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Effective and Termination Dates



Eligibility

All international students, scholars or other persons with a current passport who: 1) are engaged in educational activities; and
2) are temporarily located outside his/her home country as a non resident alien; and 3) have not obtained permanent residency
status in the U.S. are eligible to enroll in this insurance plan. Those enrolled in an English language or similar program or an
Optional Practical Training Program or with an F or J visa are also eligible to enroll in this insurance plan.

Students, with the exception of those with a J visa or those engaged in an Optional Practical Training Program, must actively
attend classes for at least the first 31 days after the date for which coverage is purchased. Home study, correspondence and
online courses do not fulfill the Eligibility requirements that the student actively attend classes. The Company maintains its right
to investigate Eligibility or student status and attendance records to verify that the policy Eligibility requirements have been met.
If the Company discovers the Eligibility requirements have not been met, its only obligation is to refund premium.

Eligible students who do enroll may also insure their Dependents. Eligible Dependents are the student’s legal spouse and
dependent children under 26 years of age.

Dependent Eligibility expires concurrently with that of the Insured student.

U.S. citizens are not eligible for coverage as a student or a Dependent.

Effective and Termination Dates

The Master Policy becomes effective at 12:01 a.m., July 1, 2015. The individual student’'s coverage becomes effective on the
first day of the period for which premium is paid or the date the enrollment form and full premium are received by the Company
(or its authorized representative), whichever is later. The Master Policy terminates at 11:59 p.m., September 30, 2016.
Coverage terminates on that date or at the end of the period through which premium is paid, whichever is earlier. Twelve (12)
months is the maximum time coverage can be effective under any policy year for any Insured person. Dependent coverage will



Extension of Benefits after Termination

The coverage provided under the Policy ceases on the Termination Date. However, if an Insured is Hospital Confined on the
Termination Date from a covered Injury or Sickness for which benefits were paid before the Termination Date, Covered Medical
Expenses for such Injury or Sickness will continue to be paid as long as the condition continues but not to exceed 90 days after

the Termination Date.

The total payments made in respect of the Insured for such



OUT-OF-NETWORK PROVIDERS - If Inpatient care is not provided at a Preferred Provider, eligible Inpatient expenses will be
paid according to the benefit limits in the Schedule of Benefits.

Outpatient Hospital Expenses

Preferred Providers may discount bills for outpatient Hospital expenses. Benefits are paid according to the Schedule of
Benefits. Insureds are responsible for any amounts that exceed the benefits shown in the Schedule, up to the Preferred
Allowance.

Professional & Other Expenses
Benefits for Covered Medical Expenses provided by UnitedHealthcare Options PPO will be paid at the Coinsurance

percentages specified in the Schedule of Benefits or up to any limits specified in the Schedule of Benefits. All other providers
will be paid according to the benefit limits in the Schedule of Benefits.

Schedule of Medical Expense Benefits

Injury and Sickness Benefits

No Overall Maximum Dollar Limit (



Inpatient

Preferred Provider

Out-of-Network

Room and Board Expense, daily semi-
private room rate when confined as an
Inpatient; and general nursing care
provided by the Hospital.

Preferred Allowance

Usual and Customary Charges

Intensive Care

Preferred Allowance

Usual and Customary Charges

Hospital Miscellaneous Expenses, such
as the cost of the operating room,
laboratory tests, x-ray examinations,
anesthesia, drugs (excluding take home
drugs) or medicines, therapeutic services,
and supplies. In computing the number of
days payable under this benefit, the date of
admission will be counted, but not the date
of discharge.

Preferred Allowance

Usual and Customary Charges

Routine Newborn Care, while Hospital
Confined; and routine nursery care
provided immediately after birth for an
Inpatient stay of at least 48 hours following
a vaginal delivery or 96 hours following a
cesarean delivery. If the mother agrees,
the attending Physician may discharge the
newborn earlier.

Paid as any other Sickness

Paid as any other Sickness

Physiotherapy
Surgery, ry

Preferred Allowance

Usual and Customary Charges




Outpatient

Preferred Provider

Out-of-Network

Day Surgery Miscellaneous, related to
scheduled surgery performed in a Hospital,
including the cost of the operating room;
laboratory tests and x-ray examinations,
including professional fees; anesthesia;
drugs or medicines; and supplies. Usual
and Customary Charges for Day Surgery
Miscellaneous are based on the Outpatient
Surgical Facility Charge Index.

Preferred Allowance

Usual and Customary Charges

Assistant Surgeon Fees

Preferred Allowance

Usual and Customary Charges

Anesthetist Services, professional
services administered in connection with
outpatient surgery.

Physician's Visits, benefits for Physician’s
Visits do not apply when related to surgery
or Physiotherapy.

Preferred Allowance

Preferred Allowance
$20 Copay per visit

Usual and Customary Charges







Other

Preventive Care Services, medical
services that have been demonstrated by
clinical evidence to be safe and effective in
either the early detection of disease or in
the prevention of disease, have been
proven to have a beneficial effect on health
outcomes and are limited to the following
as required under applicable law: 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 that have in effect a
recommendation from the Advisory
Committee on Immunization Practices of
the Centers for Disease Control and
Prevention; 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;
and 4) with respect to women, such
additional preventive care and screenings
provided for in comprehensive guidelines
supported by the Health Resources and
Services Administration.

No Deductible, Copays or Coinsurance
will be applied when the services are
received from a Preferred Provider.

Preferred Provider

Out-of-Network






4. Drugs available over-the-



e Coombs test
e Cystic fibrosis screening

Each visit: Urine analysis
Once every trimester: Hematocrit and Hemoglobin

Once during first trimester: Ultrasound

Once during second trimester;

e Ultrasound (anatomy scan)
e Triple Alpha-fetoprotein (AFP), Estriol, hCG or Quad screen test Alpha-fetoprotein (AFP), Estriol, hCG, inhibin-a

Once during second trimester if age 35 or over: Amniocentesis or Chorionic villus sampling (CVS), non-invasive fetal
aneuploidy DNA testing

Once during second or third trimester: 50g Glucola (blood glucose 1 hour postprandial)
Once during third trimester: Group B Strep Culture

Pre-natal vitamins are not covered, except folic acid supplements with a written prescription. For additional information
regarding Maternity Testing, please call the Company at 1-866-948-8472.

Additional Benefits

Benefits for Drug Treatment of Cancer or Life Threatening Conditions

When Prescription Drug benefits are payable under the policy, benefits will be provided for drugs for treatment of cancer or life
threatening conditions although the drug has not been approved by the Food and Drug Administration for that indication if that
drug is recognized for treatment of such indication in one of the standard reference compendia or in the appropriate medical
literature. The prescribing Physician must submit documentation supporting the proposed off-label use or uses to the
Company if requested. Coverage shall include Medically Necessary services associated with the administration of such drugs.

Benefits shall be subject to all Deductible, Copayment, Coinsurance, limitations, or any other provisions of the policy.

Benefits for Dental Anesthesia

Benefits shall be provided for dental anesthesia and related Hospital Covered Medical Expenses for services and supplies
provided to a covered Insured Person who:

(1) Is achild under age five; or
(2) Is severely disabled or otherwise suffers from a developmental disability as determined by a Physician which
places such child at serious risk.

Benefits shall be subject to all Deductible, Copayment, Coinsurance, limitations, or any other provisions of the policy.

Excess Provision

Even if you have other insurance, the Plan may cover unpaid balances, Deductibles and pay those eligible medical expenses
not covered by other insurance. Benefits will be paid on the unpaid balances after your other insurance has paid.

No benefits are payable for any expense incurred for Injury or Sickness which has been paid or is payable by other valid and
collectible insurance or under an automobile insurance policy.

However, this Excess Provision will not be applied to the first $100 of medical expenses incurred.

Covered Medical Expenses excludes amounts not covered by the primary carrier due to penalties imposed as a result of the
Insured’s failure to comply with policy provisions or requirements.



Important:






Exclusions and Limitations

No



24. Skydiving, parachuting, hang gliding, glider flying, parasailing, sail planing, bungee jumping, or flight in any kind of aircraft,
except while riding as a passenger on a regularly scheduled flight of a commercial airline;

25. Supplies, except as specifically provided in the policy;

26. Surgical breast reduction, breast augmentation, breast implants or breast prosthetic devices, or gynecomastia; except as
specifically provided in the policy;

27. Treatment in a Government hospital, unless there is a legal obligation for the Insured Person to pay for such treatment;

28. W



To access services please call:
(800) 527-0218 Toll-free within the United States
(410) 453-6330 Collect outside the United States

Services are also accessible via e-mail at assistance@UHCGIobal.com.
When calling the UnitedHealthcare Global Operations Center, please be prepared to provide:

e Caller's name, telephone and (if possible) fax number, and relationship to the patient;

- Patient's name, age, sex, and UnitedHealthcare Global ID Number as listed on your Medical ID Card,;
e Description of the patient's condition;

« Name, location, and telephone number of hospital, if applicable;

« Name and telephone number of the attending physician; and

e Information of where the physician can be immediately reached.

UnitedHealthcare Global is not travel or medical insurance but a service provider for emergency medical assistance services.
All medical costs incurred should be submitted to your health plan and are subject to the policy limits of your health coverage.
All assistance services must be arranged and provided by UnitedHealthcare Global. Claims for reimbursement of services not
provided by UnitedHealthcare Global will not be accepted. Please refer to the UnitedHealthcare Global information in My
Account at www.uhcsr.com for additional information, including limitations and exclusions.



Claim Procedures for Injury and Sickness Benefits

In the event of Injury or Sickness, students should:

1 Report to the Student Health Service or Infirmary for treatment, or when not in school, to their Physician or Hospital.

1 Mail to the address below all medical and hospital bills along with the patient's name and insured student's name,
address, SR ID number (insured’s insurance company ID number) and name of the university under which the student
is insured. A Company claim form is not required for filing a claim.

2. Submit claims for payment within 90 days after the date of service. If the Insured doesn’t provide this information within
one year of the date of service, benefits for that service may be denied at our discretion. This time limit does not apply
if the Insured is legally incapacitated.

Submit the above information to the Company by mail to:

UnitedHealthcare StudentResources
P.O. Box 809025

Dallas, Texas 75380-9025
1-866-948-8472

or visit our website at www.uhcsr.com

Pediatric Dental Services Benefits

Benefits are provided for Covered Dental Services for Insured Persons under the age of 19. Benefits terminate on the earlier of:
1) date the Insured Person reaches the age of 19; or 2) the date the Insured Person's coverage under the policy terminates.

Section 1: Accessing Pediatric Dental Services

Network and Non-Network Benefits
Network Benefits apply when the Insured Person chooses to obtain Covered Dental Services from a Network Dental Provider.



Benefits are available only for Necessary Dental Services. The fact that a Dental Provider has performed or prescribed a
procedure or treatment, or the fact that it may be the only available treatment for a dental disease, does not mean that the
procedure or treatment is a Covered Dental Service.

Pre-Treatment Estimate

If the charge for a Dental Service is expected to exceed $300 or if a dental exam reveals the need for fixed bridgework, the
Insured Person may receive a pre-treatment estimate. To receive a pre-treatment estimate, the Insured Person or Dental
Provider should send a notice to the Company, via claim form, within 20 calendar days of the exam. If requested, the Dental
Provider must provide the Company with dental x-rays, study models or other information necessary to evaluate the treatment
plan for purposes of benefit determination.

The Company will determine if the proposed treatment is a Covered Dental Service and will estimate the amount of payment.
The estimate of benefits payable will be sent to the Dental Provider and will be subject to all terms, conditions and provisions of
the policy.

A pre-treatment estimate of benefits is not an agreement to pay for expenses. This procedure lets the Insured Person know in
advance approximately what portion of the expenses will be considered for payment.

Pre-Authorization

Pre-authorization is required for all orthodontic services. The Insured Person should speak to the Dental Provider about
obtaining a pre-authorization before Dental Services are rendered. If the Insured Person does not obtain a pre-authorization, the
Company has a right to deny the claim for failure to comply with this requirement.

If a treatment plan is not submitted, the Insured Person will be responsible for payment of any dental treatment not approved by
the Company. Clinical situations that can be effectively treated by a less costly, clinically acceptable alternative procedure will
be assigned a Benefit based on the less costly procedure.

Section 2: Benefits for Pediatric Dental Services

Benefits are provided for the Dental Services stated in this Section when such services are:
A. Necessary.
B. Provided by or under the direction of a Dental Provider.
C. Clinical situations that can be effectively treated by a less costly, dental appropriate alternative procedure will be
assigned a Benefit based on the least costly procedure.
D. Not excluded as described in Section 3: Pediatric Dental Services exclusions.

Dental Services Deductible

Benefits for pediatric Dental Services are not subject to the policy Deductible stated in the policy Schedule of Benefits.
Instead, benefits for pediatric Dental Services are subject to a separate Dental Services Deductible. For any combination of
Network and Non-Network Benefits, the Dental Services Deductible per Policy Year is $500 per Insured Person.

Benefits

When Benefit limits apply, the limit stated refers to any combination of Network Benefits and Non-Network Benefits unless
otherwise specifically stated. Benefit limits are calculated on a Policy Year basis unless otherwise specifically stated.

Benefit Description and Limitations Network Benefits Non-Network Benefits
Benefits are shown as a Benefits are shown as a
percentage of Eligible Dental | percentage of Eligible
Expenses. Dental Expenses.

Diagnostic Services

Intraoral Bitewing Radiographs (Bitewing X-ray) 50% 50%

Limited to 1 set of films every 6 months.

Panorex Radiographs (Full Jaw X-ray) or Complete Series | 50% 50%

Radiographs (Full Set of X-rays)
Limited to 1 film every 60 months.
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Benefit Description and Limitations



Benefit Description and Limitations Network Benefits Non-Net
Benefits are shown as a
percentage of Eligible Dental
Expenses.






e Adiagnosis from the Dental Provider including a complete dental chart showing extractions, fillings or other






Policy Deductible

Benefits for pediatric Vision Care Services are not subject to any policy Deductible stated in the policy Schedule of Benefits.
Any amount the Insured Person pays in Copayments for Vision Care Services does not apply to the policy Deductible stated in
the policy Schedule of Benefits.

Benefit Description

When Benefit limits apply, the limit stated refers to any combination of Network Benefits and Non-Network Benefits unless
otherwise specifically stated. Benefit limits are calculated on a Policy Year basis unless otherwise specifically stated.

Benefits are provided for the Vision Care Services described below, subject to Frequency of Service limits and Copayments
and Coinsurance stated under each Vision Care Service in the Schedule of Benefits below.

Routine Vision Examination



Necessary Contact Lenses - Benefits are available when a Vision Care Provider has determined a need for and has
prescribed the contact lens. Such determination will be made by the Vision Care Provider and not by the Company. Contact

lenses are necessary if the Insured Person has any of the following:

« Keratoconus.
e Anisometropia.

e Irregular corneal/astigmatism.

e Aphakia.
e Facial deformity.
e Corneal deformity.

Schedule of Benefits

Vision Care Service

Frequency of Service

Network Benefit

Non-Network Benefit

Routine Vision Examination or
Refraction only in lieu of a complete
exam.

Once per year.

100% after a Copayment of
$20.

50% of the billed charge.

Eyeglass Lenses

Once per year.

e Single Vision

100% after a Copayment of

50% of the billed charge.

$40.

. . 0 .

Bifocal 100% after ;;(:)opayment of 50% of the billed charge.
. . 0 .

Trifocal 100% after ;ﬁ)opayment of | 5006 of the billed charge.
. L 0 .

Lenticular 100% after g4coopayment of 50% of the billed charge.

Eyeglass Frames Once per year.

= Eyeglass frames with a 100% 50% of the billed charge.

retail cost up to $130.

e Eyeglass frames with a
retail cost of $130 -
160.

100% after a Copayment of
$15.

50% of the billed charge.

e Eyeglass frames with a
retail cost of $160 -
200.

100% after a Copayment of
$30.

50% of the billed charge.

e Eyeglass frames with a
retail cost of $200 -
250.

e Eyeglass frames with a
retail cost greater than
$250.

100% after a Copayment of
$50.

60%

50% of the billed charge.




Replacement or repair of lenses and/or frames that have been lost or broken.
Optional Lens Extras not listed in Section 1: Benefits for Vision Care Services.
Missed appointment charges.

Applicable sales tax charged on Vision Care Services.
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Section 3: Claims for Pediatric Vision Care Services

When obtaining Vision Care Services from a non-Network Vision Care Provider, the Insured Person will be required to pay all
billed charges directly to the Vision Care Provider. The Insured Person may then seek reimbursement from the Company.

Reimbursement for Vision Care Services

To file a claim for reimbursement for Vision Care Services rendered by a non-Network Vision Care Provider, or for Vision Care
Services covered as reimbursements (whether or not rendered by a Spectera Eyecare Networks Vision Care Provider or a hon-
Network Vision Care Provider), the Insured Person must provide all of the following information at the address specified below:

. Insured Person's itemized receipts.

. Insured Person's name.

. Insured Person's identification number.
. Insured Person's date of birth.

Submit the above information to the Company:

By mail:
Claims Department
P.O. Box 30978
Salt Lake City, UT 84130

Submit claims for payment within 90 days after the date of service. If the Insured doesn’t provide this information within one
year of the date of service, benefits for that service may be denied at our discretion. This time limit does not apply if the Insured
is legally incapacitated.



savings immediately using your EyeMed ID card, which can be printed from the “Discounts and Wellness” tab on your school’s
page at www.gallagherstudent.com.

Basix Dental Savings

Maintaining good health extends to taking care of your teeth, gums and mouth. The Basix Dental Savings Program provides a
wide range of dental services at reduced costs for students enrolled in a Gallagher Student Health & Special Risk Insurance
Plan. It is important to understand the Dental Savings Program is not dental insurance. Basix contracts with dentists that



The Plan is Underwritten by:

Student Resources (SPC) Ltd.
A UNITEDHEALTH GROUP COMPANY

If you need medical attention before the ID card is received, benefits will be payable according to the Policy. You do not need
an ID card to be eligible to receive benefits. Call Gallagher Student to verify eligibility. Please keep this Brochure as a general
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