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SECTION 1: SCHEDULE OF BENEFITS (WHO PAYS WHAT)

Small Group Friday Silver Rx Copay Schedule of Benefits

63312C00590062-00

The Schedule of Benefits is a summary of services as defined in your plan document. Please reference your policy
or plan document for details regarding limitations for the benefits listed below.

PLAN YEAR
CALENDAR YEAR DEDUCTIBLE (CYD)

OUT-OF-POCKET MAXIMUM (OOP Max)

GENERAL SERVICES IN-NETWORK COVERAGE

Primary care visit to treat an injury or illness?

2022

$5,000 per Member / $10,000 per Family

$8,700 per Member / $17,400 per Family

$40 Copay, Deductible does not apply

Specialist visit!

$80 Copay, Deductible does not apply

Preventive care/screening/immunization

Diagnostic test (x-ray, blood work)

TESTS IN-NETWORK COVERAGE

No Charge

20% after deductible

Imaging (CT/PET scans, MRIS)
PRESCRIPTION DRUG SERVICES?

20% after deductible
IN-NETWORK COVERAGE

Up to 30-day supply Retail and up to 90-day supply Retail & Mail Order, except narcotics and Specialty drugs.

Preventive ACA Rx (Tier 6)

$0 Copay

Preferred Generic Drugs (Tier 1)

$0 Copay

Non-Preferred Generic Drugs (Tier 2)

Up to $350 Copay, Deductible does not apply

Preferred Brand Drugs (Tier 3)

Up to $250 Copay, Deductible does not apply

Non-Preferred Brand Drugs (Tier 4)

Up to $350 Copay, Deductible does not apply

Specialty Drugs (Tier 5)
OUTPATIENT SURGERY?

Prior authorization required.
Facility fee (e.g., ambulatory surgery center)

Up to $725 Copay, Deductible does not apply
IN-NETWORK COVERAGE
20% after deductible

Physician/surgeon fees

IMMEDIATE MEDICAL ATTENTION

Emergency room care

20% after deductible

IN-NETWORK / OUT-OF-NETWORK
COVERAGE

50% after deductible

Emergency medical transportation

20% after deductible

Urgent care

INPATIENT SERVICES?
Prior authorization required, unless for emergency.

Facility fee (e.g., hospital room)

$75 Copay, Deductible does not apply

IN-NETWORK COVERAGE
20% after deductible

Physician/surgeon fees

20% after deductible
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MENTAL & BEHAVIORAL HEALTH AND SUBSTANCE
ABUSE?
Outpatient services (40 visits per year)
e Non-routine Outpatient non-emergency requires Prior | $40 Copay, Deductible does not apply
authorization.
Inpatient services
e Inpatient non-emergency requires Prior authorization.

IN-NETWORK COVERAGE

20% after deductible

General office visits $80 Copay, Deductible does not apply
Childbirth/delivery professional services 20% after deductible
Childbirth/delivery facility services 20% after deductible

Adult eye exam 1 exam per year

Nutritional counseling 4 visits per year

Weight loss program 4 visits per year

PEDIATRIC DENTAL OR EYE CARE — For members up to IN-NETWORK COVERAGE

age 19
Children’s eye exam (1 exam per year) $0 Copay

Children’s glasses (1 pair of eyeglasses or contacts per year) | $0 Copay

Not covered; Pediatric dental coverage can
Children’s dental check-up be purchased separately as a stand-alone

policy.

1PCP or Specialist Office Visits — Some services provided in a physician’s office are subject to additional deductible
& coinsurance and prior authorization rules.

2 Prior Authorization may be required for these Covered Services. Please contact the Plan concerning Prior
Authorization questions.

Products and services are provided by or through Friday Health Plans of Colorado, Inc., an operating subsidiary of
Friday Health Plans, Inc.
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SECTION 2: TITLE PAGE
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SECTION 3: CONTACT US

PURPOSE OF THIS DOCUMENT

This Evidence of Coverage (EOC) describes the health care benefits available to you under the
Plan. It also describes the rules that apply to individuals who participate in the Plan. To understand
the benefits and the rules that apply, you should know the meanings of terms used in this EOC.
Generally, if a capitalized term is used in this EOC, it will have the meaning set forth in the
DEFINITIONS section. However, some capitalized terms may be defined in the sections of the
EOC where they are used.

If you have any questions about the Plan or the information set forth in this Evidence of Coverage,
you may contact the carrier in writing at:

Friday Health Plans of Colorado, Inc.
700 Main Street

Alamosa, Colorado 81101
guestions@fridayhealthplans.com

Or contact us by telephone at:

719-589-3696 or 800-475-8466 (toll free)
Together with the Enroliment Application, Summary of Benefits and Coverage, Schedule of
Benefits, and the Member ID Card, this document is the entire contract between You and Us. No
agent may change this contact, waive any of the provisions of this contract, extend the time for
payment of premiums, or waive any of the Plan’s rights or requirements.
All riders or endorsements added after date of issue, except those by which the insurer effectuates

a request made in writing by the Policyholder or exercises a specifically reserved right underthis
document or those which increase benefits, shall require signed acceptance by the Policyholder.
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NOTICE OF NONDISCRIMINATION

Friday Health Plans of Colorado, Inc. complies with applicable Federal civil rights laws and does
not discriminate based on race, color, national origin, age, disability, or sex. Friday Health Plans
of Colorado does not exclude people or treat them differently because of race, color, nationality
origin age disability, or sex.

Friday Health Plans of Colorado:

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

o0 Qualified sign language interpreter

o0 Written information in other formats (large print, audio, accessible electronic
formats, other formats)

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

0 Qualified interpreters
o Information written in other languages
If you need these services, contact the Friday Care Crew at 1-800-475-8466.

If you believe that Friday Health Plans pf Colorado has failed to provide these services or
discriminated is another way on the basis of race, color, national origin, age disability, or sex, you
can file a grievance with: the Chief Compliance Office, 700 Main Street, Alamosa, Colorado
81101; 1-800-475-8644 (TTY:1-800-659-2656); compliance@fridayhealthplans.com. You can file
a grievance in person, or by mail, or email. If you need help filling a grievance, our Chief
Compliance Officer 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 though the Office for Civil Rights Complaint Portal, available
at https://ocrportal.hhs.gov/ocr/smartscree./main.jsf, or by mail or phone at U.S. Department of
Health and Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building,
Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available
at http://www.hhs.gov/ocr/office/file/index.html.
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LANGUAGE ASSISTANCE

Spanish: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linglistica. Llame al | ***-x* ik

Vietnamese: CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé tro' ngdn ngtr mién phi danh cho
ban. Goi Sé Fokok ko ko

Chinese: % : MBLMERARBREY, GTURREGES EYME, FHE wororm,

Korean: F2|: 2t=0{5 ALESHAlE 87, 20| X[ & MH|AE FEZE 0|80t = AS LI 1-
I

877-696-6775 HHO 2 F3}s

=
_FAHI Al D Frk_kkk_kkkk

Russian: BHUMAHWE: Ecnu Bbl roBOpuTE Ha PyCCKOM S3blKe, TO BaM AOCTYMHbI 6ecnnaTHble
yCnyrn NepeBoa. 3BOHUTE ***-*¥r_kkxk
Arabic; x¥kxkk sk Jduatd 1A dradn 1X)) UJ&Ec EIIECNE LLML&AS Wi g3 a0 gl Jd allaal sy, als glod:

s i aadyon | pa el (52 28 ¢l 511 51 o) S Friday Health Plans #x-xkkserk gal el |

German: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verflgung. Rufnummer:; ***-rtk_skkk

French: ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le ***-xxx_kkkk

Haitian Creole: ATANSYON: Si w pale Kreyol Ayisyen, gen sévis ed pou lang ki disponib gratis
pou ou. Rele

Polish: UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowe;.
Zadzwon pod numer:; ***-Fkk_ sk

Portuguese: | cumpre as leis de direitos civis federais aplicaveis e ndo exerce discriminacéo
com base na raga, cor, nacionalidade, idade, deficiéncia ou sexo. HHS nao exclui ou trata de
forma diferente devido a raca, cor, nacionalidade, idade, deficiéncia ou sexQ.***-**.kkkx

Italian: ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numerg **x-x_kkx,

Japanese: TEEHE : BAFZHEINDBE. BHOSEIRZ CARAVELEITET, oo
ek FT, PBEICTITERCZEL,
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SECTION 5: ELIGIBILITY

ELIGIBILITY OF EMPLOYEE
You are eligible to participate in the Plan if you are an employee who:

¢ Is regularly scheduled to work at least thirty (30) hours per week for your employer.
o Meets the eligibility requirements identified by your employer, if any.

e Has a valid employee/employer relationship with your employer; and

e Lives or works within the Service Area.

You will not fail to meet these eligibility requirements just because you are on a temporary work
assignment outside of the Service Area. However, your assignment must not last longer than
ninety (90) days.

ELIGIBILITY OF DEPENDENTS
Your Dependents may be covered by your Policy if they live or reside within the Service Are. The
following are the acceptable Dependents:

e A Subscriber’s legal spouse or a legal spouse for whom a court has ordered coverage
(Spouse includes a partner in a valid civil union under state law)

e A child by birth. Adopted child. Stepchild. Minor child for whom a court has ordered
coverage. Child being placed for Adoption with the subscriber. A child for whom a court
has appointed the Subscriber or in the subscriber’s spouse the legal guardian.

0 The child must be under the age of twenty-six (26).

INITIAL ELIGIBILITY

When you first become eligible to participate in the Plan, you will have the opportunity to elect
coverage. You may elect such coverage for yourself and your Dependents. In order to
participate in the Plan, you must formally enroll in the Plan. You must also agree to pay any
required contributions. You may enroll in the Plan by delivering a completed enrollment form
(along with payment) to your employer. You must do so within the time period identified by
your employer.

If an employee does not complete the Application process and make the appropriate payment
on or before the appropriate deadline, it will be assumed that they have elected not to be in
the Plan. If an employee does not enroll (or their Dependents) | the Plan at the time they first
meet the eligibility requirements, they must wait until the next annual Open Enroliment Period
to enroll their coverage under the Plan. In certain cases, they may be able to enroll (and/or
their Dependents) | the Plan before the next Open Enroliment Period. Please review the
Special Enrollment section for more information.
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EFFECTIVE DATE OF COVERAGE

Each year that you are eligible to participate form (along with payment) to your employer on or
before the enroliment deadline, your Plan coverage will be effective as of the date that the Waiting
Period, if any, has expired. If you have elected to enroll your Dependents in the Plan, their
coverage will also be effective on that date. You must be enrolled | the Plan | order to enroll any
Dependent in the Plan.

ANNUAL OPEN ENROLLMENT

Each year that you are eligible to participate in the Plan, you will have the opportunity to decide if
you want to participate. If you want to participate in the Plan, you must complete a new enroliment
form and return it to your employer during the Open Enroliment Period. The Open Enroliment
Period generally lasts for thirty (30) days and occurs before the beginning of the next Plan Year.
If you enroll yourself and any Dependents during an Open Enroliment Period, coverage will be
effective ad of the first day of the upcoming Plan Year. If you previously participated in the Plan
and you do not return a completed enrollment form to your employer, you will automatically be
treated as though you elected to enroll in the same coverage you elected on your most recent
enrolliment form, if available, for the next Plan Year.

DOCUMENTATION OF DISABLED CHILD

If you enroll a Child who is over the age of twenty-six (26), you must provide proof of the Covered
Child’s incapacity and dependency on you. You will be required to submit such information to the
Plan within thirty-one (31) days if the date of the Covered Child’'s enrollment. The Plan may also
require proof periodically during the Covered Child’s coverage.

IMPROPER ENROLLMENT

If you or any Dependent is not eligible to participate in the Plan, you or such Dependent will not
be covered by the Plan. This is true if you or your Dependent has been enrolled in the Plan. If
such an enrollment occurs, the Plan will have the right to seek repayment directly from you. The
Plan may recover the cost of any benefits provided to you or your Dependent during the Refund
Period, if those costs are greater than the Premium received by the Plan for you or your
Dependent for the Refund Period. The Plan will refund your Premium (or your Dependent’s
Premium) for the Refund Period only if you (or your Dependent) received no benefits from Plan.

IDENTIFICATION CARD

You and your covered Dependents will receive Plan identification cards when you enroll in the
Plan. You should notify the carrier if you do not receive your identification card after your
enrollment, you and your Covered Dependents will be responsible for presenting the identification
card to each health care provider. You should present the identification card at the time health
care services are rendered. If you fail to do so, you may be obligated to pay for the cost of those
services. ldentification cards are issued by the Plan for identification purposes only. Having a Plan
identification card will not give you or any other person a right to receive Plan benefits. The holder
of a Plan identification card must be an Enrollee in order to receive Plan benefits. If a person who
is not allowed to receive Plan benefits uses an Enrollee’s card to receive benefits, that person will
be required to pay for any health care services he/she receives.
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MISUSE OF IDENTIFICATION CARD

If you allow another person to use your Plan identification card, the Plan may reclaim your
identification card. The Plan may also terminate your right (and the rights of your Covered
Dependents) to receive Plan benefits. If this occurs, the Plan will provide you with thirty (30) days’
advance written notice of termination. The Plan may also require you to pay for any costs paid by
the Plan as a result of your conduct.

CHANGE OF BENEFICIARY

The right to change a beneficiary is reserved for the Policyholder, and the consent of the
beneficiary or beneficiaries is not required for the surrender or assignment of this Policy, for any
change of beneficiary or beneficiaries, or for any other changes in this Policy.

SPECIAL ENROLLMENT SECTION

SPECIAL ENROLLMENT RIGHTS

In certain cases, you will have the right to enroll yourself and/or your eligible Dependents in the
Plan during the Plan Year. This means that you will not have to wait until the next Open Enrollment
Period to receive Plan coverage. Following a triggering event, you will have a special enrollment
period of no less than 60 days. In order to qualify for a special enrollment period, you may be
required to provide proof of prior credible coverage and payment of prior premiums, based on
federal regulations. When you are notified or become aware of a triggering event will occur in the
future, you may apply for enrollment on a new health benefit plan during the sixty (60) calendar
days prior to the effective date of the triggering event, with coverage beginning no earlier than the
day the triggering event occurs to avoid a gap in coverage. You must be able to provide written
documentation to support the effective date of the triggering event at the time of Application. The
effective date of this enrollment must comply with the coverage effective dates found in this
section.

TRIGGERING EVENTS

The loss of your creditable coverage for any cause other than fraud, misrepresentation, or
failure to pay a premium.

e Gaining a Dependent or becoming a Dependent through marriage, civil union, birth,
adoption, or placement for adoption, placement in foster care, or by entering into a
designated beneficiary agreement if coverage if offered to designated beneficiaries.

¢ An individual's enrollment or non-enrollment in a health benefit plan that is unintentional,
inadvertent. Or erroneous and is the result of an error, misrepresentation, or inaction of

the Plan or producer.

e Showing to the Insurance Commissioner that the health benefit plan in which you are
enrolled has violated a material provision of its contract in relation to you.
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e If an income change makes a consumer eligible for premium tax credits or cost-sharing
reduction during the plan year and the person bought an off-exchange plan, then they will
experience a triggering event allowing then to purchase an on-exchange plan that can
take advantage of those benefits. As in all cases of special enrollment, the newly
purchased benefit plan will have a deductible and max out-of-pocket that is reset.

¢ If you gain access to other coverage due to a permanent change in residence.

e A parent or legal guardian dis-enrolls a Dependent or a Dependent is no longer eligible
for the Children’s Basic Health Plan.

e As an individual, who was not a citizen, a national, or a lawfully present individual, gains
sub status.

¢ Or an Indian, as defined by section 4 if the Indian Health Care Improvement Act, may
enroll in a qualified health plan or change from one qualified health plan to another one
time per month.

COVERAGE EFFECTIVE DATES

¢ In the case of marriage, civil union, or in case one loses creditable coverage, coverage
must be effective no later than the first day of the following month.

¢ In the case of birth, adoption, placement for adoption, placement in foster care, coverage
must be effective on the date of the event.

¢ In the case of all triggering events, where individual coverage is purchased between the
first and fifteenth day of the month, coverage shall become effective no later than the first
day of the following month.

e In case of all triggering events, where individual coverage is purchased between the

sixteenth and the last day of the month, coverage shall become effective no later than the
first day of the second following month.
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SECTION 6: HOW TO ACCESS YOUR SERVICES AND OBTAIN APPROVAL OF
BENEFITS

As a member, You may receive Covered Services from Network Providers including medical,
surgical, diagnostic, therapeutic and preventive services provided in the FHP Service Area.
Covered Services must also be Medically Necessary. As a Member of an HMO, You and Your
PCP must work together to manage Your healthcare services. When a Covered Service requires
Prior Authorization, You and Your Network Provider will work with FHP to get Prior Authorizations.
Each member shall select, or have selected on his/her behalf, a PCP. You must choose Your
PCP by referring to the current Friday Health Plan’s Provider Directory or by calling FHP Friday
Care Crew. A Member may change his/her PCP at any time for any reason by contacting Friday
Health Plan’s Friday Care Crew. It is the responsibility of each Friday Health Plan’'s Member to
provide FHP with a change of Your mailing address within thirty-one (31) days of such address
change. Changes can be made by contacting Friday Care Crew at 719-589-3696 or 800-475-
8466. Except for Emergency Services only services which are coordinated by a Network Provider,
and/or Prior Authorization by FHP and obtained from a Network Practitioner/Provider are
considered Covered Services. There must be a Prior Authorization for all care from Non-Network
Providers to be a Covered Service.

THE HMO NETWORK OF PARTICIPATING PROVIDERS

FHP had contracted with health care providers to give affordable health care to its member. This
is also done to manage Your healthcare needs. You must choose Your PCP from the FHP
Network. You must receive Your own care from Network Providers. Except for rare cases where
a Non-Network Provider is Prior Authorized by FHP or in emergency situations, You MUST
receive care from a Network provider for it to be considered a Covered Service. If You receive
healthcare services from a Non-Network Providers, then it will result in a significant increase in
cost to You. It is vital that You confirm that the Provider that You intend to see is a Network
Provider. You should confirm that a Provider is a Network Provider by checking the Provider
Directory or by calling Friday Care Crew at 719-589-3696 or 800-475-8466. You can also find the
directory at www.fridayhealthplans.com.

ACCESSING NON-NETWORK PROVIDERS

If a Provider is not contracted with FHP, then they are a Non-Network Provider. Unless the
Member has Prior Authorization, FHP will not cover Non-Network Provider expenses, and the
Member must pay for any expenses related to Non-Network services or supplies. Prior
Authorization for a Non-Network provider will be granted when FHP concludes that it is not
possible to get the necessary medical services In-Network. Please check that the Provider you
intend to receive care through is a Network Provider. You can check that a Provider is a Network
Provider by checking the FHP Provider Directory. The Provider Directory can be found at
www.fridayhealthplans.com or call Friday Care Crew at 719-589-3696 or 800-475-8466. In rare
cases, a Member may receive services from a Non-Network Provider in a Network Facility. If a
Member receives care from a Non-Network Provider at a Network facility and the Member had
not specifically requested the Non-Network Provider, then the member will be held harmless and
will have no greater share of cost than if they were treated by an In-Network Provider. The Plan
will pay the Allowable Amount which is the amount established under Colorado state law for

reimbursement got health care services to covered persons at a Network facility provided by an
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out-of-network provider or for emergency services that are provided by out-of-network providers
of facilities. If an Enrollee receives emergency services from a Non-Network Facility, then the
payment from the Plan will be limited to the Allowable Amount. The Plan will pay the Allowable
Amount which is the amount established under Colorado state law for reimbursement for health
care services to covered persons at a Network facility provided by an out-of-network provider of
for emergency services that are provided by out-of-network providers or facilities.

IMPORTANT NOTICE ABOUT SURPRISE BILLING — KNOW YOUR RIGHTS

Beginning January 1, 2020, Colorado state law protects you from “surprise billing”. This is
sometimes called “balance billing” and it may happen when you receive covered services, other
than ambulance services, from an out-of-network provider in Colorado. This law does not apply
to all health plans and may not apply to out-of-network providers located outside of Colorado.
Check to see if you have a “CO-DOI” on your ID card; if not, this law may not apply to your health
plan. What is surprise/balance billing and when does it happen? You are responsible for the cost-
sharing amounts required by your health plan, including copayments, deductibles and/or
coinsurance. If you are seen by a provider or use services in a hospital or other type of facility that
are not in your health plan’s network, you may have to pay additional costs associated with that
care. These providers or services at hospitals and other facilities are sometimes referred to as
“out-of-network”. Out-of-network hospitals, facilities or providers often bill you the difference
between what Anthem decides is the eligible charge and what the out-of-network provider bills as
the total charge. This is called ‘surprise’ or ‘balance’ billing.

When you CANNOT be balance-billed

Emergency Services

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

Non-emergency services at an In-Network or Out-of-Network Facility

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

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

Additional Protections

o Friday Health Plans will pay out-of-network providers and facilities directly. Again, you are
only responsible for paying in-network cost sharing for covered services.
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o Friday Health Plans will count any amount you pay for emergency services or certain out-
of-network services as (described above) toward your in-network deductible and out-of-
pocket limit.

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

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

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

If you do receive a bill for amounts other than your copayments, deductible, and/or coinsurance,
please contact the Friday Care Crew at 719-589-3696 or 800-475-8466.

Ambulance Information

You may be balance billed for emergency ambulance services you receive if the ambulance
service provider is a publicly funded fire agency, but state law against balance billing does not
apply to private companies that are not publicly funded fire agencies. Non-emergency ambulance
services, such as ambulance transport between hospitals, are not subject to the state law against
balance billing, so if you receive such services and they are not service and they are not a service
covered by Friday Health Plans, you may receive a balance bill.
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PRIMARY CARE PROVIDER (PCP)

A PCP is a Network Provider who You choose and who guides, tracks, and manages Your health
care services. They work to assure continuity of care for the Member. The PCP also works with
FHP to get a Prior Authorization for specialized care the Member may need, You may select a
Primary Care Provider if you choose to do so. You have the right to designate any Primary Care
Provider who participates in the Plan’s Network and who is available to accept you or your
Covered Dependents. The Plan does not guarantee that the Primary Care Provider you select will
be able to add you or your Covered Dependents as patients. However, the Plan will make an
adequate panel of Primary Care Providers available for your selection. By selecting a PCP, You
will have access to a Provider with will work with You to manage your Health Care needs.

You may contact the Carrier for information on how to select a Primary Care Provider, and for a
list of the Primary Care Providers. You may contact the Carrier in writing at:

Friday Health Plans of Colorado, Inc.
700 Main Street

Alamosa, Colorado 81101
guestions@fridayhealthplans.com

If you prefer, you may call Friday Care Crew at 719-589-3696 or 800-475-8466.

You may contact Connect for Health Colorado to see if physician is accepting new patients at
connectforhealthco.com, or if you prefer you may call at 855-752-6749.

PEDIATRICIAN AS PRIMARY CARE PROVIDER

For any Covered Child, you may select a pediatrician as the Child's Primary Care Provider. You
may contact the Carrier for a list of the Primary Care Providers who are pediatricians. You may
contact the Carrier in writing at:

Friday Health Plans

700 Main Street

Alamosa, Colorado 81101
guestions@fridayhealhtplans.com

If you prefer, you may call Friday Care Crew at 719-589-3696 or 800-475-8466.
SIGNIFICANCE OF PRIMARY CARE PROVIDER

As a general rule You and your Covered Dependents are required to receive all Covered Services
within the Service Area from your Primary Care Provider.
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PRIOR AUTHORIZATION

Friday reviews certain health services to determine whether the services are or were
Medically Necessary, or Experimental/Investigational. This process is called Utilization
Review. Utilization Review includes all review activities, whether they take place prior
to the service being performed (Prior Authorization); while the service is being
performed (Concurrent); or after the service is performed (Retrospective). This review
process results in a service being Prior-Authorized or denied as a Plan benefit.

SERVICES SUBJECT TO PRIOR-AUTHORIZATION

In some cases, you must obtain Prior Authorization from the Plan before you receive health care
services from anyone other than your Primary Care Provider. Visits to a network Specialist does
not require Prior Authorization. Generally, your Primary Care Provider will begin the process of
obtaining Prior Authorization on your behalf. This is done by making a request for Prior
Authorization to the Plan. Your Primary Care Provider will ask that you be permitted to receive
services from another Network Provider. The Plan will respond to each request with either an
approval or a denial. The Plan will send a copy of its response to You. The Plan will also send a
copy to your Primary Care Provider, and the Network Provider who is the subject of the request.
When a request is approved, the Plan will issue Prior Authorization. The Prior Authorization
request will identify the name of the Participating Provider, and the date(S) when the services will
be performed. The Prior Authorization from the Plan guarantees payment by the Plan of all
Covered Services approved in the Prior Authorization. This guaranty does not apply if you lose
Plan eligibility before the date of the services.

If You are actively undergoing a medically necessary course of treatment from a provider of health
care whose contract with the insurer is terminated, for reasons other than medicalincompetence
or professional misconduct, during the course of the medical treatment, You may continue to
obtain medical treatment for the medical condition from the provider if the provider agrees to
accept the payment terms of the terminated agreement and you receive Prior Authorization.

The Plan will pay for Covered Services that require Prior-Authorization only if you get a
Prior Authorization from the Plan before you get the Services. If you require the Services
without Prior Authorization when Prior Authorization is required by the Plan, the Plan will
deny your claims for such services.

To make sure you are receiving the maximum benefit from the Plan, you should obtain all health
care services from Participating Providers. You should also comply with the Prior Authorization
requirements. This is the case even if you are expecting another plan or third party to pay for your
health care services. You should contact the Plan at 719-589-3696 or 800-475-8466 if you are
unsure if a service needs Prior Authorization before services are rendered.

EXCEPTION FOR GYNECOLOGICAL CARE

You do not need Prior Authorization for obstetrical or gynecological care from a Participating
Provider who is an OB GYN or reproductive health specialist. You also do not need a referral from
your PCP to get such care. For a list of Participating Providers who specialize in OB GYN or
reproductive health, you may contact the Plan at this address:

63312C0059000 EOC GRP 2022 17 2022_FHP_CO_SG_EOC



Friday Health Plans

700 Main Street

Alamosa, Colorado 81101
guestions@fridayhealhtplans.com

If you prefer, you may call Friday Care Crew at 719-589-3696 or 800-475-8466.

EXCEPTION FOR URGENT SITUATION

In unusual cases where you have an urgent need for health care services, you must attempt to
access your Primary Care Provider. If accessing your Primary Care Provider is not an option, you
may obtain care without obtaining Prior Authorization from the Plan. If your Primary Care Provider
is unavailable or does not provide the particular health care services that you need, you may
obtain care without obtaining Prior Authorization from the Plan. However, the health care provider
may be required to comply with certain procedures. These procedures include obtaining Prior
Authorization for certain services. This paragraph applies when the situation does not qualify as
a Medical Emergency, as described below.

EXCEPTION FOR EMERGENCY SITUATIONS

You are not required to obtain Prior Authorization from the Plan her you receive health care
services in a Medical Emergency. However, the health care provider may be required to comply
with certain procedures. These procedures include obtaining Prior Authorization for certain
services that could be considered non-emergent. If you are hospitalized without Prior
Authorization due to a Medical Emergency, you must notify the Plan by telephone of the
hospitalization at 800-475-8466. Alternatively, you must instruct the hospital or a family member
to notify the Plan. This notice must occur on the first business day following the hospital
admission, or as soon as medically possible. If you are unable to contact the Plan or to instruct
another person to do so, the notice may be delayed until you are able to notify the Plan or to
instruct another person to notify the Plan. If you can communicate with others, you will be
considered capable of notifying the Plan. The Plan may refuse to reimburse you for the cost of
any non-emergent treatment if proper notice is not provided to the Plan.

No covered person will be denied coverage for medical/surgical, mental, or substance abuse
disorder care as a result of self-harm or suicide attempt or completion

PRIOR-AUTHORIZATION TIMELINE

All timelines for Prior-authorization requirements are provided in keeping with applicable state and
federal regulations. On receipt of a request from a Participating Provider for Prior- Authorization,
the Plan shall review and issue a determination indicating whether the health care services are
authorized. The determination will be issued and transmitted not later than the fifth (5) Business
day after all relevant information is received.
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Concurrent Prior-Authorization - For benefit determinations relating to care that is being received
at the same time as the determination, such notice will be provided no later than twenty-four (24)
hours after receipt of your claim for benefits.

Urgent/Expedited Prior Authorization Review With respect to urgent Prior-Authorization requests,
if We have all information necessary to make a determination, We will make a determination and
provide notice to You (or Your designee) and Your Provider, by telephone, within 2 Business days
of receipt of the request. If We need additional information, We will request it within twenty-four.
(24) hours. You or Your Provider will then have 48 hours to submit the information. We will make
a determination and provide notice to You (or Your designee) and Your Provider by telephone
within 5 days of the receipt of the request. Written notice will follow the determination within two
(2) business days or three (3) calendar days of receipt of the request, whichever is earlier.

OTHER EXCEPTIONS TO PRIOR AUTHORIZATON REQUREMENTS

You are not required to obtain Prior Authorization from the Plan when you visit a Participating
Provider who is covering in the absence of your Primary Care Provider. You are also not required
to obtain Prior Authorization from the Plan when you have routine tests performed by a
Participating Provider.

Prior-Authorization is not required for therapy visits to a Physician, Behavioral Health
Practitioner and/or Other Professional Provider.

SPECIALTY CARE CENTERS

Services for certain conditions, or certain treatments or procedures, are covered by the Plan only
if such services, treatments or procedures are provided at a Specialty Care Center. You may be
required to use a Specialty Care Center in order for your care to be covered by the Plan. Specialty
Care Centers are located throughout the United States. Thus, you may need to travel outside of
the Service Area to receive care. If so, you will be responsible for making all travel arrangements
and paying all travel costs associated with treatment at a Specialty Care Center. The Plan will not
pay for these costs. The Plan will also not pay for board, lodging or any other expenses related
to travelling to a Specialty Care Center. Transplant services are available only at Specialty Care
Centers.

FAILURE TO USE A PARTICIPATING PROVIDER

As a general rule, if you receive health care services from a non-Participating Provider, the Plan
will not pay for such services. However, if the reason you are receiving care from a non-
Participating Provider is due to a Medical Emergency or an urgent medical situation, the Plan will
pay for the Covered Services you receive. This is true only if you follow the other terms and
conditions explained in this Evidence of Coverage, if you access an out-of-network provider for
emergency and non-emergency services FHP will provide disclosures concerning a covered
person’s financial responsibility for those services. This information is also available on our
website titled “Appendix A”. This document outlines your rights as a member in regards to surprise
billing.

MEMBER PORTAL
As a Member of FHP