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AMBETTER FROM SUPERIOR HEALTHPLAN
HEALTH MAINTENANCE ORGANIZATION
WRITTEN DESCRIPTION OF COVERAGE

PROVIDED BY AMBETTER FROM SUPERIOR HEALTHPLAN
(Hereafter referred to as “Ambetter from Superior HealthPlan”)

READ YOUR EVIDENCE OF COVERAGE CAREFULLY. This written plan description
provides a very brief description of the important features of your contract. This is not the
insurance contract and only the actual contract provisions will control. The contract itself
sets forth, in detail, the rights and obligations of both you and your insurance company. It
is, therefore, important that you READ YOUR EVIDENCE OF COVERAGE CAREFULLY.

The entity providing this coverage to you is an HMO, Superior HealthPlan. Your Evidence
of Coverage only provides benefits for services received from participating providers, except
as otherwise noted in the contract and written description or as otherwise required by law.

A network means a group of providers or facilities (including, but not limited to hospitals,
inpatient mental healthcare facilities, medical clinics, behavioral health clinics,
acupuncturists, chiropractors, massage therapists, nurse practitioners, addiction medicine
practitioners, etc.) who have contracts with us, or our contractor or subcontractor, and have
agreed to provide healthcare services to our enrollees for an agreed upon fee. Enrollees will
receive most, if not all, of their healthcare services by accessing the network.

For additional information please write or call:
Ambetter from Superior HealthPlan
5900 E. Ben White Bivd.
Austin, TX 78741
1-877-687-1196

A network provider (or participating provider) means any person or entity that has entered
into a contract with Ambetter from Superior HealthPlan under the Ambetter Value TX
network to provide covered services to enrollees under the contract, including but not limited
to, hospitals, specialty hospitals, urgent care facilities, physicians, pharmacies, laboratories
and other health professionals within our service area. If you are admitted to an inpatient
facility, a physician other than your PCP may direct and oversee your care.

All enrollees must select a PCP within a provider group. You may select any network PCP
within a provider group who is accepting new patients, or you may select a network provider of
which you are a current patient within a provider group. If you do not select a PCP for each
enrollee, one may be assigned. You may obtain a list of network PCP at our website or by
contacting Member Services. Until a primary care provider is selected or assigned, benefits will
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be limited to coverage for emergency care. You may select any network PCP who is
accepting new patients from any of the following health care professional types:
Family practitioners

General practitioners

Internal medicine

Nurse practitioners*

Physician assistants

Obstetricians/gynecologists

Pediatricians (for children)

NN =

Your PCP coordinates your medical care, as appropriate, either by providing treatment or by
issuing referrals to direct you to participating providers. When admitted to an inpatient
facility, and only through the duration of your inpatient stay, a physician other than the PCP
may direct and oversee your care. Except for emergency care, only those services which
are provided by or referred by your PCP will be covered. It is your responsibility to consult
with your PCP in all matters regarding your medical care. If your PCP performs, suggests,
or recommends a course for treatment for you that includes services that are not covered
services, the entire cost of any such non-covered services will be your responsibility.

In addition to a PCP, female enrollees may also select a participating
Obstetrician/Gynecologist (OB/GYN) for gynecological and obstetric conditions, including
annual well-woman examinations and maternity care, without first obtaining a referral from a
PCP or contacting us. Mental health or substance use disorder providers do not require a
referral. Enrollees who have been diagnosed with a chronic, disabling or life threatening
illness may request approval to choose a participating specialist as a PCP using the process
described in the Specialist as a Primary Care Provider provision.
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SERVICE AREA MAP
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Covered Services and Benefits

The Ambetter from Superior HealthPlan Schedule of Benefits and plan brochures for all plan
options can be found at the links below. These documents will explain all covered services
and benefits, including payment for services of a participating provider and non-participating
provider, and prescription drug coverage, both generic and name brand.

The Schedule of Benefits will also provide an explanation of your financial responsibility for
payment for any premiums, percentage copayments, copayments or other out-of-pocket
expenses for non-covered or non-participating services. Certain covered services may have
a percentage copayment applied. Please note that we will pay the negotiated fee or usual
and customary rate to non-patrticipating or non-network providers, as explained under the
“eligible service expense” definition found in your contract.

Bronze/Essential Care Plans

Silver/ Balanced Care Plans

Gold/Secure Care Plans
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Acquired Brain Injury Services

Benefits for eligible service expenses incurred for medically necessary treatment of an
acquired brain injury will be determined on the same basis as treatment for any other physical
condition if such services are necessary as a result of and related to an acquired brain injury
and include:

Cognitive rehabilitation therapy,

Cognitive communication therapy,

Neurocognitive therapy and rehabilitation;

Neurobehavioral, neuropsychological, neurophysiological and psychophysiological
testing and treatment;

Neurofeedback therapy,

Remediation required for and related to treatment of an acquired brain injury,
Post-acute transition services and community reintegration services, including
outpatient day treatment services, or any other post-acute treatment services are
covered, if such services are necessary as a result of and related to an acquired brain
injury.
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Under Insurance Code §1352.003(e), a health benefit plan must include coverage for
reasonable expenses related to periodic reevaluation of the care of an individual covered
under the plan who has incurred an acquired brain injury, been unresponsive to treatment, and
becomes responsive to treatment at a later date.

Treatment for an acquired brain injury may be provided at a hospital, an acute or post-acute
rehabilitation hospital, a skilled nursing facility, an assisted living facility or any other facility at
which appropriate services or therapies may be provided. Treatment goals for services may
include the maintenance of functioning or the prevention of or slowing of further deterioration.
Custodial care and long-term nursing care not covered services under the contract.

To ensure that appropriate post-acute care treatment is provided, this plan includes coverage
for reasonable expenses related to periodic reevaluation of the care of an individual covered
who:
1. Has incurred an acquired brain injury;
2. Has been unresponsive to treatment;
3. Is medically stable; and
4. To ensure that appropriate post-acute care treatment is provided, this plan includes
coverage for reasonable expenses related to periodic reevaluation of the care of an
individual covered with the expectation that with the provision of these services and
support, the person can return to a community-based setting, rather than reside in a
facility setting.

Treatment goals for services may include the maintenance of functioning or the prevention of
or slowing of further deterioration.

Allergy Care
Covered Services for testing and treatment must be provided or arranged by your PCP.
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Ambulance Services

Air Ambulance Service Benefits

Covered service expenses will include ambulance services transportation by for ground, water,
fixed wing and rotary wing ambulance from home, scene of accident, or emergency condition,
subject to other coverage limitations discussed below:

1.

In cases where the enrollee is experiencing an emergency condition, to the nearest
hospital that can provide services appropriate to treat the emergency condition, subject
to other coverage limitations discussed below emergency condition.

To the nearest neonatal special care unit for newborn infants for treatment of illnesses,
injuries, congenital birth defects, or complications of premature birth that require that
level of care.

. Transportation between hospitals or between a hospital and a more appropriate level of

care when authorized by Ambetter from Superior HealthPlan.

When ordered by an employer, school, fire or public safety official and the enrollee is
not in a position to refuse; or

When an enrollee is required by us to move from a non-network provider to a network
provider.

Ground Ambulance Service Benefits (Ground and Water)

Non-emergency air ambulance transportation requires prior authorization. Prior authorization is
not required for ambulance transportation when the member is experiencing an emergency
condition. NOTE: You should not be balance billed for covered air ambulance services.

Covered service expenses will include ambulance services for ground and water transportation

home,
1.

scene of accident, or emergency condition:
In cases where the member is experiencing an emergency condition, to the nearest
hospital that can provide emergency services appropriate to the enrollee’s emergency
condition.
To the nearest neonatal special care unit for newborn infants for treatment of
illnesses, injuries, congenital birth defects, or complications of premature birth that
require that level of care.
Transportation between hospitals or between a hospital and a more appropriate level
of care when authorized by Ambetter from Superior HealthPlan.
When ordered by an employer, school, fire or public safety official and the enrollee is
not in a position to refuse; or
When an enrollee is required by us to move from a non-network provider to a network
provider.

Autism Spectrum Disorder Benefits
For purposes of this section, generally recognized services may include services such as:
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Evaluation and assessment services;

Applied behavior analysis therapy;

Behavior training and behavior management;

Speech therapy;

Occupational therapy;

Physical therapy;

Psychiatric care such as counseling services provided by a licensed psychiatrist,
licensed psychologist, professional counselor or clinical social worker; and
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8. Medications or nutritional supplements used to address symptoms of autism spectrum
disorder.

Chiropractic Services

Chiropractic services are covered when a participating chiropractor finds that the services are
medically necessary to treat or diagnose neuromusculoskeletal disorders on an outpatient
basis.

Clinical Trial Coverage

Clinical Trial Coverage includes routine patient care costs incurred as the result of an
approved phase |, Il, Il or phase IV clinical trial and the clinical trial is undertaken for the
purposes of prevention, early detection, or treatment of cancer or other life-threatening disease
or condition.

Dialysis Services
Covered service expenses and supplies include:
1. Services provided in an outpatient dialysis facility or when services are provided in the
home by a network provider,
2. Processing and administration of blood or blood components;
3. Dialysis services provided in a hospital,
4. Dialysis treatment of an acute or chronic kidney ailment, which may include the
supportive use of an artificial kidney machine.

Durable Medical Equipment

Covered services and supplies may include, but are not limited to:
Hemodialysis equipment.

Crutches and replacement of pads and tips.

Pressure machines.

Infusion pump for IV fluids and medicine.

Glucometer.

Tracheotomy tube.

Cardiac, neonatal and sleep apnea monitors.

Augmentive communication devices are covered when we approve based on the
enrollee’s condition.

9. Home INR testing machines.
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Medical and Surgical Supplies
Coverage for non-durable medical supplies and equipment for management of disease and
treatment of medical and surgical conditions.

Orthotic and Prosthetic Devices

Orthotic and prosthetic devices must be provided and arranged by your PCP and will require
prior authorization. We will cover the most appropriate model of orthotic and prosthetic devices
that are determined medically necessary by your treating physician, podiatrist, prosthetist, or
orthotist.
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Habilitation, Rehabilitation, and Extended Care Facility Expense Benefits
Covered services include services provided or expenses incurred for habilitation or
rehabilitation services or confinement in an extended care facility, subject to the following
limitations:

1.

2.

3.

4.

5.

Covered service expenses available to an enrollee while confined primarily to receive

habilitation or rehabilitation are limited to those specified in this provision.

Rehabilitation services or confinement in a rehabilitation facility or extended care facility

must be determined medically necessary.

Covered service expenses for provider facility services are limited to charges made by a

hospital, rehabilitation facility, or extended care facility for:

a. Daily room and board and nursing services.

b. Diagnostic testing.

c. Drugs and medicines that are prescribed by a provider, filled by a licensed
pharmacist, and approved by the U.S. Food and Drug Administration.

Covered service expenses for non-provider facility services are limited to charges

incurred for the professional services of rehabilitation licensed practitioners.

Outpatient physical therapy, occupational therapy, and speech therapy.

Home Health Care Service Expense Benefits

Covered service and supplies for home health care are covered when your physician provides
an order indicating you are not able to travel for appointments to a medical office. Coverage is
provided for medically necessary network care provided at the enrollee’s home and are limited
to the following charges:

1.

W

6.
7.

Home health aide services, only if provided in conjunction with skilled registered nurse
or licensed practical nursing services. This does not include personal attendant and/or
custodial services.

Professional fees of a licensed respiratory, physical, occupational, or speech therapist
required for home health care.

Home infusion therapy.

Hemodialysis, and for the processing and administration of blood or blood components.
Skilled services of a registered nurse or licensed practical nurse rendered on an
outpatient basis.

Necessary medical supplies.

Rental of medically necessary durable medical equipment.

Hospice Care Benefits

This provision applies to a terminally ill enrollee receiving medically necessary care under a
hospice care program or in a home setting. Respite care is only for services related to hospice
care in home and inpatient locations, and are subject to all forms of cost-sharing.

Covered services and supplies include:

aoroON=

Room and board in a hospice while the enrollee is an inpatient.

Occupational therapy.

Speech-language therapy.

Respiratory therapy.

The rental of medical equipment while the terminally ill enrollee is in a hospice care
program to the extent that these items would have been covered under the contract if
the enrollee had been confined in a hospital.
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7.

8.
9.

. Medical, palliative, and supportive care, and the procedures necessary for pain control

and acute and chronic symptom management.

In home dialysis (except when End States Renal Disease (ERSD) is a terminal
condition).

Counseling the enrollee regarding his or her terminal illness.

Terminal illness counseling of the enrollee's immediate family.

10. Bereavement counseling.

Hospital Benefits
Covered service expenses and supplies are limited to charges made by a hospital for:

1.

Ok wN
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9.

Daily room and board and nursing services, not to exceed the hospital's most common
semi-private room rate.

A private hospital room when needed for isolation.

Daily room and board and nursing services while confined in an intensive care unit.
Inpatient use of an operating, treatment, or recovery room.

Outpatient use of an operating, treatment, or recovery room for surgery.

Services and supplies, including drugs and medicines, which are routinely provided by
the hospital to persons for use only while they are inpatient.

Emergency treatment of an injury or illness, even if confinement is not required. See
your Schedule of Benefits for limitations.

Administration of whole blood and blood plasma. (Note: Whole blood, including the
cost of blood, blood plasma, and blood expanders that are not replaced by or for the
enrollee).

Meals and special diets when medically necessary.

10. Private Duty Nursing when medically necessary.
11.Short term rehabilitation therapy services when in an acute hospital setting.

Infertility

Infertility treatment is a covered service expense when medical services are provided to the
enrollee which are medically necessary for the diagnosis of infertility. This does not cover
treatment or surgical procedures for infertility including artificial insemination, in vitro
fertilization, medically assisted reproduction (MAR) and other types of artificial or surgical
means of contraception including drugs administered in connection with these procedures.

Long Term Acute Care
Common conditions/services that may be considered medically necessary for LTACH level of
care included, but are not limited to:

1. Complex wound care:
a. Daily physician monitoring of wound
b. Wound requiring frequent complicated dressing changes, and possible repeated
debridement of necrotic tissue
c. Large wound with possible delayed closure, draining, and/or tunneling or high
output fistulas
d. Lower extremity wound with severe ischemia
e. Skin flaps and grafts requiring frequent monitoring
2. Infectious disease:
a. Parenteral anti-infective agent(s) with adjustments in dose
b. Intensive sepsis management
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c. Common conditions include osteomyelitis, cellulitis, bacteremia, endocarditis,
peritonitis, meningitis/encephalitis, abscess and wound infections
3. Medical complexity:
a. Primary condition and at least two other actively treated co-morbid conditions
that require monitoring and treatment
b. Common conditions include metabolic disorders, stroke, heart failure, renal
insufficiency, necrotizing pancreatitis, emphysema (COPD), peripheral vascular
disease, and malignant/end-stage disease
4. Rehabilitation:
a. Care needs cannot be met in a rehabilitation or skilled nursing facility
b. Patient has a comorbidity requiring acute care
c. Patient is able to participate in a goal-oriented rehabilitation plan of care
d. Common conditions include CNS conditions with functional limitations,
debilitation, amputation, cardiac disease, orthopedic surgery
5. Mechanical ventilator support:
a. Failed weaning attempts at an acute care facility
b. Patient has received mechanical ventilation for 21 consecutive days for 6 hours
or more/day
c. Ventilator management required at least every 4 hours as well as appropriate
diagnostic services and assessments
d. Patient exhibits weaning potential, without untreatable and/or progressive lung
and/or neurological conditions
e. Patient is hemodynamically stable and not dependent on vasopressors
f. Respiratory status is stable with maximum PEEP requirement 10 cm H20, and
FiO2 60 percent or less with O2 saturation at least 90 percent
g. Common conditions include complications of acute lung injury, disorders of the
central nervous and neuromuscular systems, and cardiovascular, respiratory,
and pleural/chest wall disorders

Maternity Care

An inpatient stay is covered for the mother and newborn for at least 48 hours following an
uncomplicated vaginal delivery, and for at least 96 hours following an uncomplicated
caesarean delivery. Coverage will include post-delivery care for a mother and newborn who
are discharged before the expiration of the minimum hours of coverage.

Newborn Charges
Medically necessary services, including hospital services, are provided for a covered newborn
child immediately after birth.

Medical Foods

We cover medical foods and formulas when medically necessary for the treatment of
Phenylketonuria (PKU) or other heritable diseases regardless of the formula delivery method.
Coverage for inherited diseases of amino acids and organic acids shall, in addition to the
enteral formula, include food products modified to be low protein. Such coverage shall be
provided when the prescribing physician has issued a written order stating that the enteral
formula or food product is medically necessary.
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Mental Health and Substance Use Disorder Benefits
Covered inpatient and outpatient mental health and/or substance use disorder services are as
follows:

Inpatient

Inpatient psychiatric hospitalization;

Inpatient detoxification treatment;

Observation;

Crisis stabilization;

Inpatient rehabilitation;

Residential treatment facility for mental health and substance use disorder; and
Electroconvulsive Therapy (ECT).
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Outpatient

Individual and group therapy for mental health and substance use disorder;

Partial Hospitalization Program (PHP);

Medication Management services;

Psychological and neuropsychological testing and assessment;

Applied Behavior Analysis (ABA);

Telehealth services and telemedicine medical services (includes individual/family

therapy; medication monitoring; assessment and evaluation);

Electroconvulsive Therapy (ECT);

Intensive Outpatient Program (I0OP);

Mental health day treatment;

10 Outpatient detoxification programs;

11.Evaluation and assessment for mental health and substance use disorder; and

12.Medication Assisted Treatment — combines behavioral therapy and medications to treat
substance use disorders;

13. Transcranial Magnetic Stimulation (TMS); and

14.Eye Movement Desensitization and Reprocessing (EMDR);

15.Trauma Focused Cognitive Behavioral Therapy (TF-CBT);

16.Medication Assisted Treatment — combines behavioral health therapy and medications
to treat substance use disorders; and

17.Transcranial Magnetic Stimulation (TMS).

OO WN=
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Pediatric Vision Expense Benefits
Covered service expenses in this benefit subsection include the following services performed
by an optometrist, therapeutic optometrist, or ophthalmologist for an eligible child under the
age of 19 who is an enrollee:
1. Routine vision screening, including dilation with refraction every calendar year;
2. One pair of prescription lenses (single vision, lined bifocal, lined trifocal, or lenticular) in
glass or plastic, or initial supply of medically necessary contacts every calendar year;
a. Other lens options included are: Fashion and Gradient Tinting, Ultraviolet
Protective Coating, Oversized and Glass-Grey #3 Prescription Sunglass lenses,
Polycarbonate lenses, Blended Segment lenses, Intermediate Vision lenses,
Standard Progressives, Premium Progressives (Varilux®, etc.), Photochromic
Glass Lenses, Plastic Photosensitive Lenses (Transitions®), Polarized Lenses,
Standard Anti-Reflective (AR) Coating, Premium AR Coating, Ultra AR Coating,
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and Hi-Index Lenses
3. One pair of prescription frames per calendar year;
4. Scratch-resistant coating; and
5. Low vision aids as medically necessary.

Prescription Drug Benefits
Covered service expenses and supplies in this benefit subsection are limited to charges from a
licensed pharmacy for:

1. A prescription drug.

2. Any drug that, under the applicable state law, may be dispensed only upon the written

prescription of a medical practitioner.

3. Off-label drugs that are:
a. Recognized for the treatment of the indication in at least one (1) standard
reference compendium; or
b. Recommended for a particular type of cancer and found to be safe and effective
in formal clinical studies, the results of which have been published in a peer
reviewed professional medical journal published in the United States or Great
Britain.
4. Prescribed, oral anticancer medication.

For the most current Ambetter Formulary or preferred drug list or for more information about

our pharmacy program, visit Ambetter.SuperiorHealthPlan.com (under “For Members”, “Drug
Coverage”) or call Member Services.

Specialty Drugs

Specialty drugs and other select drug categories are limited to a 30-calendar day supply when
dispensed by retail or mail order pharmacies. Please note that only the 90-calendar day supply
is subject to the discounted cost-sharing. Ambetter permits pharmacies to dispense at mail
order discounted cost sharing should they request to join our mail order network and accept all
terms and conditions. Mail orders less than 90 calendar days are subject to the standard cost
sharing amount.

“Provision of physician administered drugs through pharmacy benefit (white-bagging)”
The enrollee can obtain physician administered drugs through any network pharmacy and will
not be charged differential copays/co-insurance. All other standard claim processing and
utilization management techniques apply. When an enrollee or an enrollees physician utilizes
a non-network pharmacy, the enrollee has the right to seek reimbursement for the dispensed
drug. We will cover drugs received dispensed by an non-network pharmacy in cases where the
enrollee or the enrollee’s physician are obtaining specialty physician administered drugs due
to:
1. A delay of care would make the enrollee’s disease progression probable or
2. The use of a network pharmacy would
a. Cause death or patient harm probable;
b. Cause barrier to the patient’s adherence to or compliance with the plan of care;
or
c. Timeliness of the delivery or dosage requirements necessitate delivery by a
different pharmacy.
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Non-Covered Services and Exclusions:
No benefits will be paid under this benefit provision for services provided or expenses incurred:

1. For prescription drug treatment of erectile dysfunction or any enhancement of sexual
performance unless such treatment is listed on the formulary.

2. For weight loss prescription drugs unless otherwise listed on the formulary.

3. For immunization agents, otherwise not required by the Affordable Care Act.

4. For medication that is to be taken by the enrollee, in whole or in part, at the place where
it is dispensed.

5. For medication received while the enrollee is a patient at an institution that has a facility
for dispensing pharmaceuticals.

6. For a refill dispensed more than 12 months from the date of a physician’s order.

7. For more than the predetermined managed drug limitations assigned to certain drugs or
classification of drugs.

8. For a prescription order that is available in over-the-counter form, or comprised of
components that are available in over-the-counter form, and is therapeutically
equivalent, except for over-the-counter products that are listed on the formulary. This
exclusion does not apply to prescribed FDA approved contraceptive methods

9. For drugs labeled "Caution - limited by federal law to investigational use" or for
investigational or experimental drugs.

10.For any drug that we identify as therapeutic duplication through the Drug Utilization
Review program.

11.For more than a 30-day supply when dispensed in any one prescription or refill or for
maintenance drugs up to a 90-day supply when dispensed by mail order or a pharmacy
that participates in extended day supply network.

12.Foreign Prescription Medications, except those associated with an Emergency Medical
Condition while you are traveling outside the United States. These exceptions apply
only to medications with an equivalent FDA-approved Prescription Medication that
would be covered under this document if obtained in the United States.

13.For prevention of any diseases that are not endemic to the United States, such as
malaria, and where preventative treatment is related to enrollee’s vacation during out of
country travel. This section does not prohibit coverage of treatment for aforementioned
diseases.

14.For medications used for cosmetic purposes.

15.For infertility drugs unless otherwise listed on the formulary.

16.For any controlled substance that exceeds state established maximum morphine
equivalents in a particular time period, as established by state laws and regulations.

17.For drugs or dosage amounts determined by Ambetter’'s Pharmacy and Therapy
committee to be ineffective, unproven or unsafe for the indication for which they have
been prescribed, regardless of whether such drugs or dosage amounts have been
approved by any governmental regulatory body for that use.

18.For any drug related to dental restorative treatment or treatment of chronic periodontitis,
where drug administration occurs at dental practitioner’s office.

19.For any drug related to surrogate pregnancy.

20.For any drug used to treat hyperhidrosis.

21.For any injectable medication or biological product that is not expected to be self-
administered by the enrollee at enrollee’s place of residence unless listed on the
formulary.
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22.For any claim submitted by non-lock-in pharmacy while enrollee is in lock-in status. To
facilitate appropriate benefit use and prevent opioid overutilization, enrollee’s
participation in lock-in status will be determined by review of pharmacy claims.

23.For any prescription or over the counter version of vitamin(s) unless otherwise included
on the formulary.

24 Medication refills where an enrollee has more than 15 days' supply of medication on
hand.

25.Compound drugs, unless there is at least one ingredient that is an FDA approved drug.

Lock-in program

To help improve enrollee safety decrease overutilization and abuse, certain enrollees identified
through our Lock-in Program, may be locked into a specific pharmacy for the duration of their
participation in the lock-in program. Enrollees locked into a specific pharmacy will be able to
obtain their medication(s) only at specified location. Ambetter pharmacy, together with Medical
Management will review member profiles and using specific criteria, will recommend enrollees
for participation in lock-in program. Enrollees identified for participation in lock-in program and
associated providers will be notified of enrollee participation in the program via mail. Such
communication will include information on duration of participation, pharmacy to which enrollee
is locked-in, and any appeals rights.

Preventive Care Services

Covered services include the charges incurred by an enrollee for the following preventive
health services if appropriate for that enrollee in accordance with the following
recommendations and guidelines:

1. Evidence based items or services that have in effect a rating of A or B in the current
recommendations of the United States Preventive Services Task Force.

2. Immunizations for routine use in children, adolescents and adults that have in effect a
recommendation from the Advisory Committee on Immunization Practices (ACIP) of the
Centers for Disease Control and Prevention (CDC).

3. With respect to infants, children and adolescents, evidence-informed preventive care
and screenings provided for in the comprehensive guidelines supported by the Health
Resources and Services Administration (HRSA).

4. With respect to women, such additional preventive care and screenings as provided for
in comprehensive guidelines supported by the HRSA to the extent the care is not illegal
under applicable law.

Additional Preventive Care Services include:

Preventive Care Services for Children

Preventive Care Services for Women, including Pregnant Women
Preventive Services for Adults

Routine Exams and Immunizations

Certain Tests for Detection of Human Papillomavirus, Ovarian and Cervical Cancer
Mammography Screening and Diagnostic Imaging

Detection and Prevention of Osteoporosis

Certain Tests for Detection of Prostate Cancer

Early Detection Tests for Cardiovascular Disease

10 Screening Tests for Hearing Impairment

11.Contraceptive Care

CoOoNoORWON =
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12.Medical Vision Services

Radiology, Imaging and Other Diagnostic Testing

Medically necessary radiology services, imaging and tests performed are a covered service
(e.g., X-ray, Magnetic Resonance Imaging (MRI), Computerized Tomography (CT) scan,
Positron Emission Tomography (PET)/Single Photon Emission Computerized Tomography,
mammogram, ultrasound). Prior authorization may be required, see the Schedule of Benefits
for details.

Sleep Studies

Sleep studies are covered when determined to be medically necessary.

Transplant Services
Transplants are a covered benefit when an enrollee is accepted as a transplant candidate and
obtain prior authorization in accordance with the contract.
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Emergency Services

Your Evidence of Coverage provides coverage for medical emergencies wherever they
occur. In an emergency, always call 911 or go to the nearest hospital emergency room
(ER).

Anything that could endanger your life (or your unborn child’s life, if you’re pregnant) without
immediate medical attention is considered an emergency situation. Examples of medical
emergencies are unusual or excessive bleeding, broken bones, acute abdominal or chest
pain, unconsciousness, convulsions, difficult breathing, suspected heart attack, sudden
persistent pain, severe or multiple injuries or burns, and poisonings.

If reasonably possible, you should contact the network provider or behavioral health
practitioner before going to the hospital emergency room/treatment room. He/she can help
you determine if you need emergency care or treatment for an accidental injury and
recommend that care. If you cannot reach your provider and you believe the care you need
is an emergency, you should go to the nearest emergency facility, whether or not the facility
is a preferred network provider.

If admitted for the emergency condition immediately following the visit, prior authorization of
the inpatient hospital admission will be required, and inpatient hospital expenses will apply.
All treatment received during the first 48 hours following the onset of a medical emergency
will be eligible for network benefits. After 48 hours, network benefits will be available only if
you use preferred/network providers. If after the first 48 hours of treatment following the
onset of a medical emergency, and if you can safely be transferred to the care of a
preferred/network provider but are treated by a non-network provider, only out-of-network
benefits will be available.

Your contract also covers after-hours care. Sometimes you need medical help for non-life
threatening conditions when your PCP’s office is closed. If this happens, you have options.
You can call our 24/7 Nurse Advice Line at 1-877-687-1196. A registered nurse is always
available and ready to answer your health questions. You can get medical advice, a
diagnosis or a prescription by phone or video by using our Telehealth services 24/7. Visit
our website for details. You can also go to an urgent care center. An urgent care center
provides fast, hands-on care for illnesses or injuries that aren't life threatening but still need
to be treated within 24 hours. Typically, you will go to an urgent care if your PCP cannot get
you in for a visit right away. Common urgent care issues include sprains, ear infections, high
fevers and flu symptoms or vomiting.

Out-of-Area Service and Benefits
When outside of the service area, routine or maintenance care is not covered. However,
your Evidence of Coverage covers emergency care out of the service area, subject to
copayments, percentage copayments and maximum out of pockets, as listed in the Covered
Healthcare Services and Supplies section of your contract. A definition of the Ambetter from
Superior HealthPlan service area is defined within this document.
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Non-Emergency Services
If you are traveling outside of the Texas service area you may be able to access providers in
another state if there is an Ambetter plan located in that state. You can locate Ambetter
providers outside of Texas by searching the relevant state in our provider directory at
https://guide.ambetterhealth.com. Not all states have Ambetter plans. If you intend to seek
care from an Ambetter provider outside of the service area, you may be required to obtain
prior authorization from the originating Ambetter state for non-emergency services. Contact
Member Services at the phone number on your member identification card for further
information.

Hospital Based Providers
When receiving care at a network hospital or other facility, it is possible that some hospital
based providers may not be network providers. You may not be balance billed for emergency
care service, services provided by non-network facility based providers, non-network
diagnostic imaging providers or laboratory services providers. However, if you provide notice
and consent to waive balance billing protections, you may be responsible for payment of all or
part of the balance bill. Any amount you are obligated to pay to the non-network provider in
excess of the eligible expense will not apply to your maximum out-of-pocket amount. If you
receive a balance bill from a hospital based provider, contact Member Services.

Protection from Balance Billing

Under Federal law, effective January 1, 2022, non-network providers or facilities are prohibited
from balance billing health plan enrollees for services that are subject to balance billing
protections as described in the Definitions section of the contract. You will only be responsible
for paying your member cost share for these services, which is calculated as if you had
received the services from a network provider and based on the recognized amount as defined
in applicable law. Please note that military treatment facilities are not subject to this regulation
and may balance bill.
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Enrollee's Financial Responsibility

The following are the features of your Evidence of Coverage with Ambetter from Superior
HealthPlan that require you to assume financial responsibility for payment of premiums,
percentage copayment or any other out-of-pocket expenses for non-covered services. You
will be fully responsible for payment for any services that are not covered service expenses
or are obtained out-of-network, with the exception of emergency services or prior authorized
out-of-network services including access to non-participating providers when a participating
provider is not reasonably available to you.

Premium Payment
PREMIUMS ARE SUBJECT TO CHANGE AT CONTRACT RENEWAL. Renewal premiums for
the contract will increase periodically depending upon your age and plan year.

Each premium is to be paid to us on or before its due date. The initial premium must be paid
prior to the coverage effective date, although an extension may be provided during the
annual Open Enrollment period.

Grace Period

Grace Period: A grace period of 30 calendar days will be granted for the payment of
each premium due after the first premium. During the grace period, the contract
continues in force.

Premium payments are due in advance, on a calendar month basis. Monthly payments
are due on or before the first calendar day of each month for coverage effective during
such month. There is a 30 calendar day grace period. This provision means that if
any required premium is not paid on or before the date it is due, it may be paid during
the grace period. During the grace period, the contract will stay in force; however,
claims may pend for covered services rendered to the enrollee during the grace period.
We will notify the enrollee, as well as providers of the possibility of denied claims when
the enrollee is in the grace period.

Copayments

A copayment is typically a fixed dollar amount due at the time of service. Enrollees may be
required to pay copayments to a provider each time services are performed that require a
copayment. Copayments are due as shown in the Schedule of Benefits, are due at the time of
service. Payment of a copayment does not exclude the possibility of a provider billing you for
any non-covered services. Copayments do apply toward your maximum out-of-pocket amount.

We will not impose a copayment that exceeds 50% of the total cost of services provided and
we will not impose copayment charges on any enrollee in any calendar year, when the
copayments made by the enrollee in that calendar year total 200% of the total annual premium
cost which is required to be paid by or on behalf of that enrollee. This limitation applies only if
the enrollee demonstrates that copayments in that amount have been paid in that year.
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Percentage Copayment

We will pay the applicable percentage copayment in excess of the applicable copayment
amount(s) for a service or supply that:

1. Qualifies as a covered service expense under one or more benefit provisions; and

2. Is received while the enrollee’s plan is in force under the contract if the charge for
the service or supply qualifies as an eligible service expense.

When the annual maximum out-of-pocket amount has been met, additional covered service
expenses will be provided or payable at 100 percent of the allowable expense.

The amount provided or payable will be subject to:
1. Any specific benefit limits stated in the contract,

2. A determination of eligible service expenses.
3. Any reduction for expenses incurred at a non-network provider

Please refer to the applicable percentage copayment and copayment amounts are shown
on your Schedule of Benefits.

Coverage Under Other Contract Provisions

Charges for services and supplies that qualify as covered service expenses under one
benefit provision will not qualify as covered service expenses under any other benefit
provision of the contract.
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Evidence of Coverage Limitations and Exclusions

No benefits will be provided or paid for:

1. Any service or supply that would be provided without cost to the enrollee or
enrollee in the absence of insurance covering the charge.

2. Expenses, fees, taxes, or surcharges imposed on the enrollee or enrollee by a
provider (including a hospital) but that are actually the responsibility of the provider to
pay.

3. Any services performed by a member of the enrollee’s immediate family, including
someone who is related to an enrollee by blood, marriage or adoption or who is
normally a member of the enrollee’s household.

4. Any services not identified and included as covered service expenses under the
contract. You will be fully responsible for payment for any services that are not covered
service expenses.

5. Any services where other coverage is primary to Ambetter must be first paid by the
primary payor prior to consideration for coverage under Ambetter.

6. For any non-medically necessary court ordered care for a medical/surgical or mental
health/substance use disorder diagnosis, unless required by state law.

Even if not specifically excluded by the contract, no benefit will be paid for a service or
supply unless itis:

1. Administered or ordered by a provider; and

2. Medically necessary to the diagnosis or treatment of an injury or illness, or covered
under the Preventive Care Services provision.

Covered service expenses will not include, and no benefits will be provided or paid for any
charges that are incurred:

1. For services or supplies that are provided prior to the effective date or after the
termination date of the contract.

2. For any portion of the charges that are in excess of the eligible service expense.

3. For weight modification, or for surgical treatment of obesity, including wiring of the
teeth and all forms of intestinal bypass surgery, except as specifically covered in the
Major Medical Expense Benefits section of the contract.

4. For cosmetic breast reduction or augmentation, except for the medically necessary

treatment of gender dysphoria for adults, age 18 and older.

5. For gender transitioning or gender reassignment procedures and treatments for children

younger than 18 years of age. These services include the following:
a. Surgery performed that sterilizes the child, including:
i. Castration;
ii. Vasectomy;
iii. Hysterectomy;
iv.  Oophorectomy
V. Metoidioplasty;
vi.  Orchiectomy;
vii.  Penectomy;
viii.  Phalloplasty; and
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ix. Vaginoplasty
b. Mastectomy;
c. Prescriptions drugs that induce transient or permanent infertility:
i.  Puberty suppression or blocking drugs to stop or delay normal puberty;
ii.  Supraphysiologic doses of testosterone to females;
iii.  Supraphysiologic doses of estrogen to males;
d. Removal of any otherwise healthy or non-diseased body part or tissue.

The reversal of sterilization and reversal of vasectomies.

For abortion, when certified by a physician that the enrollee is in danger of death or

serious risk of substantial impairment of a major bodily function unless an abortion is

performed.

8. For treatment of malocclusions, disorders of the temporomandibular joint, or
craniomandibular disorders, except as described in covered service expenses.

9. For expenses for television, telephone, or expenses for other persons.

10.For marriage, family, or child counseling for the treatment of premarital, marriage,
family, or child relationship dysfunctions.

11.For telephone consultations between providers, except those meeting the definition of
telehealth services or telemedicine medical services, or for failure to keep a
scheduled appointment.

12.For services provided outside of a primary care provider visit, when a referral is not
obtained through your primary care provider, except in an emergency, or as specified
elsewhere in the contract.

13. For stand-by availability of a medical practitioner when no treatment is rendered.

14.For dental service expenses, including braces for any medical or dental condition,
surgery and treatment for oral surgery, except as expressly provided for under your
Dental Benefit Rider, if applicable.

15. For cosmetic treatment, except for reconstructive surgery for mastectomy or that is
incidental to or follows surgery or an injury from trauma, infection or diseases of the
involved part that was covered under the contract or is performed to correct a birth
defect.

16. For mental health examinations and services involving:

e. Services for psychological testing associated with the evaluation and diagnosis
of learning disabilities;

f. Marriage counseling;

g. Pre-marital counseling;

h. Court ordered care or testing, or required as a condition of parole or probation.
Benefits will be allowed for services that are medically necessary and would
otherwise be covered under the contract,

i. Testing of aptitude, ability, intelligence or interest; or

j- Evaluation for the purpose of maintaining employment. Benefits will be
allowed for services are medically necessary and that would otherwise be
covered under the contract.

17.For charges related to, or in preparation for, tissue or organ transplants, except as
expressly provided for under the Transplant Services provision.

18.For eye refractive surgery, when the primary purpose is to correct nearsightedness,
farsightedness, or astigmatism.

19.While confined primarily to receive rehabilitation, custodial care, educational care, or
nursing services (unless expressly provided for in the contract).
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20.For vocational or recreational therapy.
21.For eyeglasses, contact lenses, eye refraction, visual therapy, or for any examination
or fitting related to these devices, except as expressly provided in the contract.
22.For treatment received outside the United States, except for a medical emergency
while traveling.
23.For experimental or investigational treatment(s) or unproven services. The fact that an
experimental or investigational treatment or unproven service is the only available
treatment for a particular condition will not result in benéefits if the procedure is
considered to be an experimental or investigational treatment or unproven service for the
treatment of that particular condition.
24.As a result of an injury or iliness arising out of, or in the course of, employment for
wage or profit, if the enrollee is insured, or is required to be insured, by workers'
compensation insurance pursuant to applicable state or federal law. If you enter into a
settlement that waives an enrollee’s right to recover future medical benefits under a
workers' compensation law or insurance plan, this exclusion will still apply. In the event
that the workers' compensation insurance carrier denies coverage for an enrollee’s
workers' compensation claim, this exclusion will still apply unless that denial is
appealed to the proper governmental agency and the denial is upheld by that agency.
25.For or related to treatment of hyperhidrosis (excessive sweating).
26.For fetal reduction surgery.
27.Except as specifically identified as a covered service expense under the contract,
services or expenses for alternative treatments, including acupressure, acupuncture,
aromatherapy, hypnotism, massage therapy, rolfing, and other forms of alternative
treatment as defined by the Office of Alternative Medicine of the National Institutes of
Health.

28.As a result of any injury sustained during or due to participating, instructing,
demonstrating, guiding, or accompanying others in any of the following: professional
or Semi-professional sports; intercollegiate sports (not including intramural sports);
racing or speed testing any non-motorized vehicle or conveyance (if the enrollee is
paid to participate or to instruct); rodeo sports; horseback riding (if the enrollee is paid
to participate or to instruct); rock or mountain climbing (if the enrollee is paid to
participate or to instruct); or skiing (if the enrollee is paid to participate or to instruct).

29.As a result of any injury sustained while operating, riding in, or descending from any
type of aircraft if the enrollee is a pilot, officer, or enrollee of the crew of such aircraft
or is giving or receiving any kind of training or instructions or otherwise has any duties
that require him or her to be aboard the aircraft.

30.As a result of any injury sustained while at a residential treatment facility.

31.For the following miscellaneous items: in vitro fertilization, artificial insemination
(except where required by federal or state law); biofeedback; care or complications
resulting from non-covered services; chelating agents; domiciliary care; food and
food supplements, except for what is indicated in the Medical Foods provision;
health club memberships, unless otherwise covered; home test kits; care, unless
required by applicable law, or services provided to a non-enrollee biological parent;
nutrition or dietary supplements; pre-marital lab work; processing fees; rehabilitation
services for the enhancement of job, athletic or recreational performance; routine or
elective care outside the service area; treatment of spider veins; transportation
expenses, unless specifically described in the contract;

32.Services of a private duty registered nurse rendered on an outpatient basis.
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33.Diagnostic testing, laboratory procedures, screenings, or examinations performed for the
purpose of obtaining, maintaining, or monitoring employment.

34.For any medicinal and recreational use of cannabis or marijuana.

35. Surrogacy Arrangement. Health care services, including supplies and medication
relating to a surrogacy agreement, to a Surrogate, including an enrollee acting as a
surrogate or utilizing the services of a Surrogate who may or may not be an enrollee,
and any child born as a result of a Surrogacy Arrangement. This exclusion applies to all
health care services, supplies and medication relating to a Surrogacy Agreement, to a
Surrogate including, but not limited to:

a.
b. Intrapartum care (or care provided during delivery and childbirth);
C.
d
e

f.

Prenatal care;

Postpartum care (or care for the Surrogate following childbirth);

. Mental Health Services related to the Surrogacy Arrangement;
. Expenses relating to donor semen, including collection and preparation for

implantation;

Donor gamete or embryos or storage of same relating to a Surrogacy
Arrangement,

Use of frozen gamete or embryos to achieve future conception in a Surrogacy
Arrangement,

Preimplantation genetic diagnosis relating to a Surrogacy Arrangement;

Any complications of the child or Surrogate resulting from the pregnancy;

Any other health care services, supplies and medication relating to a Surrogacy
Arrangement; or

Any and all health care services, supplies or medication provided to any child
birthed by a Surrogate as a result of a Surrogacy Arrangement are also
excluded, except where the child is the adoptive child of enrollee’s possessing an
active contract with us and/ or the child possesses an active contract with us at
the time of birth.

36.For all health care services obtained at an urgent care facility that is a non-network
provider

37.For expenses, services, and treatments from a naprapathic specialists for conditions
caused by contracted, injured, spasmed, bruised, and/or otherwise affected myofascial
or connective tissue.

38.For expenses, services, and treatments from a naturopathic specialists for treatment of
prevention, self-healing and use of natural therapies.

39. Medical necessity of services or supplies, to the extent such services or supplies are
provided as part of a hospice care program.

40.Dry needling.

41.Umbilical cord blood collection.
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Prior Authorization Requirements for Services

Some medical, pharmaceutical and behavioral health covered services require prior
authorization. In general, network providers do not need to obtain authorization from
Ambetter from Superior HealthPlan prior to providing a service or supply to an enrollee.
However, there are some covered services for which you must obtain the prior authorization.

Enrollees are required to obtain a referral from their PCP for in-network specialists or other
providers for additional healthcare services deemed medically necessary. A referral is
required prior to a non-emergent visit with a practitioner outside of your PCP care services
(excluding emergencies, urgent care, behavioral/mental health care services, and ob/gyn
services). This includes, but is not limited to, in-person office visits, specialist consultations,
and diagnostic testing, as well as visits to an in-network facility. Emergency Room services
do not require a referral. You do not need a referral from your network primary care
physician for in-network mental or behavioral health services, obstetrical or gynecological
treatment and may seek care directly from a network obstetrician or gynecologist.

NOTE: For female enrollees: You have the right to select and visit an obstetrician-
gynecologist (OB-GYN) without first obtaining a referral from your PCP. Ambetter from
Superior HealthPlan has opted not to limit your selection of an OB-GYN to your PCP's
network. You are not required to select an OB-GYN. You may elect to receive your OB-
GYN services from your PCP.

Pursuant to the federal No Surprises Act, emergency services received from a non-network
provider are covered services without prior authorization.

For certain providers, we do not require prior authorization for certain health care services if
in the most recent six-month evaluation period, we have approved or would have approved
not less than 90 percent of the preauthorization requests submitted by the physician or
provider for the particular health care service.

For services or supplies that require prior authorization, as shown on the Schedule of
Benefits, you must obtain prior authorization from us before you or your dependent
enrollee:

1. Receive a service or supply from a non-network provider;

2. Are admitted into a network facility by a non-network provider, or

3. Receive a service or supply from a network provider to which you or your
dependent enrollee were referred by a non-network provider.

To obtain prior authorization or to confirm that a network provider has obtained prior
authorization, contact Ambetter from Superior HealthPlan by telephone at the telephone
number listed on your member identification card before the service or supply is provided to
the enrollee.

Failure to comply with the prior authorization requirements may result in benefits being
reduced or not covered. Network providers cannot bill you for services for which they fail to
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obtain prior authorization as required. Emergency care does not require prior authorization. In
cases of emergency, benefits will not be reduced for failure to comply with prior authorization
requirements. However, you must contact us as soon as reasonably possible after the
emergency occurs. Please see your contract and Schedule of Benefits for specific details.

After prior authorization has been requested and all required or applicable documentation has
been submitted, we will notify you and your provider if the request has been approved as
follows:

1. For services that require prior authorization, within three calendar days of receipt.

2. For concurrent review, within 24 hours of receipt of the request.

3. For post-stabilization treatment or life-threatening condition, within the timeframe
appropriate to the circumstances and condition of the enrollee, but not to exceed one
hour of receipt of the request.

4. For post-service requests, within 30 calendar days of receipt of the request.

Access to OB/GYN Services

Female enrollees shall have direct access to an OB/GYN (who is a network provider) for
female services. You do not need a referral from your network primary care physician for
obstetrical or gynecological treatment and may seek care directly from a network obstetrician
or gynecologist.
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Continuity of Treatment In The Event of Termination of a
Preferred Provider's Participation in the Plan

Under the federal No Surprises Act, if an enrollee a continuing care patient with respect to
an network provider and: the contractual relationship with the provider is terminated, such
that the provider is no longer in the network; or benefits are terminated because of a
change in the terms of the participation of the provider , as it pertains to the services the
member is receiving, as a continuing care patient, the provider must identify and request
that enrollees experiencing special circumstances may be permitted to continue treatment
under their care. Special circumstances mean conditions regarding which a treating
physician or provider reasonably believes that discontinuing care by that physician or
provider could cause harm to a patient, except for reason of medical competence or
professional behavior, an HMO is not released from the obligation of continuing to
reimburse a physician or provider providing medically necessary treatment at the time of
termination to an enrollee who has a special circumstance. Examples include disabilities,
acute conditions, life-threatening iliness, or are past the 24" week of pregnancy and the
associated obligatory period. Coverage will extend through the delivery of the child and will
apply to immediate postpartum care and a follow-up checkup within the six week period
after delivery. Then we will:

1. Notify each enrollee who is a continuing care patient on a timely basis of the
termination and their right to receive continued transitional care from the provider or
facility;

2. Provide the individual with an opportunity to notify the health plan of the individual’s
need for transitional care; and

3. Permit the individual to elect to continue to have their benefits for the course of
treatment relating to the individual’s status as a continuing care patient during the
period beginning on the date on which the above notice is provided and ending on
the earlier of
a. the 90-day period beginning on such date;

b. the 9 month period for an enrollee that has been diagnosed with a terminal
illness at the time of the provider termination; or the
C. date on which such individual is no longer a continuing care patient with

respect to their provider or facility.
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Complaint Procedures

You may file a complaint regarding any aspect of the plan. We will not take any action
against you due solely that you, your representative or your provider files a complaint
against us.

You must send your complaint in writing to the address below. You can call Member Services
at 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) for assistance.

You should send your written complaint to:
Ambetter from Superior HealthPlan

ATTN: Complaints Department

5900 E. Ben White Blvd.

Austin, TX 78741

Fax: 1-866-683-5369

Expedited Complaints: If your complaint concerns an emergency or a situation in which you
may be forced to leave the hospital prematurely, we will resolve it no later than one working
day, or72 hours, whichever is lesser, from the time that we receive it. You will get a letter with
the resolution to your complaint within one business day of your request.

Non-Expedited (Standard) Complaints: If the complaint is not expedited, you will get the
resolution within thirty (30) calendar days of the date we receive the complaint.

Appealing a Complaint Resolution: If you aren’t satisfied with the resolution to your
complaint, you can request an appeal of the complaint resolution. You must do so within 90
days from the date of the incident. In response to your complaint appeal, we will hold a
complaint appeal panel at a location in your area. A complaint appeal panel includes our
staff, provider(s) and enrollee(s). You will receive a hearing packet five days before the
appeal panel hearing. You may attend the hearing, have someone represent you at the
hearing or have a representative attend the hearing with you. The panel will make a
recommendation for the final decision on your complaint. You will receive our final decision
within 30 days of your complaint appeal request.

Expedited appeals of adverse determinations involving ongoing emergencies or denials of
continued stays in a hospital, denials of prescription drugs, intravenous infusions, or a
denied step therapy protocol exception will be resolved no later than one business day after
the request is received.

If the appeal of the adverse determination is denied (including a denial of an experimental
or investigational treatment), you or your designated representative have the right to
request an external review of that decision. The external review organization is not affiliated
with us or our Utilization Review Agent. You may also request an external review without
first completing an internal appeal if your internal appeal rights have already been
exhausted.
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Retaliation Prohibited

1. We will not take any retaliatory action, including refusal to renew coverage,

against
you because you or person acting on your behalf has filed a complaint against us
or appealed a decision made by us.

2. We shall not engage in any retaliatory action, including terminating or refusal to

renew
a contract, against a provider, because the provider has on your behalf, reasonably
filed a complaint against us or has appealed a decision made by us.
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Network Information

A current list of preferred providers, including names, locations of physicians and health care
providers and which preferred providers are not accepting new patients can be found by
visiting and using our Find a Provider tool: Ambetter.SuperiorHealthPlan.com/findadoc.

This tool will have the most up-to-date information about our provider network. It can help
you find a Primary Care Provider (PCP), pharmacy, lab, hospital or specialist. The search
can be narrowed by:

1. Provider specialty

2. ZIP code

3. Gender

4. Languages spoken

5. Whether or not he/she is currently accepting new patients

You can find all of the information listed below on our website using the Find a Provider tool.
You can also call Member Services to get information on providers’ medical school and
residency information.

1. Name, address, telephone numbers

2. Professional qualifications

3. Specialty

4. Board certification status

A non-electronic copy may be obtained free of charge by contacting Member Services at 1-
877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Texas Department of Insurance Notice

1. A health maintenance organization (HMO) plan provides for services you receive from
non-network physicians or providers, with specific exceptions as described in your
contract and below.

2. You have the right to an adequate network of participating physicians and providers
(known as “network physicians and providers”).

a. If you believe that the network is inadequate, you may file a complaint with the
Texas Department of Insurance at www.tdi.texas.gov/consumer.complfrm.html.

3. If your HMO approves a referral for non-network services because no participating
provider is available, or if you have received non-network emergency care, your HMO
must, in most cases, resolve the non-participating provider's bill so that you only have
to pay any applicable percentage copayment or copayment.

4. You may obtain a current directory of participating providers at the following website:
Ambetter from Superior HealthPlan or by calling Member Services for assistance in
finding available participating providers. If you relied on materially inaccurate directory
information, you may be entitled to have an non-network claim paid at the in-network
level of benefits, if you present a copy of the inaccurate directory information to the
HMO, dated not more than 30 days before you received the service.
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Ambetter from Superior HealthPlan Service Area

and Number of Enrollees

Service area is any place that is within the counties in the state of Texas that Ambetter has
designated as the service area for this plan. Ambetter from Superior HealthPlan’s service
area includes the following counties: Andrews, Aransas, Armstrong, Atascosa, Austin,
Bandera, Bastrop, Bell, Bexar, Blanco, Bosque, Brazoria, Brazos, Brewster, Brooks,
Brown, Burleson, Burnet, Caldwell, Calhoun, Cameron, Camp, Carson, Castro,
Chambers, Cherokee, Coke, Coleman, Collin, Collingsworth, Colorado, Comal,
Comanche, Concho, Cooke, Dallam, Dallas, Deaf Smith, Delta, Denton, DeWitt, Donley,
Ector, Edwards, El Paso, Ellis, Falls, Fannin, Fayette, Fisher, Fort Bend, Freestone, Frio,
Galveston, Gillespie, Goliad, Gonzales, Gray, Grayson, Gregg, Grimes, Guadalupe,
Hamilton, Hardin, Harris, Hartley, Hays, Henderson, Hidalgo, Hill, Hood, Houston, Hunt,
Irion, Jack, Jackson, Jefferson, Johnson, Kendall, Kerr, Kimble, Kinney, Lampasas,
Lavaca, Lee, Leon, Liberty, Limestone, Llano, Madison, Mason, Matagorda, Maverick,
McCulloch, McLennan, Medina, Menard, Milam, Mills, Mitchell, Montague, Montgomery,
Nacogdoches, Navarro, Nueces, Oldham, Orange, Palo Pinto, Panola, Parker, Parmer,
Potter, Rains, Randall, Real, Refugio, Robertson, Rockwall, Runnels, Rusk, San Jacinto,
San Saba, Schleicher, Scurry, Sherman, Smith, Somervell, Starr, Sterling, Stonewall,
Sutton, Tarrant, Tom Green, Travis, Trinity, Tyler, Val Verde, Van Zandt, Victoria, Walker,
Waller, Webb, Wharton, Wheeler, Willacy, Williamson, Wise, Wood, and Zapata.
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Guaranteed Renewable

This contract is guaranteed renewable. That means that you have the right to keep the contract
in force with the same benefits, except that we may discontinue or terminate the contract if:

1. You fail to pay premiums as required under the contract,

2. You have performed an act or practice that constitutes fraud, or have made an
intentional misrepresentation of material fact, relating in any way to the contract,
including claims for benefits under the contract; or

3. We stop issuing the contract in Texas, but only if we notify you in advance.

Unless the contract is 'noncancellable," as defined in the contract, we have the right to raise
rates on your contract at each time of renewal, in a manner consistent with the contract and
Texas law. We will provide a written notice of increase in a charge for coverage not less than
60 days before the date the increase takes effect. If the contract is noncancellable, our right to
raise rates is limited by the definition of 'noncancellable' contained in the contract, and by
Texas law.

Annually, we may change the rate table used for the contract form. Each premium will be
based on the rate table in effect on that premium's due date. The plan, and age of covered
enrollees, type and level of benefits, and place of residence on the premium due date are
some of the factors used in determining your premium rates. We have the right to change
premiums.

At least 31 days’ notice of any plan to take an action or make a change permitted by this
clause will be delivered to you at your last address as shown in our records. We will make no
change in your premium solely because of claims made under the contract or a change in a
covered enrollee’s health. While the contract is in force, we will not restrict coverage already in
force. If we discontinue offering and refuse to renew all contracts issued on this form, with the
same type and level of benéefits, for all residents of the state where you reside, we will provide
a written notice to you at least 90 days prior to the date that we discontinue coverage.

Annually, we must file this product, the cost share and the rates associated with it for
approval. Guaranteed renewable means that your plan will be renewed into the subsequent
year’s approved product on the anniversary date unless terminated earlier in accordance with
contract terms. You may keep the contract (or the new contract you are mapped to for the
following year, whether associated with a discontinuance or replacement) in force by timely
payment of the required premiums. In most cases you will be moved to a new contract each
year, however, we may decide not to renew the contract as of the renewal date if: (1) we
decide not to renew all contracts issued on this form, with a new contract at the same metal
level with a similar type and level of benefits, to residents of the state where you then live or
(2) there is fraud or an intentional material misrepresentation made by or with the knowledge
of an enrollee in filing a claim for covered services.

In addition to the above, this guarantee for continuity of coverage shall not prevent us from
cancelling or non-renewing the contract in the following events: (1) non-payment of premium;
(2) an enrollee fails to pay premiums or contributions in accordance with the terms of the
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contract, including any timeliness requirements; (3) an enrollee has performed an act or
practice that constitutes fraud or has made an intentional misrepresentation of material fact
relating to the contract; or (4) a change in federal or state law, no longer permits the
continued offering of such coverage, such as CMS guidance related to individuals who are
Medicare eligible.
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healthplan.

English:

If you, or someone you are helping, have questions about Ambetter from Superior HealthPlan, and are
not proficient in English, you have the right to get help and information in your language at no cost and
in a timely manner. If you, or someone you are helping, have an auditory and/or visual condition that
impedes communication, you have the right to receive auxiliary aids and services at no cost and in a
timely manner. To receive translation or auxiliary services, please contact Member Services at
1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter from Superior HealthPlan
y no domina el inglés, tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno y de
manera oportuna. Si usted, o alguien a quien esta ayudando, tiene un impedimento auditivo o visual
que le dificulta la comunicacion, tiene derecho a recibir ayuda y servicios auxiliares sin costo algunoy
de manera oportuna. Para recibir servicios auxiliares o de traduccién, comuniquese con Servicios para
Miembros al 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Viethamese:

NE&u quy vi hodc ngudi ma quy vi dang gilip d& c6 cau hoi vé Ambetter from Superior HealthPlan va
khéng thanh thao tiéng Anh, quy vi cé quyén duoc tro gitp va nhan thong tin bang ngdn ngtr clla minh
mién phi va kip thoi. Néu quy vi hodc ngwdi ma quy vi dang giup d& mac bénh vé thinh gidc va/hodc thi
giac gy can tré giao tiép, quy vi cé quyén duoc nhan cac ho tro va dich vu phu trg mién phi va kip
thoi. D& nhan dich vu théng dich hodc dich vu phu tro, vui long lién hé b phan Dich Vu Thanh Vién
theo s8 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Chinese:

R > SR IEAA BV E » BRI Ambetter from Superior HealthPlan J5EAYRIRE » HAREE
HERE > AEEM BB K USRI EEEE BIAIERE  1RE jz‘_ftﬁﬁ%ﬁjm’]%ﬁ%ﬁ L]
/AR ERYRGRE - [HBEE 708 > EOEMER e Bl RIS EHEN ST PR BAR S - B HUSERER
THENARTS » sEes e B IRTSES » EELE 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989)

Korean:
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Arabic:

ASEYI A3lL &)L S5 el <Ambetter from Superior HealthPlan Jg=> bl saslud jass g o chal oE'13)
wasd (ST o1 il CuS 1] Lanliall c3g)l (39 AT (ST 093 (o il loghandly Baeluall e Jguamd] § 3ol chals
EEIY] g5| 099 o0 ddls] Bleds-g Oildeluwe uo.b 3 Gl ebald ¢ Lolgill (5aas 4@,@3\/3 durows Al o Jlad odelud
e clacyl Oledz 3 JuaiVl oy cdudls) uLoJ.>3| dom Al Oleus ud.d dosliall B )l ng

.1-877-687-1196 (Relay Texas/TTY 1-800-735-2989)

Urdu:

29V o Al ByS @lgw me 2 0L S Ambetter from Superior HealthPlan oy (s w558 3o OF (§ pur b 0T S
u|)5\ dyﬁaﬁ&,abuh}b.n)gbuu C89 9l dudglae Db e OL) Guljfu\ycu«g WJ‘“L"U@LS)“)SJ‘ 09
G I G985 e Cdiolss o w0 Gtasd (Bl (355 e s Ugl ceslas dl e 0 58 20 T § e
‘_&ia){&obou»@mgwj _4&Séﬁwbabb_)j\é‘-u|03wgﬂgﬁ)ﬁ‘w;;‘ﬂy‘#
0255 Alaly ae wd w pes p 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) ¢S ol
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Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Superior HealthPlan,
at hindi ka mahusay sa Ingles, may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika
nang walang gastos at sa maagap na paraan. Kung ikaw, o ang iyong tinutulungan, ay may kondisyon sa
pandinig at/o pannikin na nakakaapekto sa komunikasyon, may karapatan kang makatanggap ng mga
karagdagang tulong at serbisyo nang walang gastos at sa maagap na paraan. Para makatanggap ng mga
serbisyo sa pagsasalin o mga karagdagang serbisyo, mangyaring makipag-ugnayan sa Mga Serbisyo
para sa Miyembro sa 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from
Superior HealthPlan et que vous ne maitrisez pas I'anglais, vous pouvez bénéficier gratuitement et
en temps utile d'aide et d'informations dans votre langue. Si vous-méme ou une personne que vous
aidez souffrez d'un trouble auditif ou visuel qui entrave la communication, vous pouvez bénéficier
gratuitement et en temps utile d'aides et de services auxiliaires. Pour profiter de services de
traduction ou de services auxiliaires, veuillez contacter Services aux membres au

1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Hindi:

mmmaﬁéﬂwwﬁmﬁmwaﬂ@%ﬁswmbeuer from Superior HealthPlan
A O[3 R & 3R 3T 2letl 33T 31 AR A8 &, Al JTIehl 3r9aA 1797 3 FoFed IR THI X Ferelm
3R STTRRY ITed et T TSR . 3R 39! AT fhelt 0 i d &l fSadhr 3T Acg B 8,
GeTol 3R/AT ST F FAEATEICA § 3R SHY STt STied gieil g, ot 3Toeht foretT fohaft omaret o 31
AT T e FETIT 3R YaTT UIeed hdet 1 JITURR . 3HedTe; T HgTeh JATT YT Flel & foIT
FUAT 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) IR HEET [ATT F HYH HY.

Persian:

(Sl il g cdyls Ambetter from Superior HealthPlan o)bys (1w cauS s S 5l 4 dyls 4S (83,8 b b 3]
LS (5 SS9l s 45 (62,8 b Lo 81 .S B> @90 @ 9 OBLD 4 B39 0L 4 by oledbl 9 SeS uyls 3>

OBl @ 0bags O 4 |y Saldel Slads 9 LSS Wyl 32 S (2 Cudew ) bLS)) (5135 45 Byl Al b Qlgrs o
olads 4 Lael lous b ladal Galuel Gilads 9 S il (Sl S cdlys adga 4 9

.J:Jj}i ookl 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989)

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Superior HealthPlan hat und nicht
Englisch spricht, haben Sie das Recht, kostenlos und zeitnah Hilfe und Informationen in lhrer Sprache
zu erhalten. Falls Sie oder jemand, dem Sie helfen, eine H6r- und/oder Sehbeeintrachtigung hat, die die
Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zusatzliche Hilfe und
Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusatzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Gujarati:

) dHal MUl dl BHefl Hee 531 @l €l Ad] 516 (Sl Ambetter from Superior HealthPlan
(9] Uil Sl el AU UL o 1, Al dHe S16 WL sUL [Aotl 3ol YHAUR dHI1T] HINIHI
Uee dell Hilsdl Anddiell 14451 8. %) dH eldl dH BHe{l Hee 530 @l €l ANd] S18 cusd
AR5 WA/ edl ¢[RlaNys wdelef] Yl[Sd eld ¥ % 4YUIRa MdR1bd] €1, dl dHal 5165
U 5[ (dotl W YHAYR USIAS AU dell Ac ) UM 5clol] A [ES1R B, Bojdle wed]
Uelys Ad A UIH 5dL U2, 5Ul 531 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) U
U] At 2Aled) HuS 53,

AMB24-TX-C-00014



Ecnvy Bac Man y Mua, KOTOPOMY Bbl MOMOraeTe, BO3HUK/IM Kakne-1Mbo BONpOoCk! 0 Nporpamme
cTpaxoBaHua Ambetter from Superior HealthPlan, npu aTom Bbl HE40CTAaTOYHO XOPOLLO BRaseeTe
QHIIMACKUM A3bIKOM, Bbl UMEETE NPaBo Ha becniaTHyo U CBOEBPEMEHHYIO NOMOLLb U MHOPMALUIO
Ha cBOEM POoAHOM s3blKe. ECcaun y Bac Mau y anua, KOTopomy Bbl momoraeTe, HabatogaeTcsa Kakoe-1mbo
HapyLleHune cayxa u/uam 3peHuns, KoTopoe NPenaTCTBYeT KOMMYHMKaLMK, Bbl MMeeTe Npaso Ha
6ecnnaTHble M CBOeBPeMeHHble BCNOMOraTe/ibHble YCAYrM U NomoLb. 1A NoayyeHua ycayr nepesoaa
WM BCNOMOTaTebHbIX YCIYr 06paTuTech B 0TAeN 06CYKMBAHMA YHAaCTHUKOB NPOrPammbl
cTpaxoBaHua no Homepy 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Russian:

CBEEOHLEE-NNEL TLDHMD AL, Ambetter from Superior HealthPlanlZ D WT Z &M%
%?#50) B, REBICAEI LG TELEHDIDAA L) —ICCHFLEDERBTANILITOERE
B85 tia\'c?—fi‘d'o CEHE®, hlat-sNniE L'CL\Z»MG))\O)HEE’(J?EEO)%%O)E&)’(D
URYMDELWEETH, BEHMADFIALY) —ICHBIY—ERERFTEHIENTEFET,
FEROHBI Y —E X E 2T 5121, 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) D
AUN—H—ER[CTEHKLLZELY,

Japanese:

7209N19 8 w”?ocwvgmm‘)Dm:)i)?mmuqoecme DOHMIVNIONV Ambetter from Superior
HealthPlan, ccOz U]JORIVWITITING, m‘m.usoZosom‘uaoecme ccor
2.,0DmcUDwvmaeamwioeunm?qme CCOE LYVCOD. mm‘mmv )
m”locwvgmmDmm‘lmm‘uaoecma Dzwr0n919NILIOBYL Ca/d
MIMC0YHVNHZ02079NIWIIN, m‘mnzoZosomuaoecma oy
m‘uuomucsuioeuum?ame CCE LVCODM. cwa?m”losumvuomvcct}msv 6)
03INMWVCSL, NLAVIAOOMI Member Services (NIVOINIVILLIZN) Zom

1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Laotian:

AMB24-TX-C-00014

Ambetter from Superior HealthPlan includes EPO products that are underwritten by Celtic Insurance Company, and HMO
products that are underwritten by Superior HealthPlan, Inc. These companies are each Qualified Health Plan issuers in the
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