urgent care visits,

prescription drugs, and vision services - pediatric.

Category of Service

Service/Procedure

Prior Auth Required?

Limits & Comments

Specific Exclusions

Out of Network Provider

Behavioral Health

Dental

Diabetes

Diagnostic Services

= =PArequired

a . (2) when a member

receives urgent.
care (see "Section 2-How the Plan Works,” under "Continuity of Care") 4 when a member receves health care services from a

by ther pCP

lable f In this case your PCF must obtain our p

Mental/Behavioral Health Outpatient
Specialist Visit

Mental/Behavioral Health Outpatient Facility

PA required for intensive outpatient services and for
Visits that exceed 30 vsits per benefi yer.

Mental/Behavioral Health Inpatient Services

PArequired for inpatient stays and partial
hospitalization

Alcohol/Substance Abuse Disorder
Outpatient Specialist Visit

Alcohol/Substance Abuse Disorder
Outpatient Facility Services

PA required for intensive outpatient services and for
Visits that exceed 30 vsits per benefi year.

Inpatient
Services

PArea partial

hospitalization

Benavioralhealth coverage excludes custodial or domicilay care, supervsed Iving
o haffway houses, room and board charges unless th treatment provided meets
our Medical Necessity ritriafor an Inpatient Stay for your condition, services or

billd by  school, alfwa
v f psychotherapy is included. Also excludes marital and sexual
counseing/therapy and widerness camps.

Routine dental service, basic dental care, major dental care and orthodontia are
ot covered for aduts age 19.and older under the basic CareSource plans.

Accidental Dental

Routine & Major Dental Services (Adult) ‘See Limitations N/A v all ages. See
Enhanced ln Benefts beow:
caresourceis not e reorothodonta basic
Routine & Major Dental Services (Children) Moo ot fordent & foralog
See Umitations
Orthodontia - Chila Nor coveno Orthodoni fo chidren age 18 nd youngeris excuded
ot coverep - Orthodonta or adlsage 19 lder s xcuced
coverage s providd or
scequste, o i
anaccident means Iy,

are ot lmited

Prior Authorization s req
fental due to an accident

oral examinations;
rays
Tests and laboratory examinations

oral surgery

Injury,

Diabetes Education, Equipment and Supplies

fthe member i receiving this benefit through a
participating provider, then no PA s required.

Coverage s provided for management training i the mer . noninsulin

provider
category aiso include

| regisered,

ervice and type of "

in DME, Preventive Care, o Visits, o

Laboratory (outpatien) Services

Prior Authorization i required for Genetic Testing
andfor Surrogate Markers for Detection of Heart
ing (e..

Transplant Rejection - Gene Expression Prof
Allomap)

Mammogram (Diagnostic)

Colonoscopy (Diagnostic)

Outpatient Advanced Diagnostic
and Nuclear Medicine

Imaging

Prior Authorization s required

il plans: coverage: . Mg (AT scans,single-

 allergy )
capsule endoscopy,
valuation to determine the need for a coverd transplant procedure, echographies, doppler studies, brainstem evoked

sleep stucy, 3
studies, muscle Note: I Bnos
any copayment is waive

services, then

Ultrasounds (Non-maternity)

xeray




opays for

prescription drugs, and vision services - pediatric

Category of Service

Service/Procedure

Prior Auth Required?

Limits & Comments

Specific Exclusions

Durable Medical Equipment

breast pumps for mott s,
forthe proper pump to be provided, whether it s manual orelectric,rented or purchased. Colnsurance percentages apply, a5
<hown.

PAreq Intervertebral Cochiear
implan, Conti DME Wisc.
" hest Wal «
Therapy, Micropr Leg Telemetry,
Motorized Therapy, i Nutitonal
oralAppl

Supplements.

Power Ops P
Phototherapy (SAD Lamps), Speech Generating Device, TENS, Wearable Cardioverter Defibilator (WED), AllCustom

Incantinence Supplies

PA reauired to establish medical necessity

Prosthetic Devices

PArequired for purchase orrental of prosthesis that
exceed $750 and for all repairs,

Additons| Exarms, $0

Denture:
Dental appliances; Such non-rigid applances as elastic stockings, garter belts, arch
supports and corsets; Artifcalheart implants; wgs (except as otherwise

o ting from

disease or Injury.

Emergency Emergency Room Facility Fee

Nolimitations.

Emergency Transportation/Ambulance

See Specific Exclusions for more information

faclty copay will be waived f admitte

Family Planning

Family Planning

No copay o coinsurance for

ingatientor ¢

tests and reatment, screenings for cervical cancer

as s Explanation of and nfertiity
for the dlagnosis and reatment ofifertity when provided by or under the drection of a network

outine or periodic famly p
servies, including services
physician.
condition that results i nfetly .., endometrioss blockage of falopian tubes, varicocele,etc.)

associated expenses for Asssted Reproductive Technology (ART) ncluding but not
\ nvitro fertiizat
GIFT)procecures, ygote intrafalopian transfer (1FT) procedures or any other
treatment orprocedure designed to create a pegnancy, and any related
prescription medicaton treatment, Other services and procedures that are not

covered are 2

collection and s Jof
and other forms of preservation of reproductive materals, long-term storage of
reproductive materilssuch 2 sperm, eggs, embryos, ovarian tssue and testicular

Hearing

Hearing Aids

NOT COVERED

Routine hearingscreenings are covered as  preventive service.

Private-Duty Nursing

Prvate duty nursing is covered, with o fetime or annual s,

Home Health Care Services (including
infusion services)

Home Health

PA required for home infusion services
PAmay be required for the medication

private d 3 annual imits. 2
Therapy and inf of ) except i
not rendered i the home.

combination imited to E

4 hoursof skiled careservices.

Please refertothe Requiremens’

Jor"orug

Formulary

Habiliation Services

PArequired for clinical therapeutic intervention for

Coverage s p

Disorder
and/or occupational therapy,

the Disorder
exceeding 20 hours per week

evidence. Ti oru

certfed, ate g
services in accordance with  treatment plan, 20 hours per week.

Inpatient Services Inpaient Hosptal Services (8. Haspita

PArequired unless otherwise noted

Inpatient Physician and Surgical Services

PA required prior to receiving surgery

Al plans: Limitof 1 inpatient visitper day per
<urgery will e covered as medicaly necessary.




urgent care visits,
prescription drugs, and vision services - pediatric.

Category of Service ServicelProcedure Prior Auth Required? Limits & Comments Specific Exclusions

Maternity Prenatal and Postnatal Care Covered, including pre Dependi
Breas pumps for sectionof
Delivery and All mpatient Services for
Maternity Care this grid for detaits. and more than 37 weeks pregnant.
Hospice Services o lnes, corat
Nursing Facility Services information
cae,continuous home cae,inpatint hosgice and npaien respite.
Wousekeepingservices are excluded rom hospice coverage.
Long-TermiCustodial Nursing Home Care NoT CoveReD .
Skilled Nursing Facilty PA required overed or up 10 90 caysperyer.
Emergency and Non-Emergency Care When Coverage for emergency U, s covered he heus.
Traveling Outside the US. Non-emergency care when traveling outside the U.S. is not covered.
Other
duced servces are not cove
Abortion NoT CoveReD h e of the mother would b endangered f the fetus were carie t erm o case ofrapeorncest. Provider mustprovide -
supporting documentation upon clam submision.
Treatment for Temporomandibular Joint conar. iyt
Treatment PArequired evist copay
proced . \ valof «
Reversal o voluntarysterization rada eratotomy, eratopasty,Lask and other
eArequired Becromagnetic Lung I proced geries for sexualcysuncron;
Outpatient Surg Surgery (L), Osteochondral Alografs and Autograts, Phtotherapy- Home Teatment,Poriasi aser Treatmer surgrisor services forsexual transformaton;surgical treatment of ftfet
Services R Abaton for Treatment of Tumors, R Volumetric Tissue Reduction, StereotacicBody | subuxaton of thefoot, weak strained, nstabe feet, arsalga, metatarsalia,
Radiotherapy, Totl A . Transurethval RE Treament of pynecomasti; restment of yperhdross
Fibrods, Uvulectomy, Uvulopalatopharyngaplasty Ventricuar Assst Device, Therapy eatment ofvricose veins f thelower xtremiy tratment of
1141 Surgery (Orthogaathic) elangectatic dermalveins,
Urgent Care Centers or Facilties - - NA
overage s provide for s
officeoron an outpatent  the
Sterilization (Surgical) PA required seforrea .
or Physican Offce Vist.
Dialysis -
Chemotherapy - . .
Outpatient Services Radiation .
fefertothe Requirer
PA required for home infusion services. /i resource.com/documents/caresource-justdme-lst-of-auth-reqs-for-drugs-under-medical-benefit/ ) or "Dt
Infusion Therapy o ares |t/ caresource comdocumens/cresurce juséme--of aut s o rugs-undermedicatbenf/ o “Org
Formulary” l formulary/)
v ;
Reversalof oluntaryserlzaion;raial eratotomy, keratolasty, Lasikand ather
efactivedefecs; dystunction;
Outpatient Facility Fee (e Ambulatory surgeriesorseviesfr senual transformation;sugical remen o it e,
Surgery Center) <ubluvaion o the foot,wesk, strained, unstabl eet, tarsalga, mtatarsalgi,
; of
telangecttic dermalvin.
thecounter the
counter equialents,drug or welght os,stop-smokin ads(rescrbed
medications for smokin cessaton are covered), nutitionl nd/or dietary
e theram ey bereasre Supplements, drugsfor the treatment o sexual o erectlledysunctionor
Generic Drugs PAfor step-therapy may be required inadequacies, human growth hormone for children born small for gestational age,
metc
Pharmacy procedures or
. beneft (M
Preferred Brand Drugs PAforstep-therapy may be required B
Non-Preferred Brand Drugs PAforstep-therapy may be required B
Specialy Drugs PA required .




prescription drugs, and vision services - pediatric

Category of Service Service/Procedure Prior Auth Required?

Limits & Comments Specific Exclusions

Aty testing, MRA, MR, PET scan, AT scan, 3
Primary Care Visit to Treat an Injuryor liness - Alergy testing ). However,
froma Mgy serum, other therapy senvics,then any
copayments are v
Specialist Visit - -
Office administration of an infused PA recuired for home infusion sevics. ., e .
medication PA may b requied for the medication | pirearts -
vbered Jor"orug
Formulary”
Other Practitoner Office Visit (Nurse, . . .
Physician Assistant)
Excludes Heath Care Services and associated expenses for Assisted
Reproducive Technology (ART) inchiling but o imited o atficial
insemination, n v fetizalon,gamete intafalopian ansfer (GIFT)
"
Pregnancy.
Infertiliy Treatment - - Donor
and related costs including colecton and preparation. The reversal of
surgial sterization. Cryo-preservaion and other forms o preservation of
L reproducive
Sperm, cggs, embryos, ovaian ssue and testicur tssue. Services reated
10 surtogecy ifMember s nothe surrogate
ae covred,withalimitof
erage. 12 a
cniropractor pecalit Vi,
Chiropractic Care - tne members mitof a1 both the -
12-per-year maximum, For more
our members,refer
Physician Office Visit .
Routine Foot Care NoT CoveReD
symptom invovin the foor.
Acupuncuure nor covenen . therapy her  rawropathy,
therapy (A
therapy,and neurodbock.
.
by s taken to th doctor for a fullcheckup, inry.
o nurse 6 timesduring thel st year. The st well baby i s 2t 3 daysatercoming home fom the hosptal After that vist,
babies need o se thedoctor o nurse or  wel baby Vit when theyare 1 month old, 2 month ad, 4 months od, 6 months
01,20 months ol
Wl Baby Visits and Care foraullcheck it for scknessor nury.
Chidren ages1to 4 nec o se the doctoror nurse or a welchdvsit when thy ar 12 manths o, 15 months ol (1 year and
3 months), 18 months o 1 yearand 6 months), 2 months old (2 years), 30 months o (2 yearsand  mnths), 3 years oG,
and 4 years ld.
Chidren ages 5 t0 17 need 0 g0 o th doctor o nurse for a well i it ance  year
ey st “ ) recevdin
Allergy Testing - 2 isfor allergy
ecions, aergy serum, or ather
Nocopays
evenifa member thele pln
f smoked.
2. Acohol isuse screening and counselng.
B 2
4. lood Pressure screeningfo ll auts.
5. Cholsterol screening for adulsof crtin ages or at higherris.
. CoorectalCancer sreening(colonoscopies) for aduts over 5.
Preventive CarefScreenings/mmunization P .
5. Dietcounselin for aduls at hgher ik for chronic dsesse.
9. screening for everyone ages 15 t0.65, and other ags tIncreasedrisk
10 for sl (o Hepatis A, Hepatits &
Herpes Zoster, Human Papllomarus,influenza (Fu Shot), Measies, Mumps, Rubells, Meningocoeeal, Preumocoel, Tetanus,
Diphthri,Pertusss, Varkcela.
11.Obesity sreening and counseling orall aduls
2 athigherisk
13.Syphils screening for al aduls at higherris.
1 tobacco users.




urgent care visits,
prescription drugs, and vision services - pediatric.

Category of Service Service/Procedure

Prior Auth Required?

Limits & Comments

Specific Exclusions

PT/OT/ST

inc apy,
manipulation

speech therapy,p and spinal

hysical

deterioration i patients sffering from a hronic disease or iness;repetive

assistance with walking for weak or unstable ptient);range of motion and passive
exercises that are notreated torestoration of a speciic oss of function, but are for

diathermy, utrasound and heat treatments for pulmonary conditons; diapulse:

Surgical Procedures

]
o physial therapy, occur By, speech thrapy, and pumonary o hersp oome
rehab. There s 36 Vit it or cardiac ehab, and a ypesof therap el ‘ f
Outpatient Rehabiliation Services - ; expected to improve s th patent esumes normal actviies agoi; general
Py v, Each therapy o XA | rcses to
itbotha py senvice and a spinal manipula a Oupatient
il manipultionorvsceral soft ssue maripulaton), augmented softssue
i 2 5 door widening,
tpes i
Cardiac Reha: Excludes home programs,on-going condioning and malntenance
inthe acute
Inpatent ehabiltaton seting. Addiional exclsions: admisson to. Hospil
Renabilitative Speech Therapy
. . Speech and language therapy and/or occupational therapy,ttal it of 20 visits
perbenefi year.
Renabilitative Occupational and
Renabilitative Physical Therapy
Bariatric Surgery NoT covERED
Nor Eocunder |see and
Gosmetic Surgery Reconstructive Surgery whichare covered as medically ncessary.
st copays, faciity it
e F Fora st of the specifcaly excluded
quired wpora 000
Transplant sauiredprior o el ‘ erices under this benef, see the Explanation of overage, Setion 4, 127, pages
g ” i 4748
a27¢ Tissue Tranp forspecifc details
25 defined fora
around transportaton and odgin.
3 2 mastectomy; H
arcas for chidren ages 15 e ub X
Reconstructive Surgery PA reauired prir to receiving surgery surgery, diease -

canal, when ear o ears
of

Routine Eye Exam (Adul)

" health serice no copay or colnsurance.

are lsted below- Limit 1 per year

Excludes servicesforvision trining and orthoptics

Routine Eye Exam for Children

There are no copayments,coinsurance or deductibles for 1 annual pediatric vision exam, 1 pair of frames, orlenses. Covered

Eyeglasses for Children

Replacement iscovered 1 time in any 12-month period. Contactfenses are limited to 2 single purchase of up to 3 -month supply
v t

&-month supply o inan Covered contact

in iew ofother eyewear with PA; PA i also required

lenses. Replacement s

p d.For tlshown
For addtional pai o eyeglasses or contacts lenses beyond the annual mits descrined above,

Vision

Eyeglasses

Medically necessary contact lenses can be dispensed,
in iew ofother eyewear with PA; PA i also required

Basic lans: Not covered,

necessary contactlenses.

fcselection of frames

Low Vision Care for Children

PArequired; maximum allowances are listed inthe
EOC under Section 15, “Pediatrc Vision, Low Vision
See also"Durable Medical Equipment.” PA
alsorequired for DME of any dollar value assoclated
with the treatment of ow vision, such as lamps,
magnifying glasses, etc.

care.

For 18 and under oy




Note: je it for
urgent care visits,

prescription drugs, and vision services - pediatric.

Category of Service Service/Procedure

Prior Auth Required?

Limits & Comments

Specific Exclusions

Disease Management

Programs by CareSource | High Blood Pressure & Cholesterol

Prior Authorization i req
only.

These beneft pr

nical health

Enhanced Dental + Vision Benefits

Routine Eye Exams, Glasses & Contact
Lenses (Adult)

IN-EXCP-19

ts are offered at wrays,
Routine Dental Services  (Adult) basic restoratve {flings)
ach year for cleanings and oral exams
Enhanced Dental s ar offered at wrays,
Major Dental Services (adui) basic restoratve {flings)
ach year for cleanings and oral exams
Orthodontia - Adult NOT COVERED Orthodontia for adults age 19 and older i excluded.
accidental bental Alplans: Coverage i I s s o the b, Sen v for
Enhanced Vision
tofour for

525 copay required.

Allplans
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