to up to 29 months of
COBRA continuation coverage measured from the

first day of the month following the employee’s loss of
coverage due to termination or reduction in hours.

In order to elect this extension of COBRA continu-
ation coverage, the disabled Qualified Beneficiary
must:

1. Satisfy the legal requirements for being totally
an permanently disabled under Title Il or Title
XVI of the Social Security Act; and

2. Be determined and certified to be disabled by
the Social Security Administration.

The disabled Qualified Beneficiary or any other
associated Qualified Beneficiary must furnish Sharp
HealthCare with proof of the Social Security Admin-
istration’s determination of disability no later than 60
days after the date of such determination and within
the first 18 months of COBRA continuation coverage.
For months 19 through 29 of the COBRA continuation
coverage period the required monthly contribution
for the disabled Qualified Beneficiary may increase
from 102% of the applicable rate up to 150% of the
applicable rate and must be paid to Sharp HealthCare
each month during the extended COBRA continua-
tion coverage period.

Unless coverage terminates on an earlier date as
provided below under “When COBRA Continuation
Coverage Ends,” this period of extended COBRA
continuation coverage will end on the earlier of 29
months from the date coverage was lost due to the
earlier termination or reduction in hours or the end of
the month following a period of 30 days after the So-
cial Security Administration’s final determination that
the Qualified Beneficiary is no longer disabled. The
Qualified Beneficiary must notify Sharp HealthCare of
a final determination by the Social Security Adminis-
tration that he or she is not longer disabled within 30
days of any such determination.



When COBRA Continuation Coverage Ends. COBRA
continuation coverage will end on the earliest of:

1. The date the maximum time period (i.e., 18,
29 or 36 months, whichever is applicable) is
reached; and/or

2. The date Sharp HealthCare terminates all of its
group health plans for all of its employees;

3. The last day of the period for which required
monthly contributions are timely paid,;

4. The date, after the date of election, upon
which the Qualified Beneficiary becomes
covered under any other group health plan,
unless the other group health plan contains an
exclusion or limitation relating to a pre-exist-
ing condition of the Qualified Beneficiary; or

5. The date, after the date of the election, upon
which the Qualified Beneficiary first becomes
entitled to Medicare.

In the case of an individual who is not a Qualified
Beneficiary and who is receiving continuation cover-
age under the plan solely because of the individual’s
relationship to a Qualified Beneficiary, if the plan’s
obligation to make COBRA coverage available to the
Qualified Beneficiary ceases under this section, the
plan is not obligated to make coverage available to
the individual who is not a Qualified Beneficiary.

Additional Medical Continuation Coverage Available
Under California Law. For Qualifying Events occurring
(e.g., loss of coverage) on or after January 1, 2003, an
additional continuation period, following COBRA con-
tinuation, is available for California employees to the
extent that federal COBRA continuation was provided
for less than 36 months. In the event that the maxi-
mum federal COBRA continuation coverage available
was less than 36 months, a Qualified Beneficiary may
elect an additional amount of continuation coverage
under Cal-COBRA for an aggregate 36 months of
continuation coverage. A Qualified Beneficiary must
first exhaust his or her federal COBRA continuation
coverage period before becoming eligible for this
supplemental Cal-COBRA coverage. Qualified Bene-
ficiaries who properly elect the supplemental Cal-CO-
BRA continuation coverage must pay the entire

cost of such supplemental coverage (the applicable
rate),plus a 10% administrative fee for a total cost of
10% of the applicable rate.”

CAL-COBRA coverage does not include dental.

Health Insurance
Certificates

In August 1996, the federal government passed the
Health Insurance Portability and Accountability Act
(HIPAA). The Act requires that group health plans may
not impose pre-existing condition exclusions that
exceed 12 months from date of hire (or 18 months for
late enrollees). In addition, any pre-existing condition
imposed by a plan must be reduced by the period of
an individual’s creditable coverage under a prior em-
ployer’s plan, individual insurance, or a government
health plan. Credit is granted on a day-for-day basis
up to the 12- or 18-month period. An exception to this
required reduction in time is if the individual experi-
ences a break in health care coverage between the
prior health plan and the new plan.

A break in health care coverage occurs when there is
a period of 63 days or more that the individual does
not have health care coverage. The period of time
prior to the break is not available to reduce the new
plan’s pre-existing condition exclusion period. Cov-
erage between health care plans may be bridged
through COBRA continuation coverage.

In order to comply with this Act, any individual

who loses medical coverage under SharpChoice

will receive a certificate to show the amount of the
individual's creditable previous coverage. The certifi-
cate provides you with evidence of your prior health
coverage with a SharpChoice plan. You may need to
furnish this certificate if you become eligible under a
group health plan that excludes coverage for certain
medical conditions before you enroll. Certificates will
be sent to the individual's last known address. Sharp
Health Plan and Sharp HealthCare will coordinate the
administration of the health insurance certificates.
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COBRA Benefits
for Participants
Residing Out-of-Area

For the medical plan only, if you or your dependents
are COBRA-eligible and you relocate outside of Sharp
Health Plan’s service area (which is San Diego and
South Riverside counties) you may continue medical
coverage under COBRA; however, the COBRA cover-
age provided will be for authorized services rendered
by contracted providers within the service area, and
for emergency and urgent care services both within
and outside the Plan’s service area.

Non-emergency services rendered by non-contracted
providers or providers outside the Plan’s service area
are not covered.

In addition, prescription benefit coverage is available;
however, you must have your prescriptions filled at

a plan pharmacy (e.g., Albertsons® Sav-On¢®, Costco®,
CVS Pharmacy® locations including those at Target®,
Ralphs®, Rite-Aid®, Vons®, Pavilions®, Walgreens®,
Sharp Rees-Stealy Pharmacy, and independently con-
tracted neighborhood pharmacies).

You will not be able to continue your prescription
coverage under Cal-COBRA if you move out of area.

SHARP
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When you enroll for medical
coverage, you are also auto-

matically enrolled for com-
prehensive vision benefits
through Vision Service Plan
(VSP). VSP offers low copay-
ments with no claim forms
when you use providers from
the VSP Signature Network.
You also have the option to
use non-network providers
but you must file a claim for
benefits within six months
after completion of services.

How to Obtain
Care from a VSP
Member Provider

When you want to obtain vision care services, call

a VSP doctor to make an appointment. For details

on how you locate a VSP doctor, call VSP at 800-
877-7195 to request a VSP doctor listing or visit their
website at www.vsp.com. You may elect any provider
in the VSP Signature Network. Make sure you identify
yourself as a VSP member, and be prepared to pro-
vide the covered member’s social security number.
The VSP doctor will contact VSP to verify your eligibil-
ity and plan coverage, and will also obtain authoriza-
tion for services and materials. VSP will pay the doctor
directly for covered services and materials. If you are
not currently eligible for services, the VSP doctor is
responsible for communicating this to you.

When You Use a
Non-VSP Provider

Services and materials obtained from an out-of-net-
work provider will be reimbursed up to amounts on
the schedule provided on the following page less any
copayments. For out-of-network reimbursement,
you pay the entire bill when you receive services,
then send your itemized receipts and full patient

and member information to VSP. Claims must be
submitted to VSP within six months from your date
of service. Please keep a copy of the information for
your records and send the originals to the following
address: Vision Service Plan, Out-of-Network Provider
Claims, P.O. Box 997105, Sacramento, CA 95899-7105.



Covered Vision
Care Benefits

The lens allowances are for two lenses. If only one
lens is needed, the allowance will be one-half the pair
allowance.

Benefit payments for lenses and frames are based on
medical necessity and are limited to certain maxi-
mum costs. If you choose a frame style or lens (tinted,
oversize, etc.) which costs more than the plan covers,
you are responsible for paying the difference in cost.

MEDICALLY NECESSARY CONTACT LENSES
If medically necessary contact lenses are prescribed,
they are covered in full (after the co-pay) for the follow-
ing conditions:

Following cataract surgery;

To correct extreme visual acuity problems that
cannot be corrected with spectacle lenses;

Certain conditions of anisometropia;
Certain conditions of keratoconus.

NOTE: The Member Doctor must secure prior approval from
VSP for medically necessary contacts.

BENEFIT FEATURE BASIC VISION PLAN PREMIUM VISION PLAN

Examination Once every 12 months Once every 12 months E

Lenses Once every 12 months. Once every 12 months %

Frames Once every 12 months Once every 12 months

Examination Copayment $25.00 $20.00. §

Materials Copayment $25.00 $20.00. %
m
Z

FROM A VSP PARTICIPATING PROVIDER* | FROM A NON-PARTICIPATING PROVIDER*

Examination Paid-in-Full Up to $50.00

Single Vision Lenses Paid-in-Full Up to $50.00

Bifocal Lenses Paid-in-Full Up to $75.00

Trifocal Lenses Paid-in-Full Up to $91.00 g

Lenticular Lenses Paid-in-Full Up to $125.00 §

Frame2 $150 Allowance Up to $70.00 ﬁ

Necessary Contact Lenses3 Up to $210.00 Up to $210.00 (3

Elective Contact Lenses3 Up to $150.00 Up to $105.00 o

Pediatric Eye Exam (Ages 018) | poorcl o1 52 5—/¥izsci>;Visit el ;O—Oé;/cgsc;;vsit

peditrcClaseshges0 1y | BEEPEY, SIS commment e et o

1 When an exam and/or materials are received from a VSP doctor, the patient will have no out-of-pocket expense other than the copayment, unless
optional items are selected. Optional items include, but are not limited to, oversize lenses (61 mm or larger) coated lenses, no-line multifocal lenses,
and treatments for cosmetic reasons or a frame that exceeds the plan allowance. VSP doctors offer valuable savings including a 20 percent dis-
count on non-covered pairs of prescription glasses (lenses and frame). Your VSP benefit provides guaranteed savings whether you choose a frame
that is covered in full or one that exceeds the plan allowance. If you choose a frame valued at more than the plan’'s allowance, the difference you
will pay is based on VSP's low, discounted member pricing. Have your doctor help you choose the best frame based on your VSP coverage.

2 The allowance is in addition to the 15 percent discount on the contact lens exam. The allowance is applied to both the contact lens exam (fitting
and evaluation) and the contact lenses. Any costs exceeding this allowance are the patient’s responsibility.

3 The contact lens exam is a special exam for ensuring proper fit of your contacts and evaluating your vision with the contacts. Medically necessary
contact lenses must be prescribed by your doctor (as required for certain medical conditions) and approved by VSP.

4 Annual limits shown here do not apply to pediatric (dependents ages 0-18) services or materials.
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ELECTIVE CONTACT LENSES

When selecting elective contact lenses (contacts that
are not medically necessary) from a Member Doctor,
the standard eye examination will be covered in full
(after the co-pay). An allowance, as shown, will be pro-
vided toward the contact lens evaluation feg, fitting
costs and materials. The contact lens allowance is
approximately equal to the average cost of specta-
cle lenses and a frame under the VSP program. Any
additional costs exceeding the allowance are your
responsibility.

LASER VISION CORRECTION

VSP's Laser VisionCare®M program is also available to
those covered under the VSP WellVision® Plan. It is
designed to provide members with a discount off
laser surgery when obtained through VSP contracted
doctors, surgeons and laser centers. This program
includes the two most common laser vision correc-
tion procedures, laser-assisted in-situ keratomileusis
(LASIK) and photorefractive keratectomy (PRK). Call
your VSP doctor to check if he or she is participating
in the program. Doctors can also be located on VSP's

website at www.vsp.com or by calling 1-(800) 877-7195.

Plan Limitations

The VSP program is designed to cover your visual
needs rather than cosmetic materials. If you select
any of the following options, there will be an extra
charge:

Blended lenses;

Contact lenses (except as noted elsewhere in this
section);

Oversize lenses;

Progressive multifocal lenses;

Photochromic or tinted lenses other than Pink 1 or 2;
Coated or laminated lenses;

A frame that costs more than the plan allowance;
Cosmetic lenses;

Optional cosmetic processes;

UV protected lenses.

Vision Services
Not Covered

VSP will not provide benefits for professional services
or materials in connection with:

Orthoptics or vision training and any associated
supplemental testing;

Plano lenses (non-prescription);
Two pair of glasses in lieu of bifocals;

Lenses and frames furnished under this program
which are lost or broken will not be replaced
except at the normal intervals when services are
otherwise available;

Medical or surgical treatment of the eyes;

Any eye examination, or any corrective eye wear,
required by an employer as a condition of employ-
ment; or

Corrective vision services, treatments, ad materials
of an experimental nature.

How to File a Claim
for Vision Benefits

You do not need to file a claim if you go to a VSP
Member Provider.

If you go to a non-VSP provider, you'll have to pay for
services and then submit an itemized statement of
services received. You'll be reimbursed for costs up to
the plan’'s benefit limits. You have six months from
the date of service to submit such claims to:

Vision Service Plan

P.O. Box 997105

Attn: Out of Network Provider Claims
Sacramento, CA 95899-7105

Phone: 1-(800) 877-7195



Appeal Policy
and Procedure

Sharp Health Plan has established an appeal process
for receiving and resolving plan participant com-
plaints or grievances

with Sharp Health Plan

and its providers. If

you have a complaint

regarding your eligibil-

ity, coverage, a denial

of benefits or any other

matter, you may call

Sharp Health Plan

Customer Care Department at 1-(800) 359-2002.

You may request a re-evaluation of a specific decision
or determination made by the Plan or any of its au-
thorized subcontractors by calling the Plan Customer
Care Department at (858) 499-8300 or toll-free at
1-(800) 359-2002 to request assistance with filing an
Appeal.

You may also write to Sharp Health Plan with an Ap-
peal at the following address:

Sharp Health Plan
Appeals Department
8520 Tech Way, Suite 200
San Diego, CA 92123-1450

Consult your Sharp Health Plan member Handbook
and Appeal Policy and Procedure for additional
information. Member Grievance/Appeal Forms may
be obtained from either the Plan or the Member's
physician, and are also available on-line at www.shar-
phealthplan.com.

Coordination
of Benefits (COB)

If you are married and both you and your spouse are
working, members of your family may be covered
under more than one vision plan. For an explanation
of Coordination of Benefits (COB), refer to page 22.

Continuation of
Coverage (COBRA)

Federal law requires the plan to offer covered em-
ployees and eligible dependents the opportunity to
continue group health coverage when it ends for cer-
tain reasons. For an explanation of how to continue
your medical coverage (which includes vision) under
the plan, see the Section “Continuation of Coverage
(COBRA)" beginning on page 24.
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EMPLOYEEASSISTANCEPROGRAM I

SHARP

The Employee Assistance
Program (EAP) is a free
service provided by Sharp

HealthCare to all employees.
The EAP provides professional
and confidential, short-term,
problem-focused counseling.

ASSISTANCE PROGRAM

Highlights of the EAP

A broad range of issues and concerns are dealt with
including but not limited to:

Work issues

Individual problems
Family life

Couples and marital issues
Substance use and abuse

Life changes

In addition, the EAP has referral resources to help em-
ployees deal with issues of childcare and/or elder care
as well as other needs. A variety of training programs
and management consultations are also available.

Through the EAP program, Sharp HealthCare pays
the cost of up to eight visits per year. Although the
EAP benefit is for the employee, family members may
be involved in the counseling process, as appropriate.

Employees are served through the Employee Assis-

tance Program for issues not considered “medically

necessary.” If the problem requires possible medical
intervention, the EAP Counselor will assist you in co-
ordinating care with your medical provider.

Confidentiality is maintained at all times. All coun-
selors are state licensed and their code of ethics and
the law require that no information is shared without
the signed release by the employee. Sharp respects
employees'’ rights for confidentiality, and thus, will not
attempt to compromise employee privacy.



If you are unsure about whom to contact about a
problem or wish to make an appointment with a

counselor, please feel free to call the EAP Monday
through Friday from 8:30 a.m. to 5:30 p.m.

Employee Assistance Program:
(619) 681-0022

NOTE: This program is not designed to handle specific on-
the-job problems with managers, such as raises, transfers
and promotions, etc.

Continuation of
Coverage under the
Employee Assistance
Program (EAP)

Federal law requires the plan to offer covered employ-
ees and eligible dependents the opportunity to con-
tinue group health coverage when it ends for certain
reasons. For an explanation of how to continue your
EAP coverage under the plan if your employment
with Sharp HealthCare ends, see the Section “Contin-
uation of Coverage (COBRA)" beginning on page 24.

Employees who have terminated employment with
Sharp and who move out of the Employee Assistance
Program'’s coverage area (San Diego county) are eli-
gible to enroll in COBRA EAP coverage for authorized
services rendered by contracted providers within the
service area only.
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The following definitions
will provide explanations for

some of the key terms used
throughout this book.

Active work, actively at work means the employee is
present at work with the intent and ability of working
the scheduled hours and doing the normal duties of

his or her job on that day.

Annual Open Enrollment Period means a period of
time before the beginning of each calendar plan year
when you have the opportunity to change your bene-
fit elections.

Child means your biological child, stepchild, legally
adopted child, or a child for whom you are currently
the legal guardian or have physical legal custody of,
pursuant to a court order that is currently in force,
and is under the age of 26. Child also includes your
dependent child who is mentally or physically incapa-
ble of self support, is enrolled prior to his or her 26th
birthday, and is determined to be totally disabled
before his or her 26th birthday.

Co-payment means the amount you or your covered
dependents must pay before the plan pays benefits.

Employer means Sharp HealthCare, and its affiliated,
participating entities.

Leave of Absence means you are temporarily absent
from active employment for a period of time that
has been agreed to in advance in writing by Sharp
HealthCare outside of your normal vacation time.

Medically Necessary means any services or supplies
provided to a covered person that, in the judgment
of the plan sponsor and/or claims administrator are
appropriate and consistent with the diagnosis and
treatment of the illness, accidental injury, or preg-
nancy; and customarily and reasonably recognized
as appropriate throughout the doctor’s profession;
and could not have been omitted without adverse-
ly affecting the patient’s condition or the quality of
medical care rendered.



Participant means any employee who is eligible for
and enrolls in the Plan(s) desired.

Plan Medical Group or PMG means a group of phy-
sicians, organized as or contracted through a legal
entity that has met Sharp Health Plan’s criteria for
participation and has entered into an agreement with
the Plan to provide and make available professional
services and to provide or coordinate the provision of
other covered benefits.

Plan Providers means the physicians, hospitals, skilled
nursing facilities, home health agencies, pharmacies,
medical transportation companies, laboratories, X-ray
facilities, durable medical equipment suppliers and
other licensed health care entities or professionals
which or who provide covered benefits through an
agreement with the Plan(s).

Primary Care Physician or PCP means a Plan physi-
cian, possibly affiliated with a PMG, who is chosen by
you or your dependents and who is primarily respon-
sible for supervising, coordinating, and providing
initial care, for maintaining the continuity of care, and
providing or initiating referrals for covered benefits.
Primary care physicians include general and family
practitioners, internists, pediatricians, and qualified
OB-GYNs who have the ability to deliver and accept
the responsibility for delivering primary care services.

Protected Health Information or PHI means informa-
tion, including demographic information collected
from an individual, that is created or received by a
plan and that is transmitted or maintained in any
medium (including orally) that 1) relates to the past,
present, or future physical or mental health or con-
dition of an individual, the provision of health care to
an individual, or the past, present or future payment
for the provision of health care to an individual; and 2)
that identifies the individual or with respect to which
there is a reasonable basis to believe the informa-
tion can be used to identify the individual. Protected
Health Information also includes genetic information.
Genetic information is information about an individ-
ual’'s genetic tests, genetic tests of the individual’s
family members, and the manifestation of a disease
or disorder in the individual's family members. Family
members include dependents and any other indi-
vidual who is a first, second, third or fourth-degree
relative of the individual or the individual's depen-
dents. Protected Health Information shall not include
information that is de-identified in accordance with
HHS Reg. §164.51 4(a).

Provider Directory means a listing of Plan approved

physicians, hospitals and other plan providers, as up-
dated from time to time.
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This section provides some
general information about
the health plan described in
this booklet as well as infor-

mation required to be given
to you under the Employee
Retirement Income Security
Act of 1974 (ERISA).

INFORMATION

Basic Plan Information

PLAN SPONSOR

Sharp HealthCare
8695 Spectrum Center Boulevard
San Diego, CA 92123

PLAN ADMINISTRATOR

Sharp HealthCare
8695 Spectrum Center Boulevard
San Diego, CA 92123

PLAN YEAR

Medical/Vision January 1- December 31



Plan Identification

Sharp HealthCare is required by law to file information about this benefit plan with the government. The Internal
Revenue Service assigns an “employer identification number” (EIN) to benefit plan sponsors. Sharp HealthCare's
employer identification number (EIN) is 95-6077327. Sharp HealthCare assigns a plan number (PN) to each of its

plans, as follows:

PLAN POLICY/GROUP
PLAN NAME NUMBER | NUMBER TYPE OF ADMINISTRATION
. Medical - benefits fully insured under an insurance contract
= Medical SHP/1004075 with Sharp Health Plan.
510
x Visi 1003 Vision - benefits are fully insured under an insurance
Ision contract with Sharp Health Plan and Vision Service Plan.

Claims Administration
CLAIMS ADMINISTRATORS

The claims administrators for the health plan are:

HMO Medical Plan

Sharp Health Plan

8520 Tech Way, Suite 200
San Diego, CA 92123-1450
1-(800) 359-2002

Vision Plan

VSP Network Claims:

Vision Service Plan

P.O. Box 254500

Sacramento, CA 95865

1-(800) 622-7444

1-(800) 877-7195 Provider Directory

Out-of-Network Claims:
Vision Service Plan

P.O. Box 997105
Sacramento, CA 95899-7105

AGENT FOR SERVICE OF LEGAL PROCESS

Legal process regarding any of Sharp HealthCare's
benefit plans may be served on:

Sharp HealthCare

8695 Spectrum Center Boulevard
San Diego, CA 92123

Attn: Employee Benefits Department

Your Rights
Under ERISA

The Employee Retirement Income Security Act of
1974 (ERISA) provides certain rights and protection to
participants of the SharpChoice Health, Welfare and
Group Voluntary Employee Benefit Plans.

ERISA provides that all plan participants shall be enti-
tled to:

RECEIVE INFORMATION ABOUT
YOUR PLAN AND BENEFITS

You may examine, without charge, at the Plan
Administrator's office and at other specified loca-
tions, such as worksites and union halls, all doc-
uments governing the plan, including insurance
contracts and collective bargaining agreements,
and a copy of the latest annual report (Form 5500
Series) filed by the plan with the U.S. Department
of Labor and available at the Public Disclosure
Room of the Pension and Welfare Benefit Admin-
istration;

You may obtain, upon written request to the plan
administrator, copies of documents governing

the operation of the plan, including insurance
contracts and collective bargaining agreements,
and copies of the latest annual report (Form 5500
Series) and an updated summary plan description.
The administrator may make a reasonable charge
for the copies;

You will receive a summary of the Plans’ annual fi-
nancial reports. The Plan Administrator is required
by law to furnish each participant with a copy of
this summary annual report.
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CONTINUE GROUP HEALTH PLAN
COVERAGE

You may continue health care coverage for yourself
or eligible children if there is a loss of coverage under
the plan as a result of a qualifying event. You or your
children may have to pay for such coverage. Review
this summary plan description and the documents
governing the plan

on the rules gov-

erning your COBRA

continuation cover-

age rights;

You will be provid-

ed a certificate of

creditable cover-

age, free of charge,

from your group

health plan or

health insurance

issuer iffwhen

you lose coverage

under the plan, if/

when you become

entitled to elect

COBRA continu-

ation coverage, if/when your COBRA continuation
coverage ceases, if you request it before losing cover-
age, or if you request it up to 24 months after losing
coverage.

PRUDENT ACTIONS BY PLAN FIDUCIARIES

In addition to creating rights for Plan participants, ER-
ISA imposes duties upon the people who are respon-
sible for the operation of the employee benefit plan.
The people who operate your Plan, called “fiduciaries”
of the Plan, have a duty to do so prudently and in the
interest of you and other Plan participants and bene-
ficiaries. No one, including your employer, your union,
or any other person, may terminate your employment
or otherwise discriminate against you in any way to
prevent you from obtaining a health benefit or exer-
cising your rights under ERISA.

ENFORCE YOUR RIGHTS

If your claim for health benefits is denied or ignored,
in whole or in part, you have a right to know why this
was done, to obtain copies of documents relating to

the decision without charge, and to appeal any deni-
al, all within certain time schedules.

Under ERISA, there are steps you can take to enforce
the above rights. For instance, if you request a copy
of plan documents or the latest annual report from
the plan and you do not receive them within 30 days,
you may file suit in a Federal court. In such a case, the
court may require the Plan Administrator to provide
the materials and pay you up to $110 a day (not to ex-
ceed $1,100) until you receive the materials, unless the
materials were not sent because of reasons beyond
the control of the administrator. If you have a claim
for benefits which is denied or ignored, in whole or

in part, you may file suit in a state or Federal court.

In addition, if you disagree with the plan’s decision

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

ASSISTANCE WITH YOUR QUESTIONS

If you have any questions about your plan, you should
contact the Plan Administrator. If you have any ques-
tions about this statement or your rights under ERI-
SA, or if you need assistance in obtaining documents
from the Plan Administrator, you should contact the
nearest area office of the Employee Benefits Security
Administration, U.S. Department of Labor, listed in
your telephone directory, or at www.dol.gov/EBSA,

or the Secretary of Participant Assistance, Employee
Benefits Security Administration, U.S. Department
of Labor, 200 Constitution Avenue NW, Suite N-5623,
Washington, D.C. 20210. You may also obtain certain
publications about your rights and responsibilities
under ERISA by calling the publications hotline

of the Employee Benefits Security Administration at
1-(866) 444-3272 (EBSA).



NOTE:

The plan described in this book is not to be construed as
conditions of employment. Sharp HealthCare reserves

the right to modify, revoke, suspend, terminate, or change
the plan in whole or in part, at any time, without notice.
The language used in this book is not intended to create,
nor is it to be construed to create, a contract between
Sharp HealthCare and any one of its employees. Nothing
herein shall be construed to give any person the right to be
retained in the employ of Sharp HealthCare or otherwise

restrain Sharp HealthCare's right to deal with its employees.

Both Sharp HealthCare and any of its employees may
terminate the employment relationship, at will, at any time.
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SHARP

This section provides special
notices regarding your rights
and obligations as an eligible
employee and/or participant
of Sharp HealthCare's Per
Diem Employee Health Plan.

The plan does not discrimi-
nate on the basis of race, color,
national origin, age, disability,
or sex. See this page and next
for details.

If you and/or your depen-
dents have Medicare or will
become eligible for Medicare
in the next 12 months, a
Federal law gives you

more choices about your
prescription drug coverage.
Please see page 57 for more
details.

HEALTHCAREBENEFITPLANNOTICES I

BENEFIT PLAN
NOTICES

Discrimination is
Against the Law

Sharp Health Plan complies with applicable Feder-
al civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or
sex. Sharp Health Plan does not exclude people or
treat them differently because of race, color, national
origin, age, disability, or sex.

Sharp Health Plan:

Provides free aids and services to people with
disabilities to communicate effectively with us,
such as:

» Qualified sign language interpreters

m Information in other formats (such as
large print, audio, accessible electronic
formats, or other formats)

Provides free language services to people whose
primary language is not English, such as:

= Qualified interpreters

m Information written in other languages

If you need these services, contact Customer Care at
1-800-359-2002.

If you believe that Sharp Health Plan has failed to pro-
vide these services or discriminated in another way
on the basis of race, color, national origin, age, disabil-
ity, or sex, you can file a grievance with:

Sharp Health Plan Appeal/Grievance Department
8520 Tech Way, Suite 200
San Diego, CA 92123-1450
Toll-free: 1-800-359-2002 (TTY:711)
Fax: (619) 740-8572



You can file a grievance in person or by mail, fax, or
you can also complete the online Grievance/Appeal
form on the Plan’s website sharphealthplan.com. If
you need help filing a grievance, the Sharp Health
Plan Customer Care Department is available to help
you. You can also file a civil rights complaint with
the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office
for Civil Rights Complaint Portal, available at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,

or by mail or phone at:
U.S. Department of Health and Human Services,
200 Independence Avenue SW., Room 509F,
HHH Building, Washington, DC 20207,
1-800-868-1019, 800-537-7697 (TDD).

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

Right to Designate
Primary Care Provider,
Pediatrician and/or
OB/GYN

Sharp Health Plan generally requires the designa-
tion of a primary care provider. You have the right to
designate any primary care provider who participates
in our network and who is available to accept you or
your family members. Until you make this designa-
tion, Sharp Health Plan designates one for you. For
information on how to select a primary care provider,
and for a list of the participating primary care provid-
ers, contact Sharp Health Plan at (800) 359-2002 or
(858) 499-8300 or visit their website at: www.shar-
phealthplan.com. For children, you may designate a
pediatrician as the primary care provider.

Women have direct and unlimited access to OB/GYNs
as well as PCPs (family practice, internal medicine,
etc.) in their Primary Care Physician's PMG for obstet-
ric and gynecologic services. You will not be required
to obtain prior Authorization for sexual and reproduc-
tive health services in your Plan Network. For a list of
participating health care professionals who specialize
in obstetrics or gynecology, contact Sharp Health
Plan at (800) 359-2002 or (858) 499-8300 or visit their
website at www.sharphealthplan.com.

Special Enrollment Rights

If you decline enrollment for yourself or your eligible
dependents (including your spouse) because of other
group medical coverage, you may be able to enroll
yourself and your eligible dependents in Sharp Health
Plan if you involuntarily lose eligibility for that other
coverage. However, you must request enrollment
within 31 days after your or your dependents other
coverage ends. You will be required to submit docu-
mentation indicating the coverage termination date.

You and your eligible dependents may also be able to
enroll in Sharp Health Plan if you or your dependent
becomes eligible for a Premium assistance subsidy
under Medi-Cal or Healthy Families. You must request
enrollment within 60 days after the date that eligibili-
ty for premium assistance is determined.

If you have a new dependent as a result of marriage,
birth, adoption or placement for adoption, you may
be able to enroll yourself and your dependents out-
side of your employer’s open enrollment period. How-
ever, you must request enrollment within 31 calendar
days after the marriage, birth, adoption or placement
for adoption. If notification of the status change is not
received by your employer within the 31-day period,
your dependent(s) will not be covered and you will be
responsible for payment of any services received.

To add a new eligible dependent (including your
spouse) to your coverage, you must complete the
qualifying event task in Workday self-service within
31-days of the qualifying event.

To enroll or elect additional coverage because of a
special enrollment qualifying event, you must access
Workday Self-Service. To request further information
or if you have questions or need assistance please
contact your local Human Resources Talent Hub at
(858) 499-2051 or the Employee Benefits Department
Hotline at (858) 499-4336. You must submit your
changes within 30 calendar days of the date you lost
other coverage or you gained a new dependent. Even
if you are enrolled in family coverage, you must make
the changes for any new dependent within 30 cal-
endar days of gaining a new dependent. To request
more information, contact the Human Resources
Talent Hub at (858) 499-2051 office or the Employee
Benefits Department Hotline at (858) 499-4336.
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Newborns and Mothers
Health Protection Act

Group health plans and health insurance issuers gen-
erally may not, under Federal law, restrict benefits for
any hospital length of stay in connection with child-
birth for the mother or newborn child to less than

48 hours following a vaginal delivery, or less than 96
hours following a cesarean section. However, Federal
law generally does not prohibit the mother's or new-
born’s attending provider, after consulting with the
mother, from discharging the mother or her newborn
earlier than 48 hours (or 96 hours as applicable). In
any case, plans and issuers may not, under Federal
law, require that a provider obtain authorization from
the plan or the insurance issuer for prescribing a
length of stay not in excess of 48 hours (or 96 hours).

Women's Health and
Cancer Rights Act

If you had or are going to have a mastectomy, you
may be entitled to certain benefits under the Wom-
en's Health and Cancer Rights Act of 1998. Coverage
will be provided in a manner determined in consulta-
tion with you and your doctor, for:

all stages of reconstruction of the breast on which
the mastectomy was performed;

surgery and reconstruction of the other breast to
produce a symmetrical appearance;

prostheses;

treatment of physical complications of the
mastectomy, including lymphedema.

These benefits will be provided subject to the same
deductibles, copayments and coinsurance applica-
ble to other medical and surgical benefits provided
under your plan.

If you would like more information on WHCRA bene-
fits, contact your local Human Resources office or the
Employee Benefits Department at (858) 499-4336.

Your Rights Under

the Uniformed Services
Employment and
Reemployment Rights
Act of 1994

A. The Uniformed Services Employment and
Reemployment Rights Act

USERRA protects the job rights of individuals who
voluntarily or involuntarily leave employment posi-
tions to undertake military service or certain types

of service in the National Disaster Medical System.
USERRA also prohibits employers from discriminating
against past and present members of the uniformed
services, and applicants to the uniformed services.

B. Reemployment Rights

You have the right to be reemployed in your civilian
job if you leave that job to perform service in the uni-
formed service and:

= You ensure that your employer receives ad-
vance written or verbal notice of your service;

= You have five years or less of cumulative ser-
vice in the uniformed services while with that
particular employer;

= You return to work or apply for reemployment
in a timely manner after conclusion of service;
and

= You have not been separated from service
with a disqualifying discharge or under other
than honorable conditions.



If you are eligible to be reemployed, you must be
restored to the job and benefits you would have
attained if you had not been absent due to military
service or, in some cases, a comparable job.

C. Right to be Free from Discrimination and
Retaliation

If you:
= Are a past or present member of the
uniformed service;

= Have applied for membership in the
uniformed service; or

= Are obligated to serve in the uniformed
service, then an employer may not deny you —

Initial employment;

Reemployment;

— Retention in employment;

Promotion; or

Any benefit of employment, because of this
status.

In addition, an employer may not retaliate against
anyone assisting in the enforcement of USERRA
rights, including testifying or making a statement in
connection with a proceeding under USERRA, even if
that person has no service connection.

D. Health Insurance Protection

m [f you leave your job to perform military ser-
vice, you have the right to elect to continue
your existing employer-based health plan
coverage for you and your dependents for up
to 24 months while in the military.

m  Even if you don't elect to continue coverage
during your military service, you have the right
to be reinstated in your employer’s health plan
when you are reemployed, generally without
any waiting periods or exclusions (e.g., pre-ex-
isting condition exclusions) except for ser-
vice-connected illnesses or injuries.

E. Enforcement

m The U.S. Department of Labor, Veterans'
Employment and Training Service (VETS) is
authorized to investigate and resolve com-
plaints of USERRA violations.

m  For assistance in filing a complaint, or for any
other information on USERRA, contact VETS
at 1-866-4-USA-DOL or visit its Web site at
http://www.dol.gov/agencies/vets. An interac-
tive online USERRA Advisor can be viewed at
https://webapps.dol.gov/elaws/vets/userra/

= [fyou file a complaint with VETS and VETS is
unable to resolve it, you may request that your
case be referred to the Department of Justice
for representation.

You may also bypass the VETS process and bring a
civil action against an employer for violations of USERRA.

The rights listed here may vary depending on the
circumstances. The text of this notice was prepared
by VETS, and may be viewed on the Internet at this
address:
https://www.dol.gov/agencies/vets/programs/
userra/resources

Sharp HealthCare Health
& Dental Plan Notice of
Privacy Practices

For further information regarding this notice, contact
your local Human Resources office or the Privacy
Officer at the Employee Benefits Department at
(858) 499-4336.

YOUR INFORMATION. YOUR RIGHTS.
OUR RESPONSIBILITIES.

This notice describes how medical information about
you may be used and disclosed and how you can get
access to this information. Please review it carefully.

YOUR RIGHTS
You have the right to:

Ask us not to use or share your personal health
care information in the ways described in this no-
tice. We may not be able to agree to your request.

Access any medical records related to care deliv-
ered by a third-party Telehealth provider and the
right to object to the sharing of those records with
your PCP.



Receive Sensitive Services or to submit a claim for
Sensitive Services if you have the right to consent
to care.

Have communications containing medical infor-
mation related to Sensitive Services communicat-
ed to you at an alternative mail or email address
or telephone number without the authorization
of the Subscriber or another policyholder. You can
update your contact information on Sharp Con-
nect or by contacting Customer Care at 1-855-995-
5004.

= |f you have not designated an alternative mail-
ing address, email address, or telephone num-
ber, we will send or make all communications
related to your receipt of Sensitive Services in
your name at the address or telephone num-
ber on file. Such communications include
written, verbal, or electronic communications,
including:

= Bills and attempts to collect payment.
» A notice of adverse benefits determinations.
= An explanation of benefits notice.

m A health care service plan’'s request for addi-
tional information regarding a claim.

= A notice of a contested claim.

»  The name and address of a provider, descrip-
tion of services provided, and other informa-
tion related to a visit.

= Any written, oral, or electronic commmunication
from a health care service plan that contains
protected health information.

Have Sharp Health Plan not disclose medical
information related to your receipt of Sensitive
Services to the policyholder, primary subscriber,
or any plan enrollees, absent your express written
authorization.

Request confidential commmunication in a cer-

tain form and format if it is readily producible in
the requested form and format, or at alternative
locations. The confidential cormmunication request
shall be valid until you submit a revocation of the
request or a new confidential communication
request is submitted. If you pay for a service or a
health care item out-of-pocket in full, you can ask
your provider not to share that information with us
or with other health insurers.

HEALTHCAREBENEFITPLANNOTICES I

Ask us to contact you only in writing or at a differ-
ent address, post office box, or by telephone. We
will accept reasonable requests when necessary to
protect your safety.

Get a copy of your health information. You will be
sent a form to fill out and may be charged a fee for
the costs of copying and mailing records. (We may
keep you from seeing certain parts of your records
for reasons allowed by law.)

Ask that information in your records be amended
if it is not correct or complete. We may refuse your
request if: (i) the information is not created or kept
by Sharp Health Plan, or (ii) we believe it is correct
and complete. If we do not make the changes you
ask, you may ask that we review our decision. You
also may send a statement saying why you dis-
agree with our records, and that statement will be
kept with your records. Important: Sharp Health
Plan does not have complete copies of your med-
ical records. If you want to look at, get a copy of, or
change your medical records, please contact your
doctor or clinic.

Request a list of what information we share, with
whom we shared it, when we shared it and for
what reasons. This list will not include when we
share information:

= With you;
= With your permission;

m  For treatment, payment or health plan opera-
tions; or as required by law.

Receive written notification if we discover a breach
of your unsecured PHI, and determine through a
risk assessment that notification is required.

Authorize any use or disclosure of PHI that is not
specified within this notice. For example, we would
need your written authorization to use or disclose
your PHI for marketing, for most uses or disclo-
sures of psychotherapy notes, or if we intend to sell
your PHI.

Revoke an authorization, at any time, in writing,
except to the extent that we have taken an action
in reliance on the use or disclosure indicated in the
authorization.

Request a copy of this Notice of Privacy Practices.
You also can find this notice on our website at:
sharphealthplan.com.

Complain about any aspect of our health informa-
tion practices

See the following pages of this notice for more infor-
mation on these rights and how to exercise them.



YOUR CHOICES
You have some choices in the way that we use and
share information as we:
Answer coverage questions from your family and
friends
Provide disaster relief

Market our services and sell your information.

See the following pages of this notice for more infor-

mation on these choices and how to exercise them.

OUR USES AND DISCLOSURES

Sharp Health Plan may use or share your information

for reasons directly connected to your treatment,

payment for that treatment or health plan operations.
The information we use and share includes, but is not

limited to: your name, address, personal facts, medi-
cal care given to you and your medical history.

Some actions we take as a health plan include:
checking your eligibility and enrollment; approving
and paying for health care services; investigating or
prosecuting fraud; checking the quality of care that
you receive; and coordinating the care you receive.
Some examples include:

For treatment: You may need medical treatment
that requires us to approve care in advance. We
will share information with doctors, hospitals and
others in order to get you the care you need.

OTHER USES FOR YOUR HEALTH INFORMATION

Sometimes a court will order us to give out your
health information. We also will give information
to a court, investigator or lawyer under certain
circumstances. This may involve fraud or actions to
recover money from others.

You or your doctor, hospital and other health care
providers may appeal decisions made about claims
for your health care. Your health information may
be used to make these Appeal decisions.

We also may share your health information with
agencies and organizations that check how our
health plan is providing services.

We must share your health information with the
federal government when it is checking on how
we are meeting privacy rules.

We may share your information with researchers

when an Institutional Review Board (IRB) has re-

viewed and approved the reason for the research,
and has established appropriate protocols to en-

sure the privacy of the information.

We may disclose health information, when neces-
sary, to prevent a serious threat to your health or
safety, or the health and safety of another person,
or the public. Such disclosures would be made
only to someone able to help prevent the threat.

We provide Employers only with the information
allowed under the federal law. This information

For payment: Sharp Health Plan reviews, approves
and pays for health care claims sent to us for your
medical care. When we do this, we share informa-
tion with the doctors, clinics and others who bill

us for your care. And we may forward bills to other

includes summary data about their group and
information concerning Premium and enrollment
data. The only other way that we would disclose
your Protected Health Information to your Employ-

health plans or organizations for payment.

For health care operations: We may use informa-
tion in your health record to judge the quality of
the health care you receive. We also may use this
information in audits, fraud and abuse programs,
planning, and general administration. We do not
use or disclose PHI that is genetic information for
underwriting purposes.

er is if you authorized us to do so.

If we want to use your information for any purpose
not listed in this notice, we must get your written per-
mission. If you give us your permission, you may take
it back in writing at any time.

See the following pages of this notice for more infor-
mation on these uses and disclosures.
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YOUR CHOICES

For certain health information, you can tell us your
choices about what we share.

If you have a clear preference for how we share your

information in the situations described below, talk to
us. Tell us what you want us to do, and we will follow
your instructions.

In these cases, you have both the right and choice to
tell us to:

Share information with your family, close friends,
or others involved in payment for your care

Share information in a disaster relief situation

If you are not able to tell us your preference, for ex-
ample if you are unconscious, we may go ahead and
share your information if we believe it is in your best
interest. We may also share your information when
needed to lessen a serious and imminent threat to
health or safety.

In these cases we never share your information:

Marketing purposes

Sale of your information

Our Responsibilities

We must follow the duties and privacy practices
described in this notice and give you a copy of it.

We will not use or share your information other
than as described here unless you tell us we canin
writing. If you tell us we can, you may change your
mind at any time. Let us know in writing if you
change your mind.

We are required by law to maintain the privacy and
security of your protected health information.

We will let you know promptly if a breach occurs
that may have compromised the privacy or securi-
ty of your information.

For more information see:
www.hhs.gov/ocr/privacy/hipaa/understanding/
consumers/noticepp.html.

Changes to the Terms of this Notice

We can change the terms of this notice, and the
changes will apply to all information we have about
you. The new notice will be available upon request, on
our web site, and we will mail a copy to you.

Effective Date
This notice is effective October 1, 2023.



Important Notice

from Sharp HealthCare
About Your Prescription
Drug Coverage and
Medicare?

Please read this notice carefully and keep it where
you can find it. This notice has information about
your current prescription drug coverage with Sharp
Health Plan and about your options under Medi-
care's prescription drug coverage. This information
can help you decide whether or not you want to join
a Medicare drug plan. If you are considering joining,
you should compare your current coverage, including
which drugs are covered at what cost, with the cover-
age and costs of the plans offering Medicare prescrip-
tion drug coverage in your area. Information about
where you can get help to make decisions about your

prescription drug coverage is at the end of this notice.

There are two important things you need to know
about your current coverage and Medicare's prescrip-
tion drug coverage:

1. Medicare prescription drug coverage became
available in 2006 to everyone with Medicare.
You can get this coverage if you join a Medi-
care Prescription Drug Plan or join a Medicare
Advantage Plan (like an HMO or PPO) that
offers prescription drug coverage. All Medicare
drug plans provide at least a standard level of
coverage set by Medicare. Some plans may
also offer more coverage for a higher monthly
premium.

2. Sharp HealthCare has determined that the
prescription drug coverage offered by Sharp
Health Plan is, on average for all plan partici-
pants, expected to pay out as much as stan-
dard Medicare prescription drug coverage
pays and is therefore considered Creditable
Coverage. Because your existing coverage is
Creditable Coverage, you can keep this cover-
age and not pay a higher premium (a penalty)

if you later decide to join a Medicare drug plan.

WHEN CAN YOU JOIN A MEDICARE
DRUG PLAN?

You can join a Medicare drug plan when you first be-
come eligible for Medicare and each year from Octo-
ber 15th through December 7th. However, if you lose
your current creditable prescription drug coverage,
through no fault of your own, you will also be eligible
for a two (2) month Special Enrollment Period (SEP)
to join a Medicare drug plan.

WHAT HAPPENS TO YOUR CURRENT
COVERAGE IF YOU DECIDE TO JOIN
A MEDICARE DRUG PLAN?

If you decide to join a Medicare drug plan, your current
Sharp Health Plan coverage will not be affected. If you
are currently enrolled in coverage with Sharp Health
Plan, the plan pays for other health expenses in addition
to prescription drugs. If you enroll in a Medicare pre-
scription drug plan, you and your eligible dependents
will still be eligible to receive your current Sharp Health
Plan health and prescription drug benefits. The pre-
scription drug coverage provided by Sharp Health Plan
includes coverage for outpatient generic and brand
formulary medications with co-pays from you. The plan
utilizes a drug formulary which is an updated list of
medications or plan physicians to use when prescribing
medicines. Medications not listed on the formulary are
covered but require higher co-pays from you.

Your coverage options include:

You may retain your existing coverage with Sharp
Health Plan and choose not to enroll in Medicare
Part D at this time. You may enroll in Part D at a
later date (and without penalty if you enroll within
63 days of the loss of creditable coverage).

You may retain your existing coverage with Sharp
Health Plan and enroll in Medicare Part D cover-
age. Sharp Health Plan will coordinate with Medi-
care Part D coverage.

You may enroll in Medicare Part D in lieu of other
coverage. If you decide to enroll in the Medicare
Part D prescription drug plan and drop your
current Sharp Health Plan coverage, you may not
be able to get this coverage back until the next
open enrollment. You and your dependents may
re-enroll into Sharp Health Plan only once each
calendar year during the open enrollment under
the Sharp HealthCare Benefits Program.
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See pages 7-9 of the CMS Disclosure of Creditable
Coverage To Medicare Part D Eligible Individuals
Guidance (available at http://www.cmns.hhs.gov/
Creditable Coverage), which outlines the prescrip-
tion drug plan provisions/options that Medicare
eligible individuals may have available to them
when they become eligible for Medicare Part D.

WHEN WILL YOU PAY A
HIGHER PREMIUM (PENALTY) TO JOIN
A MEDICARE DRUG PLAN?

You should also know that if you drop or lose your
current coverage with Sharp Health Plan and don't
join a Medicare drug plan within 63 continuous days
after your current coverage ends, you may pay a high-
er premium (a penalty) to join a Medicare drug plan
later.

If you go 63 continuous days or longer without cred-
itable prescription drug coverage, your monthly pre-
mium may go up by at least 1% of the Medicare base
beneficiary premium per month for every month
that you did not have that coverage. For example, if
you go nineteen months without creditable cover-
age, your premium may consistently be at least 19%
higher than the Medicare base beneficiary premium.
You may have to pay this higher premium (a penal-
ty) as long as you have Medicare prescription drug
coverage. In addition, you may have to wait until the
following October to join.

FOR MORE INFORMATION
ABOUT THIS NOTICE OR YOUR CURRENT
PRESCRIPTION DRUG COVERAGE

For information about your current prescription

drug coverage contact Sharp Health Plan at

(858) 499-8300 or (800) 359-2002. For further infor-
mation about this notice, contact Sharp HealthCare's
Employee Benefits Department Hotline at

(858) 499-4336 or the Employee Benefits Department
at (858) 499-5292.

NOTE:

You will receive this notice each year. You will also receive it
before the next period you can join a Medicare drug plan,
and if this coverage through Sharp Health Plan changes.
You also may request a copy of this notice at any time.

FOR MORE INFORMATION ABOUT
YOUR OPTIONS UNDER MEDICARE
PRESCRIPTION DRUG COVERAGE

More detailed information about Medicare plans that
offer prescription drug coverage is in the “Medicare
& You” handbook. You'll get a copy of the handbook
in the mail every year from Medicare. You may also
be contacted directly by Medicare drug plans. For
more information about Medicare prescription drug
coverage:

Visit www.medicare.gov

Call your State Health Insurance Assistance
Program (see the inside back cover of your copy of
the “Medicare & You” handbook for their telephone
number) for personalized help

Call 1-800-MEDICARE (1-800-633-4227).
TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help
paying for Medicare prescription drug coverage is
available. For information about this extra help, visit
Social Security on the web at www.socialsecurity.gov,
or call them at 1-800-772-1213 (TTY 1-800-325-0778).

REMEMBER:

Keep this Creditable Coverage notice. If you decide to join
one of the Medicare drug plans, you may be required to
provide a copy of this notice when you join to show whether
or not you have maintained creditable coverage and,
therefore, whether or not you are required

to pay a higher premium (a penalty).

Date: October1, 2023
Name of Entity/Sender: Sharp HealthCare
Contact-Position/Office: Employee Benefits
Department
Address: 8695 Spectrum Center Blvd.
San Diego, CA 92123
Phone Number: (858) 499-4336 or
(858) 499-5292



Translation Services Available

Espafiol

(Spanish)

KX AR REERERE TS G DB GE SRR - 55E(E#E1-800-359-2002 (TTY: 1-
(Chinese) 800-735-2929) -
Tiéng Viét CHU Y: Néu ban néi Tiéng Viét, cé céc dich vu hé tro ngén ngi® mién phi danh cho ban. Goi sb

(Vietnamese) 1-800-359-2002 (TTY: 1-800-735-2929).

Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong
(Filipino) sa wika nang walang bayad. Tumawag sa 1-800-359-2002 (TTY: 1-800-735-2929).

St=({ (Korean)

Fo: =0 E MEdtA= &2, 80 XI& MHIASE RE2 01E0t2 &= JASLILH 1-800-359-

2002 (TTY: 1-800-735-2929) B1©C 2 &Matoll =&AL,

NPTUALNPESNRL Bph jununtd kp hwjkpkl, wyw dkq widwp Jupnn b npudungpgt

( AZ\;:_EEEE;) EqUuljul wowlgm pyul Swnuympyniubtp: Quiquhwpkp 1-800-359-2002 (TTY: (hknwwnhu)
1-800-735-2929):
a8 o S b )4 R e
i tw L.S\l):' o@%“{ G pear S
. . 2l (e aa) 8
(Persian/Farsi) 800-359-?002 -1 (TTY) 800-735-2929-1
A il
Pycckun BHUMAHWE: Ecnu Bbl roBopuTE Ha PYCCKOM $A3blKe, TO BaM AOCTYMNHbI 6ecnnaTHble ycnyru
(Russian) nepesoga. 3soHute 1-800-359-2002 (tenetann: (TTY:1-800-735-2929).
HAE AREE: BAFZHESINDGBE,. BEHOSEXEE CFAIAVEITET, 1-800-359-2002
(Japanese) (TTY: 1-800-735-2929) FT. BBFEICTITEK 2SN,
Ll sac b clead b Aalll S Chaati cui€ 1Y) rads sala
fn deall | Claally Sl ) g
42,2 (Arabic) | 1-800-359-2002 -1
S5 paall il o))
800-735-2929-1.
G fimirs fe€: A 3AT Urrsh Soe I, 37 37 &9 AofesT AT 393 S8 Hes GussD J1 1-800-359-
(Panjabi/Punjabi) | 2002 (TTY: 1-800-735-2929) '3 &% aJl
21 (Mon- j o _ ] o o
Khmer/ Ut I0SMERSUNIW MaNTSI! NN SWINAM AN INWESSSS WU
Cambodian) SENGEISINUUITHAY 51 $1008) 1-800-359-2002 (TTY: 1-800-735-2929)¢

Hmoob (Hmong)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu
rau 1-800-359-2002 (TTY: 1-800-735-2929).

fE&Y (Hindi)

1T & A 3 T serer € A 3T forw ot 31 #1797 WETI VaTt 3uefedy §1 1-800-359-2002
(TTY: 1-800-735-2929) T el HY|

nwlne (Thai)

Fau: HnnupnnennaguanunsnlfiBansdiawaanianie i s 1-800-359-2002 (TTY: 1-800-735-2929).
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