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Introduction

g his Summary Plan Description describes the terms
I and conditions of coverage under your Employee
Behavioral Health Benefits Plan (“Plan”). Read this
- document carefully so that you will have a clear under-
standing of your Coverage under this Plan. If you have
any questions regarding your Coverage or procedures
for obtaining Behavioral Health Services, you may call
Fa PacifiCare Behavioral Health, Inc. (“PBHI”) at 1-800-
i :- 999-9585. PBHI has entered into an agreement with the
-

. University of California (“Plan Sponsor”) to provide
certain administrative services related to Coverage under
this Plan, including but not limited to premium billing and collection, claims payment,
case management, pre-authorization and provider access.

All Behavioral Health Services, other than Emergency Treatment and Urgently Needed
Services, are subject to prior authorization by PBHI, as described in this Summary Plan
Description.

Only Medically Necessary Behavioral Health Services are covered under this Plan. PBHI
has sole and exclusive discretion in interpreting the benefits covered under this Plan and the
other terms, conditions, limitations and exclusions set out in the Administrative Services
Agreement and this Summary Plan Description. Plan Sponsor reserves the right to change,
interpret, modify, withdraw or add benefits or terminate this Plan, in its sole discretion,
without prior notice or approval by Plan participants. The legal documents governing this
Plan consist of only the Administrative Services Agreement, along with this Summary Plan
Description and the Schedule of Behavioral Health Benefits. Any change or amendment to this
Plan, its benefits or its terms and conditions may be made solely in written amendment to
this Plan, approved by the Plan Sponsor. No person or entity has any authority to make any
oral changes or amendments to this Plan.

PacifiCare Behavioral Health, Inc.
3120 Lake Center Drive
Santa Ana, California 92704-6917

Or visit the website: www.pbhi.com

Customer Service
1-800-999-9585
1-888-877-5378 (TDHI)

Questions? Call our Customer Service Department at 1-800-999-9585.




Schedule of Behavioral Health Benefits

UNIVERSITY OF CALIFORNIA NEw MEXICO, WASHINGTON DC AND NEVADA
SELECT EPO SCHEDULE OF BENEFITS

The Calendar Year Deductible, benefits maximums, benefit level, and lifetime maximums are combined for a member
who transfers between the United Healthcare Plans.

Benefits
Mental Health Services
Maximum Inpatient Benefit, Per Member Per Lifetime None
Inpatient, Residential and Day Treatment Based on Medical Necessity
Coverage Level 100%
Calendar Year Deductible None
Outpatient Treatment Based on Medical Necessity

Copayment $15.00 per visit

Chemical Dependency Rehabilitation

Maximum Inpatient Benefit, Per Member Per Lifetime 130 days'
(Combined with Chemical Detoxification)

Calendar Year Maximum Benefit $10,000

Inpatient, Residential and Day Treatment 1 treatment episode per Calendar Year?
(Combined with Chemical Detoxification)
Days to be determined based on the following levels of care

Inpatient 1 day

Residential Treatment 7/10 of 1 day

Day Treatment 6/10 of 1 day
Calendar Year Deductible Amount $250

(Waived for detoxification and outpatient treatment)

Coverage Level 80%

Non-Compliance Reduction 30%
(Percentage by which a Members coverage level is reduced when Member leaves the Chemical
Dependency Inpatient, Residential Treatment or Day Treatment program against the
medical advice of a PBHI Participating Provider)

Chemical Detoxification

Maximum Inpatient Benefit, Per Member Per Lifetime 130 days!
(Combined with Chemical Dependency)

Calendar Year Maximum Benefit $10,000

Maximum Benefit, Per Member, Per Calendar Year 1 treatment episode per Calendar Year?
(Combined with Chemical Dependency)

Calendar Year Deductible Amount None

Coverage Level 80%

All Mental Health, Chemical Dependency, and Detoxification treatment must be Pre-Authorized by PBHI toll free at
1-800-999-9585. The number of visits, days or episodes authorized must be Medically Necessary.

T For purposes of determining the number of treatment days for the maximum Inpatient benefit, Residential
Treatment days are counted as 70 percent of one day and Day Treatment days are counted as 60 percent of one day.
This permits the Member to obtain additional coverage when alternate levels of care are utilized. Number of days are
determined by clinical appropriateness under the Plan’s guidelines for Medical Necessity.

2 Length of treatment episodel(s) is (are) determined by clinical appropriateness under the Plan’s guidelines for

Medical Necessity.

Questions? Call our Customer Service Department at 1-800-999-9585.




The University establishes its own medical plan
eligibility, enrollment and termination criteria based
on the University of California Group Insurance
Regulations (“Regulations”), and any corresponding
Administrative Supplements. Portions of these
Regulations are summarized in this Summary Plan
Description.

Eligibility
The following individuals are eligible to enroll in this
Plan. If the Plan is Health Maintenance Organization
(HMO), Point of Service (POS), or Exclusive Provider
Organization (EPO) Plan, they are only eligible to
enroll in the plan if they meet the Plan’s geographic
service area criteria. Anyone enrolled in a non-
University Medicare Advantage Managed Care contract
or enrolled in a non-University Medicare Part D
Prescription Drug Plan will be deenrolled from this
health plan.

Subscriber

Employee: You are eligible if you are appointed to
work at least 50% time for twelve months or more or
are appointed at 100% time for three months or more
or have accumulated 1,000* hours while on pay status
in a twelve-month period. To remain eligible, you
must maintain an average regular paid time** of at
least 17.5 hours per week and continue in an eligible
appointment. If your appointment is at least 50%
time, your appointment form may refer to the time
period as follows: “Ending date for funding purposes
only; intent of appointment is indefinite (for more
than one year).”

* Lecturers - see your benefits office for eligibility.

** Average Regular Paid Time - For any month, the
average number of regular paid hours per week
(excluding overtime, stipend or bonus time)
worked in the preceding twelve (12) month
period. Average regular paid time does not
include full or partial months of zero paid
hours when an employee works less than
43.75% of the regular paid hours available in
the month due to furlough, leave without pay
or initial employment.

Retiree: A former University Employee receiving
monthly benefits from a University-sponsored defined
benefit plan.

You may continue University medical plan coverage as
a Retiree when you start collecting retirement or
disability benefits from a University-sponsored defined
benefit plan. You must also meet the following
requirements:

(a) you meet the University’s service credit require-
ments for Retiree medical eligibility;

(b) the effective date of your Retiree status is within
120 calendar days of the date employment ends;

and

(c) you elect to continue medical coverage at the time
of retirement.

A Survivor A deceased Employee’s or Retiree’s Family
Member receiving monthly benefits from a University-
sponsored defined benefit plan-may be eligible to
continue coverage as set forth in the University’s Group
Insurance Regulations. For more information, see the
UC Group Insurance Eligibility Factsheet for Retirees and
Eligible Family Members.

If you are eligible for Medicare, you must follow UC’s
Medicare Rules. See “Effect of Medicare on Retiree
Enrollment” below.

Eligible Dependents (Family Members): When you
enroll any Family Member, your signature on the
enrollment form or the confirmation number on your
electronic enrollment attests that your Family Member
meets the eligibility requirements outlined below. The
University and/or the Plan reserves the right to periodi-
cally request documentation to verify eligibility of
Family Members, including any who are required to be
your tax dependent(s). Documentation could include
a marriage certificate, birth certificate(s), adoption
records, Federal Income Tax Return, or other official
documentation.

Spouse: Your legal spouse.

Child: All eligible children must be under the limiting
age (18 for legal wards, 23 for all others), unmarried,
and may not be emancipated minors. The following
categories are eligible:

Questions? Call our Customer Service Department at 1-800-999-9585.



(a) your natural or legally adopted children;

(b) your stepchildren (natural or legally adopted
children of your spouse) if living with you,
dependent on you or your spouse for at least 50%
of their support and are your or your spouse’s
dependents for income tax purposes;

(c) grandchildren of you or your spouse if living with
you, dependent on you or your spouse for at least
50% of their support and are your or your spouse’s
dependents for income tax purposes;

(d) children for whom you are the legal guardian if
living with you, dependent on you for at least 50%
of their support and are your dependents for
income tax purposes.

Any child described above (except a legal ward) who is
incapable of self-support due to a physical or mental
disability may continue to be covered past age 23
provided:

* the incapacity began before age 23, the child was
enrolled in a group medical plan before age 23 and
coverage is continuous;

* the child is claimed as your dependent for income
tax purposes or is eligible for Social Security
Income or Supplemental Security Income as a
disabled person or working in supported
employment which may offset the Social Security
or Supplemental Security Income; and

* the child lives with you if he or she is not your or
your spouse’s natural or adopted child.

Application must be made to the Plan at least 31 days
before the child’s 23rd birthday and is subject to
approval by the Plan. The Plan may periodically
request proof of continued disability. Incapacitated
children approved for continued coverage under a
University-sponsored medical plan are eligible for
continued coverage under any other University-
sponsored medical plan; if enrollment is transferred
from one plan to another, a new application for
continued coverage is not required.

If you are a newly hired Employee with an incapac-
itated child, you may also apply for coverage for that
child. The child must have had continuous group
medical coverage since age 23, and you must apply for

University coverage during your Period of Initial
Eligibility.

Other Eligible Dependents (Family Members): You
may enroll a same-sex domestic partner (and the same-
sex domestic partner’s children/grandchildren/step
children) as set forth in the University of California
Group Insurance Regulations.

Effective January 1, 2005, the University will recognize
an opposite sex domestic partner as a family member
that is eligible for coverage in UC-sponsored benefits if
the employee/retiree or domestic partner is age 62 or
older and eligible to receive Social Security benefits and
both the employee/retiree and domestic partner are at
least 18 years of age.

An adult dependent relative is no longer eligible for
coverage effective January 1, 2004. Only an adult
dependent relative who was enrolled as an eligible
dependent as of December 31, 2003 may continue
coverage in UC-sponsored plans.

No Dual Coverage

Eligible individuals may be covered under only one of
the following categories: as an Employee, a Retiree, a
Survivor or a Family Member, but not under any
combination of these. If an Employee and the
Employee’s spouse or domestic partner are both eligible
Subscribers, each may enroll separately or one may
cover the other as a Family Member. If they enroll
separately, neither may enroll the other as a Family
Member. Eligible children may be enrolled under
either parent’s or eligible domestic partner’s coverage
but not under both. Additionally, a child who is also
eligible as an Employee may not have dual coverage
through two University-sponsored medical plans.

More Information

For information on who qualifies and how to enroll,
contact your local Benefits Office or the University of
California’s Customer Service Center. You may also
access eligibility factsheets on the web site: http://aty-
ourservice.ucop.edu.

Questions? Call our Customer Service Department at 1-800-999-9585.



Enrollment

For information about enrolling yourself or an eligible
Family Member, see the person at your location who
handles benefits. If you are a Retiree, contact the
University’s Customer Service Center. Enrollment
transactions may be completed by paper form or elec-
tronically, according to current University practice. To
complete the enrollment transaction, paper forms must
be received by the local Accounting or Benefits office
or by the University’s Customer Service Center by the
last business day within the applicable enrollment
period; electronic transactions must be completed by
midnight of the last day of the enrollment period.

During a Period of Initial Eligibility (PIE)
A PIE ends 31 days after it begins.

If you are an Employee, you may enroll yourself and
any eligible Family Members during your PIE. Your
PIE starts the day you become an eligible Employee.

You may enroll any newly eligible Family Member
during his or her PIE. The Family Member’s PIE starts
the day your Family Member becomes eligible, as
described below. During this PIE you may also enroll
yourself and/or any other eligible Family Member if
not enrolled during your own or their own PIE. You
must enroll yourself in order to enroll any eligible
Family Member. Family members are only eligible for
the same plan in which you are enrolled.

(a) For a spouse, on the date of marriage.
(b) For a natural child, on the child’s date of birth.
(c) For an adopted child, the earlier of:

(i) the date you or your Spouse has the legal right
to control the child’s health care, or

(ii) the date the child is placed in your physical
custody.

If the child is not enrolled during the PIE
beginning on that date, there is an additional
PIE beginning on the date the adoption
becomes final.

(d) Where there is more than one eligibility require-
ment, the date all requirements are satisfied.

If you decline enrollment for yourself or your eligible
Family Members because of other group medical plan

coverage and you lose that coverage involuntarily (or if
the employer stops contributing toward the other
coverage for you or your Family Members), you may
be able to enroll yourself and those eligible Family
Members during a PIE that starts on the day the other
coverage is no longer in effect.

If you are in an EPO, HMO, or POS Plan and you
move or are transferred out of that plan’s service area,
or will be away from the plan’s service area for more
than two months, you will have a PIE to enroll
yourself and your eligible Family Members in another
University medical plan. Your PIE starts with the
effective date of the move or the date you leave the
plan’s service area.

At Other Times For Employees And Retirees

You and your eligible Family Members may also enroll
during a group open enrollment period established by
the University.

If you are an Employee and opt out of medical
coverage or fail to enroll yourself during a PIE or open
enrollment period, you may enroll yourself at any
other time upon completion of a 90 consecutive
calendar day waiting period.

If you are an Employee or Retiree and fail to enroll
your eligible Family Members during a PIE or open
enrollment period, you may enroll your eligible Family
Members at any other time upon completion of a 90
consecutive calendar day waiting period.

The 90-day waiting period starts on the date the
enrollment form is received by the local Accounting or
Benefits office and ends 90 consecutive calendar days
later.

If you have one or more children enrolled in the Plan,
you may add a newly eligible Child at any time. See
“Effective Date”.

If you are an Employee or a Retiree and there is a
lifetime maximum for all benefits under this plan, and
you or a Family Member reaches that maximum, you
and your eligible Family Members may be eligible to
enroll in another UC-sponsored medical plan.

Contact the person who handles benefits at your
location (or the University’s Customer Service Center if
you are a Retiree).

Questions? Call our Customer Service Department at 1-800-999-9585.



If you are a Retiree, you may continue coverage for
yourself and your enrolled Family Members in the
same plan (or its Medicare version) you were enrolled
in immediately before retiring. You must elect to
continue enrollment for yourself and enrolled Family
Members before the effective date of retirement (or the
date disability or survivor benefits begin).

If you are a Survivor, you may not enroll your legal
spouse or domestic partner.

Effective Date

The following effective dates apply provided the appro-
priate enrollment transaction (paper form or elec-
tronic) has been completed within the applicable
enrollment period.

If you enroll during a PIE, coverage for you and your
Family Members is effective the date the PIE starts.

If you are a Retiree continuing enrollment in
conjunction with retirement, coverage for you and
your Family Members is effective on the first of the
month following the first full calendar month of
retirement income.

The effective date of coverage for enrollment during an
open enrollment period is the date announced by the

University.

For enrollees who complete a 90-day waiting period,
coverage is effective on the 91st consecutive calendar
day after the date the enrollment transaction is
completed.

An Employee or Retiree already enrolled in adult plus
child(ren) or family coverage may add additional
children, if eligible, at any time after their PIE.
Retroactive coverage is limited to the later of:

(a) the date the Child becomes eligible, or

(b) a maximum of 60 days prior to the date your
Child’s enrollment transaction is completed.

Change in Coverage

In order to change from single to adult plus child(ren)
coverage, or two adult coverage, or family coverage, or
to add another Child to existing family coverage,
contact the person who handles benefits at your
location (or the University’s Customer Service Center if
you are a Retiree).

Effect of Medicare on Retiree Enrollment

If you are a Retiree and you and/or an enrolled Family
Member is or becomes eligible for premium-free
Medicare Part A (Hospital Insurance) as primary
coverage, then that individual must also enroll in and
remain in Medicare Part B (Medical Insurance). Once
Medicare coverage is established, coverage in both Part
A and Part B must be continuous. This includes any-
one who is entitled to Medicare benefits through their
own or their spouse’s employment. Individuals
enrolled in both Part A and Part B are then eligible for
the Medicare premium applicable to this plan.

Retirees or their Family Member(s) who become
eligible for premium-free Medicare Part A on or after
January 1, 2004 and do not enroll in Part B will
permanently lose their UC-sponsored medical
coverage.

Retirees and their Family Members who were eligible
for premium-free Medicare Part A prior to January 1,
2004, but declined to enroll in Part B of Medicare, are
assessed a monthly offset fee by the University to cover
increased costs. The offset fee may increase annually,
but will stop when the Retiree or Family Member
becomes covered under Part B.

Retirees or Family Members who are not eligible for
premium-free Part A will not be required to enroll in
Part B, they will not be assessed an offset fee, nor will
they lose their UC-sponsored medical coverage.
Documentation attesting to their ineligibility for
Medicare Part A will be required. (Retirees/Family
Members who are not entitled to Social Security and
premium-free Medicare Part A will not be required to
enroll in Part B.)

An exception to the above rules applies to Retirees or
Family Members in the following categories who will
be eligible for the non-Medicare premium applicable to
this plan and will also be eligible for the benefits of this
plan without regard to Medicare:

a) Individuals who were eligible for premium-free Part
A, but not enrolled in Medicare Part B prior to
July 1, 1991.

b) Individuals who are not eligible for premium-free

Part A.

Questions? Call our Customer Service Department at 1-800-999-9585.



You should contact Social Security three months before
your or your Family Member’s 65th birthday to inquire
about your eligibility and how to enroll in the Hospital
(Part A) and Medical (Part B) portions of Medicare. If
you qualify for disability income benefits from Social
Security, contact a Social Security office for infor-
mation about when you will be eligible for Medicare
enrollment.

Upon Medicare eligibility, you or your Family Member
must complete a University of California Medicare
Declaration form, as well as submit a copy of your
Medicare card. This notifies the University that you
are covered by Part A and Part B of Medicare. The
University’s Medicare Declaration form is available
through the University’s Customer Service Center or
from the web site:
http://atyourservice.ucop.edu/forms_pubs.

Completed forms should be returned to University of
California, Human Resources and Benefits, Health &
Welfare Administration-Retiree Insurance Program,

Post Office Box 24570, Qakland, CA 94623-9911.

Any individual enrolled in a University-sponsored
Medicare Advantage Managed Care Contract must
assign his/her Medicare benefit to that plan or lose
UC-sponsored medical coverage. Anyone enrolled in a
non-University Medicare Advantage Managed Care
contract or enrolled in a non-University Medicare Part
D Prescription Drug Plan will be deenrolled from this
health plan.

Medicare Secondary Payer Law (MSP)
The Medicare Secondary Payer (MSP) Law affects the

order in which claims are paid by Medicare and an
employer group health plan. UC Retirees re-hired into
positions making them eligible for UC-sponsored med-
ical coverage, including CORE and mid-level

benefits, are subject to MSP.  For Employees or their
spouses who are age 65 or older and eligible for a
group health plan due to employment, MSP indicates
that Medicare becomes the secondary payer and the
employer plan becomes the primary payer. You should
carefully consider the impact on your health benefits
and premiums should you decide to return to work
after you retire.

Medicare Private Contracting Provision

Federal Legislation allows physicians or practitioners to
opt out of Medicare. Medicare beneficiaries wishing to
continue to obtain services (that would otherwise be
covered by Medicare) from these physicians or practi-
tioners will need to enter into written “private
contracts” with these physicians or practitioners. These
private agreements will require the beneficiary to be
responsible for all payments to such medical providers.
Since services provided under such “private contracts”
are not covered by Medicare or this Plan, the Medicare
limiting charge will not apply.

Some physicians or practitioners have never partici-
pated in Medicare. Their services (that would be
covered by Medicare if they participated) will not be
covered by Medicare or this Plan, and the Medicare
limiting charge will not apply.

If you are classified as a Retiree by the University (or
otherwise have Medicare as a primary coverage), are
enrolled in Medicare Part B, and choose to enter into
such a “private contract” arrangement as described
above with one or more physicians or practitioners, or
if you choose to obtain services from a provider who
does not participate in Medicare, under the law you
have in effect “opted out” of Medicare for the services
provided by these physicians or other practitioners. In
either case, no benefits will be paid by this Plan for
services rendered by these physicians or practitioners
with whom you have so contracted, even if you submit
a claim. You will be fully liable for the payment of the
services rendered. Therefore, it is important that you
confirm that your provider takes Medicare prior to
obtaining services for which you wish the Plan to pay.

However, even if you do sign a private contract or
obtain services from a provider who does not partic-
ipate in Medicare, you may still see other providers
who have not opted out of Medicare and receive the
benefits of this Plan for those services.

Benefits and Conditions for Coverage
Subject to all terms, conditions, exclusions, and limit-
ations set forth in this Plan, all eligible Members shall
be entitled to the Behavioral Health Services and
benefits described in this Plan.

Questions? Call our Customer Service Department at 1-800-999-9585.



Member Obligations

Member shall submit to PBHI for reimbursement any
and all claims for Emergency Services and Urgently
Needed Services received for covered Behavioral Health
Services from a non-participating provider within
ninety (90) days of the date of service if possible and in
no event later than one (1) year from the date services
are provided.

Pre-Authorization for Behavioral Health
Services - Except for Emergency Treatment and
Urgently Needed Services, all Behavioral Health
Services received by a Member must be pre-authorized
by a PBHI Clinician in order to qualify for coverage
under this Plan. Members requiring Behavioral Health
Services must call PBHI’s 24-hour phone number

identified herein to arrange for an appointment with a
PBHI Clinician.

A PBHI Clinician will evaluate the nature and severity
of the Member’s problem for Medical Necessity. If
treatment is determined Medically Necessary, the
PBHI Clinician will recommend the most appropriate
treatment for Member. The PBHI Clinician will con-
tact the Participating Facility or Participating
Practitioner regarding the initially authorized
Behavioral Health Treatment Program. The PBHI
Clinician will only authorize services, which are
Medically Necessary for the treatment of Mental
Disorders or Chemical Dependency. No benefits are
paid for services provided without the prior authoriza-
tion of the PBHI Clinician, unless such services are
Urgently Needed or required because of an Emergency.

Eligibility for In-Area Benefit - The in-area status
of the primary subscriber (employee, retiree, or
survivor) determines whether the employee/retiree/
survivor and dependent receive in-area behavioral
health benefits. However, in-area members who live or

travel outside the United States receive emergency
PBHI benefits only.

Concurrent Review of Behavioral Health
Services — Member shall cooperate with PBHT’s
concurrent reviews of Behavioral Health Services which
shall be conducted on a regular basis throughout a
Member’s Behavioral Health Treatment Program to
ensure the effectiveness and appropriateness of the level

of care, and to determine the necessity of a continuous
stay and/or treatment. The PBHI Clinician must
authorize all extended lengths of stay and transfers to
different levels of care as well as any related additional
services.

Reduction in Benefits for Failure to Complete
an Inpatient Treatment Program - In order to
receive the maximum benefits under this Plan for a
specific Chemical Dependency Inpatient Treatment
Program, the Member must complete the entire
Chemical Dependency Inpatient Treatment Program.
If Member abandons a Chemical Dependency
Inpatient Treatment Program prior to the scheduled
discharge or transfer authorized by the PBHI
Clinician, coverage for the Chemical Dependency
Inpatient Treatment Program under this Plan shall be
reduced by thirty percent (30%). Member shall be
required to reimburse the Participating Practitioner or
Participating Facility for this Copayment.

Copayments - Copayments, when applicable, are an
obligation of the Member at the time services are
rendered. Failure to pay a Copayment may result in
termination of Member’s Coverage under this Plan.

A schedule of the applicable Copayments for services
rendered to Member is set forth in the Schedule of
Behavioral Health Benefits.

Payment for Non-Covered Services - Nothing in
this Plan shall prevent the Plan or the Participating
Practitioner from collecting Prevailing Rates from

the Member for non-covered services or for services

rendered due to fraud or misrepresentation by
Member.

Emergency Treatment and Urgently Needed
Services - The cost of an Emergency Treatment and
Urgently Needed Services shall be covered by this Plan
if the following procedures are followed.

Procedure for Emergency Treatment and Urgently
Needed Services

e If Member or someone acting on Member’s behalf
is unable to contact PBHI prior to going to a
Facility for an Emergency Admission and Urgently
Needed Services, Member or the person(s) acting
on Member’s behalf must notify or take reasonable
steps to notify PBHI within twenty-four (24) hours

Questions? Call our Customer Service Department at 1-800-999-9585.



or as soon as reasonably possible after the Emer-
gency Treatment and Urgently Needed Services to
inform PBHI of the location, duration and nature
of the Emergency Treatment or Urgently Needed
Services.

* Ifan Emergency Treatment or Urgently Needed
Services are rendered at a Facility not designated by
PBHI, Member or Member’s representative should
notify PBHI in writing as soon as possible of the
nature and necessity of the Emergency Treatment
and Urgently Needed Services and should attach
any bills Member has received. Undisputed claims
for Emergency Treatment and Urgently Needed
Services shall be paid within thirty (30) working
days of receipt of a properly completed claim.

Mail notification and bills to:

PacifiCare Behavioral Health, Inc.
Claims Department

P.O. Box 31053

Laguna Hills, CA 92654-1054

* Facility admissions for non-emergency or non-
Urgently Needed Behavioral Health Services which
have not been authorized by PBHI and visits to
non-Participating Practitioner for non-emergency
or non-Urgently Needed Behavioral Health
Services which have not been authorized by PBHI
are not covered under this Plan.

Continuing or Follow-Up Treatment -
Continuing or follow-up treatment to an Emergency
Treatment or for non-Urgently Needed Services must
be coordinated through PBHI. PBHI will require the
Member to transfer to a Participating Practitioner or
Facility designated by PBHI, provided the transfer does
not create an unreasonable risk to the Member’s health.

Acts Beyond the Control of the Plan
Sponsor or PBHI

In the event of circumstances not reasonably within
the control of the Plan Sponsor or PBHI, such as
any major disaster, epidemic, complete or partial
destruction of Facility, war, riot, or civil insurrection,
which results in the unavailability of the Facilities,
personnel or Participating Practitioners, the Plan

Sponsor, PBHI, Participating Practitioner and
Participating Facilities shall provide or attempt to
arrange for Behavioral Health Services insofar as
practical, according to their best judgment, with the
limitation of such Facilities and personnel. Neither the
Plan Sponsor nor PBHI nor any Participating
Practitioner or Participating Facility shall have any lia-
bility or obligation for delay or failure to provide or
arrange for Behavioral Health Services if such delay or
failure is the result of any of the circumstances
described above.

Questions and Complaints

Our first priority is to meet your needs and that
means providing responsive service. If you ever have a
question or problem, your first step is to call the PBHI
Customer Service Department at 1-800-999-9585 for
a resolution.

If you feel the situation has not been addressed to your
satisfaction, you may submit a formal complaint
within 180 days of your receipt of an initial determin-
ation over the telephone by calling the PBHI toll-free
number. You can also file a complaint in writing:

PacifiCare Behavioral Health, Inc.
Post Office Box 55307

Sherman Oaks, CA 91413-0307
Attn: Appeals Department

Or at the PBHI website: www.pbhi.com

When a complaint is received either by telephone or in
writing by a PBHI Member Service Associate, the
following procedure will be followed in handling
complaints under the Appeal Procedure:

The PBHI Member Service Associate shall document
the complaint (received either by telephone or in
writing), the date received and the name of the PBHI
Member Service Associate recording the complaint. If
the complaint is by telephone and the person taking
the call is unable to resolve the problem to the
Member’s satisfaction, the Member will be asked to
submit a written complaint. The PBHI Member
Service Associate will assist the Member in filing a
written complaint if the Member desires the assistance.

Questions? Call our Customer Service Department at 1-800-999-9585.



Appeals Procedure

All complaints are directed to the Quality Management
Manager (“QM Manager”). The QM Manager mails
an acknowledgment letter to the Member and/or the
Member Representative within five business days of
receipt of a verbal or written appeal request.

Level 1: Initial Informal Review

The Quality Management Manager assembles an
appeal file, which includes all information received to
this point in the process, and presents it to the clinical
reviewer for a determination. Within five (5) business
days of the determination being made, a PBHI Quality
Management Manager mails written notification of the
determination to the Member and/or Member
Representative.

Level 2: Appealing an Informal Review
Decision

If the Member and/or Member Representative receives
an adverse determination to the initial appeal and
would like to pursue the appeal further, he/she may
initiate a second-level appeal either verbally or in
writing to the address or phone number indicated
above. The verbal or written second-level appeal must
be initiated within forty-five 45 days of the date of the
first-level written notification. Within 30 working days
of the request, the file is presented to a panel assembled
specifically for the review of the appeal for a determi-
nation. The Member has the option to appear before
the panel either in person or via teleconference. The
Member/ Member Representative will be notified via
mail within five working days of the determination. If
the determination is based in whole or in part on a
finding that the service is/was not medically necessary,
the written notification also provides information
regarding the right to seck review by an Independent
Review Organization (IRO).

Level 3: Independent Medical Review

If the Member is dissatisfied with the determination to
deny, modify, or delay services is based in whole, or in
part, on a finding that the disputed services are not
medically necessary, the Member or Member
Representative may request an Independent Medical
Review (IMR). The request for IMR must be received
by PBHI within six (6) months of: a) the enrollee’s

provider recommending a service as medically neces-
sary; b) the enrollee receiving urgent care for emer-
gency service that a provider determined was medically
necessary; or ¢) the enrollee - without provider recom-
mendation — has been seen by an in-plan provider for
the diagnosis or treatment of the medical condition for
which the enrollee secks independent review. The
application deadline may be extended beyond the six
(6) months if the circumstances of a case warrant the
extension. Upon receipt of the determination by the
IRO, PBHI promptly sends written notification the
Member/Member Representative.

Level 4: Binding Arbitration

If the Member is dissatisfied with the appeal, the
Member may submit or request that PBHI submit the
appeal to binding arbitration before Judicial Arbi-

tration and Mediation Service (“JAMS”).

Any and all disputes of any kind whatsoever, including,
claims for medical malpractice (that is as to whether
any medical services rendered under the health plan
were unnecessary or unauthorized or were improperly,
negligent, or incompetently rendered), except for
claims subject to ERISA, between Member (including
any heirs, successor or assigns of Member) and PBHI,
or any of its parents, subsidiaries or affiliates shall be
submitted to binding arbitration. Any such dispute
will not be resolved by a lawsuit or resort to court
process, except as the Federal Arbitration Act provides
for judicial review of arbitration proceedings. Member
and PBHI are giving up their constitutional rights to
have any such dispute decided in a court of law before
a jury, and are instead accepting the use of binding
arbitration by a single arbitrator in accordance with the
Comprehensive Arbitration Rules and Procedures of
JAMS, and administration of the arbitration shall be
performed by JAMS or such other arbitration service as
the parties may agree in writing. The parties will
endeavor mutually to agree to the appointment of the
arbitrator; but if such agreement cannot be reached
within thirty (30) days following the date demand

for arbitration is made, the arbitrator appointment
procedures in the Comprehensive Arbitration Rules
and Procedures will be utilized.

Arbitration hearings shall be held in the county in
which the Member lives or at such other location as

Questions? Call our Customer Service Department at 1-800-999-9585.



the parties may agree in writing. Civil discovery may
be taken in such arbitration. The arbitrator selected
shall have the power to control the timing, scope, and
manner of the taking of discovery and shall further
have the same powers to enforce the parties’ respective
duties concerning discovery as would a Court of New
Mexico including, but not limited to, the imposition
of sanctions. The arbitrator shall have the power to
grant all remedies provided by Federal and New
Mexico law. The parties shall divide equally the
expenses of JAMS and the arbitrator. In cases of
extreme hardship, PBHI may assume all or part of the
Member’s share of the fees and expenses of JAMS

and the arbitrator, provided the Member submits a
hardship application to JAMS. Please contact PBHI for
more information on how to obtain a hardship appli-
cation. The approval or denial of the hardship appli-
cation will be determined solely by JAMS.

The arbitrator shall prepare in writing an award that
includes the legal and factual reasons for the decision.
The requirement of binding arbitration shall not
preclude a party from seeking a temporary restraining
order or preliminary injunction or other provisional
remedies from a court with jurisdiction; however, any
and all other claims or causes of action including, but
not limited to, those seeking damages, shall be subject
to binding arbitration as provided herein. The Federal
Arbitration Act, 9 U.S.C. S§ 1-16, shall also apply to

the arbitration.

BY ENROLLING IN PACIFICARE BEHAVIORAL
HEALTH (PBHI) BOTH MEMBER (INCLUDING
ANY HEIRS, SUCCESSOR OR ASSIGNS OF
MEMBER) AND PBHI AGREE TO WAIVE
THEIR CONSTITUTIONAL RIGHT TO A

JURY TRIAL AND INSTEAD VOLUNTARILY
AGREE TO THE USE OF BINDING ARBI-
TRATION AS DESCRIBED IN THIS COMBINED
EVIDENCE OF COVERAGE AND DISCLOSURE
FORM.

Expedited Review Process

Appeals involving an imminent or serious threat to the
health of the Member, including, but not limited to,
severe pain, potential loss of life, limb, or other major

bodily functions will be immediately referred to the
PBHI Medical Director for expedited review, regardless
of whether such appeal is received orally or in writing.
PBHI will provide the Member with written statement
of the disposition or pending status of the expedited
review no later than three (3) days from receipt of
complaint.

Member Claims Against Participating
Practitioners and Facilities

Member acknowledges that Participating Practitioners
and Participating Facilities are independent contractors
and that the Plan does not assume responsibility for
the acts of the Participating Practitioners and Partici-
pating Facilities as the result of this independent
contractor relationship.

Member claims for damages as the result of an injury
caused or alleged to have been caused by an act or
failure to act by Participating Practitioner, Participating
Facility or other provider of Behavioral Health Services
are not governed by this Plan. Member may seek any
appropriate legal action against such persons and
entities deemed necessary.

Termination of Coverage

The termination of coverage provisions that are estab-
lished by the University of California in accordance
wi