ATTN: NDPERS

PO Box 91110 A

Sioux Falls, SD 57109 ] .
Ph: (800) 499-3416 (toll-free) LI NORTH DAKOTA SA NF:4 3 RD

TTY/TDD: (877) 652-1844 (tol-free) ‘v‘x RETIREMENT SYSTEM HEALTH PLAN

Fax: (701) 234-4570
sanfordhealthplan.com/ndpers

This Amendment is effective July 1, 2016, and applies to coverage under the following
North Dakota Public Employees Retirement System (NDPERS) Certificates of
Insurance:

e Grandfathered Dakota PPO/Basic Plan
¢ Non-Grandfathered Dakota PPO/Basic Plan
¢ Non-Grandfathered Dakota High Deductible Health Plan

Please review this document carefully, and keep it with your Policy for future reference.

Help understanding this document is free.
If you would like this palicy in another format (for example, a larger font size or a file for use with assistive technology, like
a screen reader), please call us at (800) 499-3416 (toll-free) |
TTY/TDD: (877) 652-1844 (toll-free).
Help in a language other than English is also free.
Please call (800) 892-0675 (toll-free) to connect with us using free translation services.

Statement of Eligibility to Receive Benefits
In the Preface and Section 3 Enroliment, the following has been amended as follows added:

Eligible employees also include non-Medicare eligible retired and terminated employees, and their Eligible Dependents, who remain eligible
to participate in the uniform group insurance program pursuant to applicable state law, as provided in N.D.C.C. §54-52.1-03 and federal
regulations. Eligible employees may also include Medicare eligible retirees who enrolled in the Dakota Retiree Plan and lost eligibility
to participate in the Dakota Retiree Plan due to the loss of Medicare Part B. For a comprehensive description of eligibility, refer to the
NDPERS web site at www.nd.gov/ndpers.

Value-Added Program
In the Preface, the following subsection is added:

Value-Added Program

Sanford Health Plan may, from time to time, offer health or fitness related programs to our Members through which Members may access
discounted rates from certain vendors for products and services available to the general public. Products and services available under any
such program are not Covered Services. Any such programs are not guaranteed and could be discontinued at any time. Sanford Health
Plan does not endorse any vendor, product or service associated with such a program and the vendors are solely responsible for the
products and services you receive.

Fiduciary Duties
In the Preface, the following subsection is added:

Claims Administrator is a Fiduciary

Except for direct member appeals regarding an infertility services deductible, the North Dakota Public Employees Retirement
Board has delegated to the Claims Administrator, herein known as Sanford Health Plan, benefit claims and appeals. Sanford
Health Plan is a Plan fiduciary for these benefit claims and appeals only. As such, the Claims Administrator has the final and
discretionary authority to determine these claims and appeals, and has the final and discretionary authority to interpret all terms
of the Plan and make factual determinations necessary to make the claim and appeal determinations. The decision made by the
Claims Administrator on review is final and binding, subject to your right to file a lawsuit under other applicable laws. This
decision making authority is limited only by the duties imposed. Any determination by the Claims Administrator is intended to
be given deference by courts to the maximum extent allowed under applicable laws.
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Notice of Non-Discrimination
In the Preface, the following subsection is added:

Notice of Non-Discrimination

Sanford Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, gender, gender identity, sex or sexual orientation. Sanford Health Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability, gender, gender identity, sex or sexual orientation.

Sanford Health Plan:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e  Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters

o Information written in other languages

If you need these services, contact Sanford Health Plan Member Services by calling (701) 417-6500 or (800) 499-3416 (toll-free) or
TTY/TDD: (877) 652-1844 (toll-free)or writing PO Box 91110, Sioux Falls, SD 57109-1110.

If you believe that Sanford Health Plan has failed to provide these services or discriminated in another way on the basis of race,
color, national origin, age, disability, or sex, you can file a grievance with Sanford Health Plan Member Services by calling(701) 417-
6500 or (800) 499-3416 (toll-free) or TTY/TDD: (877) 652-1844 (toll-free)or writing PO Box 91110, Sioux Falls, SD 57109-1110.

You can file a grievance in person or by mail or phone. If you need help filing a grievance contact Sanford Health Plan Member
Services by calling (701) 417-6500 or (800) 499-3416 (toli-fiee) or TTY/TDD: (877) 652-1844 (toll-free)or writing PO Box 91110, Sioux
Falls, SD 57109-1110.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by
mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, 1-800-868-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Limitation Period for Filing Suit
In the Preface, the following physical address is amended as follows:
Physical Address
Sanford Health Plan
1749 38" st. S.,
Fargo ND 58103
Member Services
(701) 417-6500 or (800) 499-3416 (toll-fiee) or
TTY/TDD: (877) 652-1844 (toll-fiee)

Notice of Privacy Practices
In the Preface, the following change has been made:
This Notice applies to Sanford Health Plan. If you have questions about this Notice, please contact Member Services at
(800) 499-3416 (toli-free) | TTY/TDD (877) 652-1844 (toll-free).

Member Rights
In the Introduction Section, the subsection, Member Rights has been expanded to include the following:
The Plan is committed to treating Members in a manner that respects their rights. In this regard, the Plan recognizes that each Member (or the
Member’s parent, legal guardian or other representative if the Member is a minor or incompetent) has the right to the following;
1.  Members have the right to receive impartial access to treatment and/or accommodations that are available or medically indicated,
regardless of race; ethnicity; national origin; color; gender; gender identity; age; sex; sexual orientation; medical condition, including
current or past history of a mental health and/or substance use disorder; disability; religious beliefs; or sources of payment for care.

HP-0991 NDPERS Amendment 7-16 Page 2 of 9


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Eligibility Requirements for Dependents

Section 3, Enroliment, subsection, Eligibility Requirements for Dependents, is revised. The Plan covers has expanded it’s
definition of a disabled dependent to include the following.

The following Dependents are eligible for coverage (“Dependent coverage”):

Spouse - The Subscriber’s spouse, under a legally existing marriage between persons of the opposite sex, is always eligible for coverage,
subject to the eligibility requirements as designated by NDPERS.

Dependent Child - To be eligible for coverage, a dependent child must meet all of the following requirements:
1. Be yournatural child, a child placed with you for adoption, a legally adopted child, a child for whom you have legal guardianship, a
stepchild, or foster child; and
2. Beone ofthe following:
a.  under age twenty-six (26); or
b. incapable of self-sustaining employment by reason of a disabling condition and chiefly dependent upon the Certificate
holder/Subscriber for support and maintenance. If the Plan so requests, the Subscriber must provide proof of the child’s disability
within thirty-one (31) days of the Plan’s request. Such a request may be no more than annually following the two year period of the
disabled dependent child’s attainment of the limiting age [N.D.C.C. §26.1-36-22 (4)]. If a person has a disabled dependent that is
over the limiting age but was never previously covered by the Plan, they are eligible for coverage if the disability occurred prior to
reaching the limiting age of 26. If for any reason, Subscriber drops coverage for a disabled dependent prior to age 26, then
wishes to cover the child again, coverage must be added prior to the child turning age 26. If the disabled child has reached
age 26, the child must be continuously covered under the Plan in order to maintain eligibility.

NOTE: Dependent coverage does not include the spouse of an adult Dependent child. Coverage will continue to the end of the month in
which the adult Dependent child reaches the limiting age. Coverage does not include the adult Dependent child’s spouse or child of such
Dependent (dependent of dependent) unless that Dependent’s child meets other coverage criteria established under state law. The adult
Dependent’s marital status, financial status, residency, student status or employment status will not be considered in determining eligibility
for initial or continued coverage.

Dependent of Dependent Child - To be eligible for coverage, a dependent of the Subscriber’s Dependent child, as defined above, must meet all

the following requirements:

3. Bethenatural child of the Subscriber’s Dependent child, a child placed with the Subscriber’s Dependent child for adoption, a legally
adopted child by the Subscriber’s Dependent child, a child for whom the Subscriber’s Dependent child has legal guardianship, a stepchild
of the Subscriber’s Dependent child, or foster child of the Subscriber’s Dependent child. These same definitions apply to dependents of the
Dependent child(ren) of the Subscriber’s living, covered Spouse; and

4. The Subscriber’s Dependent child must be a Covered Dependent under this Certificate of Coverage for the dependent of the Dependent
child to be eligible; and

5. The dependent of Subscriber’s Dependent child must be chiefly dependent on the Subscriber’s Dependent child for support.

Telehealth, e-visit, and video visits benefit
In Section 5(a), the following is added:

Telehealth, e-visit, and video visits benefit

Per Plan guidelines (available upon request), telemedicine, e-visit, and video visit services are covered and available through secured

interactive audio, video, or email connections.

e  Access to services may be done through a smart phone, tablet or computer.

e  Fornon-emergency health issues, coverage under this section includes but is not limited to diagnosis, consultation, or treatment.

e  Telemedicine, e-visit, and video visit services must be rendered by a Sanford Health Plan-approved Provider and/or Practitioner.

The following services are covered pursuant to the Plan’s medical coverage guidelines:

o Telemedicine Services: live, interactive audio and visual transmissions of a physician-patient encounter from one site to another, using
telecommunication technologies. Services may include tele-monitoring of patient status and transmittal of the information to another
Provider.

e  E-visits: email, online medical evaluations where providers interact with members through a secured email portal.

e  Video Visits: virtual visits where providers interact with members using online means; access points may include mobile smart phones;
tablets; or computers.

NOTE: Charges for telehealth, e-visit, and video visit services may be subject to deductible/coinsurance; see your SBC for details. Cost

sharing for these services does not include any related pharmacy charges. Prescriptions (if any) are covered separately under the Plan’s

prescription drug benefit. Charges for prescribed medication/drugs are listed in your SBC.

Not Covered:

Transmission fees
Services for excluded benefits
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Services not medically appropriate or necessary

Installation or maintenance of any telecommunication devices or systems
Provider-initiated e-mail

Appointment scheduling

A service that would similarly not be charged for in a regular office visit
Reminders of scheduled office visits

Requests for a referral

Consultative message exchanges

Clarification of simple instructions

Infertility services
Section 5(a), Medical services and supplies provided by health care Practitioners and Providers, is amended to read as
follows:

Not Covered:

o Donor eggs including any donor treatment and retrieval costs, donor sperm, cryopreservation or storage of embryos and unfertilized
sperm or eggs, Surrogate pregnancy and delivery, Gestational Carrier pregnancy and delivery; and preimplantation genetic diagnosis
testing;

Other treatment therapies not specified elsewhere
In Section 5(a), Medical services and supplies provided by health care Practitioners and Providers, the following is added:
e  Non-Surgical, medically necessary treatment, of Gender Dysphoria (Gender Identity Disorder), including hormone therapy,
mental/behavioral services, and laboratory testing to monitor the safety of continuous hormone therapy, per Plan guidelines
(available upon request).

Orthotic and prosthetic devices
In Section 5(a), Medical services and supplies provided by health care Practitioners and Providers, the following change is
made:
Externally worn breast prostheses and surgical bras, including necessary replacements following a mastectomy. Includes two (2) external
prosthesis per Calendar Year and four (4) bras per Calendar Year. For double mastectomy: coverage extends to four (4) external prosthesis per
Calendar Year and four (4) bras per Calendar Year.

Durable medical equipment (DME)
In Section 5(a), Medical services and supplies provided by health care Practitioners and Providers, the Plan does not cover:
e  Custom made orthotics

Prescription drug and diabetes supplies benefits

In Section 5(e), Prescription drug benefits, the phone number for Pharmacy Management is now toll-free at (877) 658-9194|
TTY/TDD: (877) 652-1844 (toll-free).

Calculation of Benefits, Secondary Plan
In Section 9, Coordination of Benefits, the following section is added:

Calculation of Benefits, Secondary Plan

If Sanford Health Plan is secondary, it shall reduce its benefits so that the total benefits paid or provided by all plans for any claim or claims
are not more than one hundred percent of total allowable expenses. In determining the amount of a claim to be paid by Sanford Health Plan,
should the Plan wish to coordinate benefits, it shall calculate the benefits it would have paid in the absence of other insurance and apply that
calculated amount to any allowable expense under the Plan that is unpaid by the primary plan. Sanford Health Plan may reduce its payment
by any amount that, when combined with the amount paid by the primary plan, exceeds the total allowable expense for that claim.

Coordination of Benefits with Governmental Plans
In Section 9, Coordination of Benefits, the following section is added to replace the sections Coordination of Benefits with
Medicare and Members with End Stage Renal Disease (ESRD):
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Coordination of Benefits with Govemmental Plans

After this Plan, Medicare (if applicable), and/or any Medicare Supplementary Insurance (Medigap) have paid claims, then Medicaid and/or
TRICARE pay last. The Plan will pay primary to TRICARE and a State Child Health Insurance Plan (SCHIP) to the extent required by
federal law.

Coordination of Benefits with Medicare

1. The federal “Medicare Secondary Payer” (MSP) rules require that, for persons covered under both Medicare and a group health plan,
Medicare must be the secondary payer in certain situations. This means that the group health plan must not take Medicare entitlement
into account when:

a  determining whether these individuals are eligible to participate in the Plan; or
b. providing benefits under the Plan.

2. Medicare will pay primary, secondary, or last to the extent stated in federal law. When Medicare is to be the primary payer, this Plan will
base its payment upon benefits that would have been paid by Medicare under Part B regardless of whether the person was enrolled. The
Plan reserves the right to coordinate benefits with respect to Medicare Part D. The Claims Administrator will make this determination
based on the information available through CMS.

When MSP Rules Apply to COB

Medicare Coordination of Benefits provisions apply when a Member has health coverage under this Plan and is eligible for insurance under
Medicare Part B, (whether or not the Member has applied or is enrolled in Medicare). This provision applies before any other Coordination
of Benefits Provision of this Plan.

Coordination with Medicare Part D
This Plan shall coordinate information relating to prescription drug coverage, the payment of premiums for the coverage, and the payment for
supplemental prescription drug benefits for Part D eligible individuals enrolled in a Medicare Part D plan or any other prescription drug
coverage.
The following provisions apply to this Plan’s COB with Medicare:
1. When Medicare is the primary payer for a Member’s claims:
a. Ifyou’re 65, orolder, and have group health plan coverage based on your or your spouse’s current employment
b. If you have retiree insurance (insurance from former employment)
NOTE: The hospital or doctor will first file claims with Medicare. Once Medicare processes the claim, an Explanation Of Medicare
Benefits (EOMB) form will be mailed to the patient explaining what charges were covered by Medicare. Then the health care
professional will generally file the claim with us. If a professional does not do so, the Member may file the claim by sending a copy of
the EOMB, together with his or her member identification number, to the address shown on his or her member ID card.

2. When Medicare is primary despite the MSP rules:

a. A Medicare-entitled person refuses coverage under this Plan;*

b.  Medical services or supplies are covered by Medicare but are excluded under the group health plan;

C.  AMedicare-entitled person has exhausted his or her benefits under the group health plan;

d.  Aperson entitled to Medicare for any reason other than ESRD, experiences a COBR A qualifying event, and elects COBRA

continuation;

€. Aperson who was on COBRA becomes entitled to Medicare for a reason other than ESRD, and his or her COBR A coverage ends.

* NOTE: Despite the MSP rules, the law does not force an Eligible Employee to accept coverage under this Plan. If an Eligible
Employee, who is entitled to Medicare, refuses coverage under this Plan, Medicare will be the primary payer. In this situation, the
Plan does not (and is not allowed to) provide coverage for any benefits to supplement the individual s Medicare benefits.

3. When the Plan is the primary payer for a Member’s claims:
a. Ifyou’reunder 65 and disabled, and have coverage under this Plan based on your or a family member’s current employment
b.  When coverage under the Plan is provided through the Consolidated Omnibus Budget Reconciliation Act (COBRA)
c. The Member (actively-working Employee) is enrolled in Medicare because they are age 65 or older.
d. ACovered Spouse, who is enrolled in Medicare because they are age 65 or older, regardless of the age of the Member/Employee.
NOTE: The Member’s claim s filed with us by the hospital or doctor. After the claim is processed, we send the Member an
Explanation of Benefits (EOB) outlining the charges that were covered. We also notify the health care professionals of the covered
charges. If there are remaining charges covered by Medicare, the health care professional may file a claim with Medicare. If the
professional will not do so, the Member can file the claim with Medicare. Members may contact their local Social Security office to find
out where and how to file claims with the appropriate “Medicare intermediary” (a private insurance company that processes Medicare
claims).

4. If a Practitioner and/or Provider has accepted assignment of Medicare, Sanford Health Plan determines allowable expenses based upon
the amount allowed by Medicare. Sanford Health Plan’s allowable expense is the Medicare allowable amount. Sanford Health Plan pays
the difference between what Medicare pays and Sanford Health Plan’s allowable expense.

5. Employees who reach age 65 and are still employed at Sanford may remain covered under the Sanford Health Plan. Sanford Health Plan
will remain the primary carrier and Medicare will be the secondary carrier. When the Spouse of an Employee reaches the age of 65, they
will have the option of selecting Sanford Health Plan or Medicare as their primary insurance carrier.

Members with End Stage Renal Disease (ESRD)
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End-Stage Renal Disease (ESRD) is a medical condition in which a person’s kidneys cease functioning on a permanent basis leading to the
need for a regular course of long-term dialysis or a kidney transplant to maintain life. Beneficiaries may become entitled to Medicare based
on ESRD. Benefits covered by Medicare, because of ESRD, are for all covered services, not only those related to the kidney failure
condition.

Sanford Health Plan does not differentiate in the benefits it provides to individuals who have ESRD, e.g. terminating coverage, imposing
benefit limitations, or charging higher premiums.

How Primary vs. Secondary is Determined:
1. When the Plan is the primary payer for a Member’s claims under ESRD:
a.  ThePlan will pay first for the first 30 months after you become eligible to join Medicare.
b.  During the Medicare coordination period of thirty (30) months, which begins with the earlier of:
i.  The month in which a regular course of renal dialysis is initiated; or
ii. Inthe case of an individual who receives a kidney transplant, the first month in which the individual became entitled to
Medicare.
iii. TheMedicare COB period applies regardless of whether coverage under the Plan is based on current employment status.
c.  After the 30-month period, if a Member does not enroll in, or is no longer eligible for, Medicare.
d.  When coverage under the Plan is provided through the Consolidated Omnibus Budget Reconciliation Act (COBRA), or a
retirement plan.
2. When Medicare is the primary payer for a Member’s claims under ESRD:
a. Ifthe Member is eligible and enrolled in Medicare, Medicare will pay first after the coordination period for ESRD (30-months) has
ended period.

Coordination of Benefits with Medicaid

A Covered Individual’s eligibility for any State Medicaid benefits will not be taken into account in determining or making any payments for
benefits to or on behalf of such Covered Individual. Any such benefit payments will be subject to the applicable State’s right to
reimbursement for benefits it has paid on behalf of the Covered Individual, as required by such state’s Medicaid program; and the Plan will
honor any subrogation rights the State may have with respect to benefits that are payable under the Plan.

When an individual covered by Medicaid also has coverage under this Plan, Medicaid is the payer of last resort. If also covered under
Medicare, this Plan pays primary, then Medicare, and Medicaid is tertiary.

See provisions below on Coordination of Benefits with TRICARE, if a Member is covered by both Medicaid and TRICARE.

Coordination of Benefits with TRICARE

Generally, TRICARE is the secondary payer if the TRICARE beneficiary is enrolled in, or covered by, any other health plan to the extent that

the service provided is also covered under the other plan.

1. This Plan pays first if an individual is covered by both TRICARE and this Plan, as either the Member or Member’s Dependent; and a
particular treatment or procedure is covered under both benefit plans.

2. TRICARE will pay last; TRICARE benefits may not be extended until all other double coverage plans have adjudicated the claim.

3. When a TRICARE beneficiary is covered under this Plan, and also entitled to either Medicare or Medicaid, this Plan will be the primary
payer, Medicare/Medicaid will be secondary, and TRICARE will be tertiary (last).

4. TRICARE-eligible employees and beneficiaries receive primary coverage under this Plan’s provisions in the same manner, and to the
same extent, as similarly situated employees of the Plan Sponsor (Employer) who are not TRICARE eligible.

Sanford Health Plan does not:

1. Provide financial or other incentives for a TRICARE-eligible employee not to enroll (or to terminate enrollment) under the Plan, which
would (in the case of such enrollment) be a primary plan (the incentive prohibition); and

2. Deprive a TRICARE-eligible employee of the opportunity to elect to participate in this health benefit plan.

Subrogation of Right of Reimbursement

In Section 13, Subrogation of Right of Reimbursement, the following section is added as a replacement to the previous section:
If a Member is injured or becomes ill because of an action or omission of a third party who is or may be liable to the Member for the injury or
illness, the Health Plan may be able to “step into the shoes” of the Member to recover health care costs from the party responsible for the
injury or illness. This is called “Subrogation,” and this part of the Policy covers such situations.

This Plan may give or obtain needed information from another insurer or any other organization or person. Each and every Covered
Individual hereby authorizes the Plan to give or obtain any medical or other personal information reasonably necessary to apply the
provisions of Sections 11 and 12.

A Covered Individual will give this Plan the information it asks for about other plans and their payment of Allowable Charges. The Health
Plan has a right to reduce benefits, or to be reimbursed for that which it has provided to the Member. This is called “Reimbursement” and this
part of the Policy covers such situations.

The Plan will provide Health Care Services to the Member for the illness or injury, just as it would in any other case. However, if the
Member accepts the services from the Plan, this acceptance constitutes the Member’s consent to the provisions discussed below.
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Plan’s Rights of Subrogation

In the event of any payments for benefits provided to a Member under this Plan, the Plan, to the extent of such payment, shall be subrogated
to all rights of recovery such Member, Member’s parents, heirs, guardians, executors, or other representatives may have against any person or
organization. These subrogation and reimbursement rights also include the right to recover from uninsured motorist insurance, underinsured
motorist insurance, no-fault insurance, automobile medical payments coverage, premises medical expense coverage, and Workers’
Compensation insurance or substitute coverage.

The Plan shall be entitled to receive from any such recovery an amount up to the Reasonable Cost for the services provided by the Plan. In
providing benefits to a Member, Sanford Health Plan may obtain discounts from its health care Providers, compensate Providers on a
capitated basis or enter into other arrangements under which it pays to another less than the Reasonable Costs of the benefits provided to the
Member. Regardless of any such arrangement, when a Member receives a benefit under the Plan for an illness or injury, the Plan is
subrogated to the Member’s right to recover the Reasonable Costs of the benefits it provides on account of such illness or injury, even if those
Reasonable Costs exceed the amount paid by the Plan.

The Plan is granted a first priority right to subrogation or reimbursement from any source of recovery. The Plan’s first priority right applies
whether or not the Member has been made whole by any recovery. The Plan shall have a lien on all funds received by the Member,
Member’s parents, heirs, guardians, executors, or other representatives up to the Reasonable Costs Charge for any past, present, or future
Health Care Services provided to the Member. The Plan may give notice of that lien to any party who may have contributed to the loss.

If the Plan so decides, it may be subrogated to the Member’s rights to the extent of the benefits provided or to be provided under this Plan.
This includes the Plan’s right to bring suit against the third party in the Member’s name.

Plan’s Right to Reduction and Reimbursement

Sanford Health Plan shall have the right to reduce or deny benefits otherwise payable by the Plan, or to recover benefits previously paid by
the Plan, to the extent of any and all payments made to or for a Member by or on behalf of a third party who is or may be liable to the
Member, regardless of whether such payments are designated as payment for, but not limited to, pain and suffering, loss of income, medical
benefits or expenses, or other specified damages.

To the extent that federal statutes, or federal courts, eliminate or restrict any such right of reduction or reimbursement provided to the Plan
under this Policy; such rights shall thus either be limited or no longer apply, or be limited by the extent of federal actions.

The Plan shall have a lien on all funds received by the Member, Member’s parents, heirs, guardians, executors, or other representatives up to
the Reasonable Cost for the Health Care Services provided to the Member.

Erroneous Payments

To the extent payments made by this Plan with respect to a Covered Individual are in excess of the Maximum Amount of payment
necessary under the terms of the Plan, Sanford Health Plan shall have the right to recover such payments, to the extent of such
excess, from any one or more of the following sources, as this Plan shall determine any person to or with respect to whom such
payments were made, or such person’s legal representative, any insurance companies, or any other individuals or organizations
which Sanford Health Plan determines are either responsible for payment or received payment in error, and any future benefits
payable to the Covered Individual.

Member’s Responsibilities

1. The Member, Member’s parents, heirs, guardians, executors, or other representatives must take such action, furnish such information
and assistance, and execute such instruments as the Plan requires to facilitate enforcement of its rights under this Part. The Member shall
take no action prejudicing the rights and interests of the Plan under this provision.

2. Neither a Member nor Member’s attorney or other representative is authorized to accept subrogation or reimbursement payments on
behalf of the Plan, to negotiate or compromise the Plan’s subrogation or reimbursement claim, or to release any right of recovery or
reimbursement without the Plan’s express written consent.

3. AnyMember who fails to cooperate in the Plan’s administration of this Part shall be responsible for the Reasonable Cost for services
subject to this section and any legal costs incurred by the Plan to enforce its rights under this section. The Plan shall have no obligation
whatsoever to pay medical benefits to a Covered Individual if a Covered Individual refuses to cooperate with the Plan’s Subrogation and
Refund rights or refuses to execute and deliver such papers as the Plan may require in furtherance of'its Subrogation and Refund rights.
Further, in the event the Covered Individual is a minor, the Plan shall have no obligation to pay any medical benefits incurred on account
of injury or illness caused by a Third Party until after the Covered Individual or his or her authorized legal representative obtains valid
court recognition and approval of the Plan’s 100%, first-dollar Subrogation and Refund rights on all Recoveries, as well as approval for
the execution of any papers necessary for the enforcement thereof, as described herein.

4. Members must also report any recoveries from insurance companies or other persons or organizations arising form or relating to an act
or omission that caused or contributed to an injury or illness to the Member paid for by the Plan. Failure to comply will entitle the Plan
to withhold benefits, services, payments, or credits due under the Plan.

Separation of Funds
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Benefits paid by the Plan, funds recovered by the Covered Individual(s), and funds held in trust over which the Plan has an
equitable lien exist separately from the property and estate of the Covered Individual(s), such that the death of the Covered
Individual(s), or filing of bankruptcy by the Covered Individual(s), will not affect the Plan’s equitable lien, the funds over which the
Plan has a lien, or the Plan’s right to subrogation and reimbursement.

Payment in Error

If for any reason we make payment under this Certificate of Coverage in error, we may recover the amount we paid.

Free Help in Other Languages
The following section has been added to the beginning of every Certificate of Coverage:

Free Help in Other Languages

This Certificate of Insurance replaces any prior policies you may have had. We hope you find it easy to read and helpful in answering your
health coverage questions. It is the legal document representing your coverage, so please keep it in a safe place where you can easily find it.

If you have any questions, for example, about your benefits, this document, or how Sanford Health Plan pays for your care, please call us toll-
free at the number below.

For help in a language other than English, please call us toll-free at (800) 892-0675. Both oral and written translation services are available for
free in at least 150 languages.

English

This Notice has Important Information. This notice has important information about your application or coverage through Sanford Health
Plan. Look for key dates in this notice. You may need to take action by certain deadlines to keep your health coverage or help with costs. You
have the right to get this information and help in your language at no cost. Call 1-800-752-5863 (toll-free) | TTY/TDD: 1-877-652-1844 (toll-
free). For assistance in a language other than English, call 1-800-892-0675 (toll-free).

Spanish

Este Aviso contiene informacion importante. Este aviso contiene informacion importante acerca de su solicitud o cobertura a través de
Sanford Health Plan. Preste atencion a las fechas clave que contiene este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacion y ayuda en su
idioma sin costo alguno. Llame al 1-800-892-0675.

German

Diese Benachrichtigung enthilt wichtige Informationen. Diese Benachrichtigung enthélt wichtige Informationen beziiglich Thres Antrags
auf Krankenversicherungsschutz durch Sanford Health Plan. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kdnnten bis
zu bestimmten Stichtagen handeln miissen, um Ihren Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Sie haben das Recht,
kostenlose Hilfe und Informationen in Threr Sprache zu erhalten. Rufen Sie an unter 1-800-892-0675.

Chinese

ABAFEEENIL, ABma R &S 45 A Sanford Health Plan I8 H 1944 F5 Sanford Health Plan 2421 H 355k (5 s B 2E3A
B, FEREEAEENP RS O, TR R e L B W iR TE),  DARRE ROt R AR i B R, A ER 50 B DL
I RERESRIAGA SRR B, FEREERS [E I AT 1-800-892-0675.

Cushite

Beeksisni kun odeeffannoo barbaachisaa qaba. Beeksisti kun sagantaa yookan karaa Sanford Health Plan tiin tajaajila keessan ilaalchisee
odeeffannoo barbaachisaa qaba. Guyyaawwan murteessaa ta’an beeksisa kana keessatti ilaalaa. Tarii kaffaltiidhaan deeggaramuuf yookan
tajaajila fayyaa keessaniif guyyaa dhumaa irratti wanti raawwattan jiraachuu danda’a. Kaffaltii irraa bilisa haala ta’een afaan keessaniin
odeeffannoo argachuu fi deeggarsa argachuuf mirga ni qabaattu. Lakkoofsa bilbilaa 1-800-892-0675 tii bilbilaa.

Vietnamese

Théng bao nay cung cip théng tin quan trong. Thong bao ndy co thong tin quan trong ban vé don ndp hodc hop dong bao hiém qua chuong
trinh Sanford Health Plan. Xin xem ngay then chét trong thdng béo nay. Quy vi ¢o thé phai thyc hién theo thong bao ding trong thoi han dé
duy tri bao hiém sirc khoe hodc duoc tro trip thém vé chi phi. Quy vi ¢6 quyén duoc biét thong tin nay va dugc trg gitp bang ngdn ngir ciia
minh mién phi. Xin goi s6 1-800-892-0675.

Bantu

Iyi notice ifise akamaro K’ingenzi. lyi notice ifise akamaro kingene utegerezwa gusaba canke ivyerekeye Sanford Health Plan, ucuraba ko
ibikenewe kuriyi notice, ushobora gufata umwanzuro ukungene wokurikirana ubuzima bwawe uburihiye. Kandi ukongera kugira
uburenganzira bwo kwigenga kuronka amakuru n’ubufasha mu rurimi gwawe atacyo utanze. Hamagara 1-800-892-0675.
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Arabic
Sanford Health Plan > ol IDlie ruJ_,aU agab L_\MFLLSJLAAQLMBFCM@} ol Dlie ) (sa_‘}au olab
G Dl AR s e oy gl B Jladlls ol Cadadi€ Shans | g Jlande $ (o die Ll a3 Mg pd Male Cayedl Pliel
0675-892-800-1 Vieal r, JS Dhad iy Slaa s ) oy Sbaal sali sDlanile 3 s 3 3 53 by ol SO

Swahili

Ilani hii ina Taarifa Muhimu. Ilani hii ina taarifa muhimu kuhusu maombi yako au chanjo kupitia Sanford Health Plan. Angalia kwa ajili ya
tarehe muhimu katika ilani hii. Waweza pia hitajika kuchukua hatua katika muda ulio pangwa fulani ili uweze ku hifadhi bima yako ya afya au
msaada wa gharama zake. Una haki ya kupata habari hii na msaada kwa lugha yako bila gharama. Piga nambari hii: 1-800-892-0675.

Russian

Hacrosiiiiee yBeoMIIeHHE COAEPKUT BOKHYIO HHQOPMAIHIO. JTO YBEIOMIICHHE COIEPKUT BKHYIO HHPOPMAIMIO O BaIIeM 3asBICHAN M
crpaxoBoM mokpsITrH yepe3 Sanford Health Plan. [Tocmorpute Ha KimtodeBbIe 1aTbl B HACTOSIIEM yBEAOMIIEHHH. BaMm, BO3MOKHO,
TOTpeOyeTCs MTPUHSTH MEPHI K OINpe/IeIEHHBIM TIPE/IeTIbHBIM CPOKaM JUTSl COXPAaHEHHsI CTPaXxoBOTO MOKPBITHS MJIN ITOMOIIH C pacxoiaMi. Ber
MMeeTe paBo Ha OecIuTarHoe MoydeHre 3ToH HH(OPMAIMH 1 IIOMOIIb Ha BallleM s3bIKe. 3BOHHTE 110 Tenedony 1-800-892-0675.

Japanese

ZOBREIITEE LR FRN G ENTWNET, ZOmAIZIE, Sanford Health Plan O FFEE F 7= I3AfERIHIC B9 2 EE R EHRN
EENLTWET, ZOEMIEEH SN TWDEER B2 TR < 72 &0, JEFERESCA R A — N 2 R 21203, FrE
OWIH E TIATEIZ RS 2T IIR SR WEERH Y £, THEOSEICLDEHRE AR — M EEFCiRfit s E T, 1
800-892-0675F TEREAH LIV,

Nepali

A AT Ageea I FTHRI S | AY FAAAT AIIEHT AT T Sanford Health Plan T ATETHGTE 10 gt FETAWR Ageed Ty
HTFRY S | B GATHAT THT Ageca YT, THEAEE AT (O8N, | AITSe TS T T GHAT ITSTEeT A AuTSeh! Tah!
HFAATHT TETACAT 13T He! THT-HATHT HHA-FRATE T3]0 G0 | IR A ST T HETACAT 1A HITHTITAT &t
T3] AUTERT AFEFREY | 1-800-892-0675 AT BT FoeT ;@ |

French

Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande ou la couverture par l'intermédiaire de Sanford
Health Plan. Rechercher les dates clés dans le présent avis. Vous devrez peut-étre prendre des mesures par certains délais pour maintenir votre
couverture de santé ou d'aide avec les coflits. Vous avez le droit d'obtenir cette information et de 1’aide dans votre langue a aucun coit. Appelez
1-800-892-0675.

Korean
JHFULE = o] BAAM = AsEe] Al #slo] Z18] 3L Sanford Health Plan = 53 AW 2] A

W2 ol 4] F4lo] 5= WSS FOAA Q. FsHE 715k A% AW A S A% S48 ul§-S Akekr] AsiA
AT I ATA] A E HﬁHOkQ%PJ} A= T A H TR A5k o R} 2 T35k /1o = 10 Haglol &
ES 2

Ang Paunawa na ito ay naglalaman ng mahalagang impormasyon. Ang paunawa na ito ay naglalaman ng mahalagang impormasyon tungkol sa
iyong aplikasyon o pagsakop sa pamamagitan ng Sanford Health Plan. Tingnan ang mga mahalagang petsa dito sa paunawa. Maaring
mangailangan ka na magsagawa ng hakbang sa ilang mga itinakdang panahon upang mapanatili ang iyong pagsakop sa kalusugan o tulong na
walang gastos. May karapatan ka na makakuha ng ganitong impormasyon at tulong sa iyong wika ng walang gastos. Tumawag sa 1-800-892-
0675.

Norwegian

Denne kunngjeringen har viktig informasjon. Kunngjeringen inneholder viktig informasjon om programmet eller dekning gjennom Sanford
Health Plan. Se etter viktige datoer i denne kunngjeringen. Du mé kanskje ta affeere ved visse frister for & beholde helsedekning eller
okonomisk bistand. Du har rett til & f& denne informasjonen og hjelp i ditt sprék uten kostnad. Ring 1-800-892-0675.

All other terms and provisions of your benefits policy, including any amendments we
may have previously issued, remain unaltered and in effect.
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