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A INTRODUCTION

Al Rules Arrangement

1.1 These Rules consist of:
(&) The General Conditions;
(b) Schedules of Products listing premiums and
(c) Schedules listing General Treatment Benefitslamits and Hospital
Treatment Benefits and Limits, and combinationsebk

1.2 These rules apply to all Members as reporteédgdrivate Health Insurance
Administration Counci(PHIAC).

1) Unless the context otherwise requires, any terrad usthese Fund Rules that are
defined in thePrivate Health Insurance A@007, any rules made under that Act
(Rules) or theéHealth Insurance Act973 have the same meaning in these Fund
Rules.

2) Part B of these Fund Rules sets out other reladeititions.

3) A reference to the Schedules is a reference t&thedules attached to these
Fund Rules.

A2 Health Benefits Fund

2.1 These are the Rules of the Health Benefits leanducted by ahm under the
CommonwealthPrivate Health Insurance Act 20@Fund).

2.2 These Fund Rules govern the establishment pacion of the Fund and describe
the obligations, requirements and entitlements efriders of the Fund and the
obligations, requirements and entitlements of amihé operation of the Fund.

2.3 The Health Benefits Fund’s business consists of
a) ahm’s health insurance busindd$R)
b) some or all of ahm’s health related businefs@sahm has determined are to
be included in the FundHRB)
c) any other business, as allowed undeiPtineate Health Insurance Act 2007
as determined by ahm and as allowed under the iGdiust.

2.4 The registered office of ahm is at Medibank&e Limited, Level 17, 700 Collins
St Melbourne VIC 3008.

2.5 The chief administration office of the Fundasated at the registered office.

2.6 The Fund has been established by ahm.
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2.7 The Fund shall be conducted and administerezhhbyin accordance with these
Fund Rules, the Act and the Rules. For this puepasm will have all necessary
power to do all acts and things as ahm may consiglegssary or expedient for the
administration and maintenance of the Fund angdnfrmance of the ahm's
obligations under these Fund Rules.

2.8 The property of the Fund is vested in ahm tagydied in accordance with the
Private Health Insurance Act 200therules made under that Act and these Rules.
All assets of the Fund not immediately requiredtfe purposes of the Fund may
be invested or otherwise applied, in the absoligeretion of ahm, and in
accordance with therivate Health Insurance Act 20@nd the Rules.

2.9 ahm will participate in the Risk Equalisatioru3t Fund in accordance with the
provisions of thérivate Health Insurance Act 20@nd the Rules.

A3 Obligations to Insurer

3.1 A person applying to join the Fund as a Mensbel:
(@) comply with the requirements of ahm; and
(b) give full and complete disclosure of all infation as required by ahm.

3.2 The Member shall inform ahm as soon as rea$ppabsible after a change in any
details which are required by ahm to provide tlsairance.

A4 Governing Principles

4.1 ahm and its Members are governed by the foligwliocuments in order of
precedence:
(a) Private Health Insurance Act 20@nd thePrivate Health Insurance Rules
(b) These Fund Rules

A5 Use of Funds
Health Benefits Fund

ahm’s Health Benefits Fund operates HIB and HRBn&join the Fund is invested in
assets and the income arising from those assetsdged to the Health Benefits Fund.
As a for profit insurer, the assets of the Fund imaapplied by ahm for any of the
permitted purposes set out in clause 137-10(2)efPtivate Health Insurance Act 2007

Commissions received from travel insurance and teigp@ insurance agency businesses

(net of operating costs) is also credited to theddn accordance with Section 137-5 (e)
of thePrivate Health Insurance Act 2007
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The details of the debits and credits for the FaidlB and HIR are set out below:

5.1 Health Insurance Business

ahm provides a range of Complying Health Insurdroelucts CHIPs) in exchange for
Premiums. In providing these products it incursesxture to facilitate the payment of
claims and benefits and associated administratistsc The debits and credits from and
to the fund for Health Insurance Business are dbariged as follows:

Credits Debits

Premium Income from CHIPS Benefits payable to Merab
- payable to third party providers
- payable to ahm for the cost of the
provision of HRB within the Fund
Risk Equalisation Pool payments
Ambulance levies
Administration costs
- Wages and Salaries
- Associated employment oncosts
- Advertising and marketing
- Health promotions
- Business acquisition costs
- Provision of staff amenities
- Property costs
- Advisers, contractors and
consultants
- Third party service providers
0 eg member helpline
- Industry fees and levies
- Proportion of shared services,
shared with HRB, including:
- Information technology
- Finance
- HR
- Other corporate administration
services
- Dividends

Thisis not an exhaustive list.
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5.2 Health Related Business (HRB)

ahm provides a range of services aimed at Healtimalglament and Chronic Disease
Management or otherwise meeting the definitionedlth related business in the Act as
follows:

These services are available to Members on eliibdelucts

5.2.1 Dental and Optical services

ahm offers a full range of dental at our existirgybharket, Parramatta and Wagga
Wagga clinics including:

- General dentistry (scale and clean, fillings, ectioms etc)

- Major dentistry (bridges, crowns, dentures)

- Specialist services (orthodontics, endodonticgpgentics etc)
- Conscious sedation

- Oral Health Educators

- Dental Hygienists

The clinics operate on the concept of “Minimal mention Dentistry” which aims to
work on prevention rather than cure.

In addition the clinics offer an optical serviceiathincludes:

- Visual examinations

- Visual field testing

- Assessments for eye disease
- Vision therapy

- Fitting of contact lenses

- Optical dispensary

The services are available to be used primariliMieynbers on eligible Products. but

also, where capacity exists, the general publicrafetred patients.

5.2.2 Disease Prevention, Health Management and Giwic Disease Management
Programs

ahm operates a number of programs aimed at prexgesutid managing illness and
disease. The range of health management and chdisei@se management services are
provided to a spectrum of customers as follows:

- policy holders of other Private Health Insurers
- Employees of Corporate Entities
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- Employees or Customers of Government Entities egament of Veteran’'s
Affairs

These programs include:
Chronic and Complex Care Program

A telephonic support program for individuals witiCharonic Disease or with
multiple risk factors for chronic disease. The perg is conducted across a year
and involves outbound calls by a registered nurseiging information on health
issues and management of the relevant disease.

Early Discharge and Avoided Admissions Program

This program coordinates clinical and personalises/for participants to allow
them to either avoid hospitalisation or leave hiad@arlier than would otherwise
be possible (and which are not provided by a peasmimorised by a hospital or
under that person’s control, with the direct invahent of the hospital and so is not
“Hospital Treatment”). A care plan is signed off tyzg admitting doctor and ahm
clinical staff, organising for care in the homeothgh a registered third party
provider network.

Pregnancy Support Program

A telephonic support program for new and expeatawsthers. The program

involves outbound calls by registered midwives hm#hand post natal and includes
discussions around healthy eating, feeding, arttingetThere is an in bound
service that continues beyond the outbound phase.

Health Coaching Program

A telephonic support program for individuals whakito improve or maintain
their health or manage a condition. The programlires outbound calls by
qualified clinicians including dieticians, exercigBysiologists and occupational
therapists over a 6-month period. It utilises wettiobnal interviewing techniques to
improve behavioural change in participants. Pipaitts are also provided with
information relevant to their health goal.

Health Risk Assessments (HRA)

The HRA is a questionnaire based assessment bktith risks facing an
individual. It is based on a survey developed ymiversity of Michigan and
customised for Australian protocols. Following cdetipn the participant is
provided with a health profile which details whéney are doing well and where
they could improve their health risks. This is offellowed by the health coaching
program.
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Health Promotions

ahm produces a range of collateral such as faetslaad flyers that communicate
important health information and encourage intetioerby individuals in their own
health outcomes.

Health Screening and Expos

ahm organise events aimed at educating and higimgghealth risks to

populations. These events often include healthessrevhich include blood pressure
tests, cholesterol checks, BMI calculations etaddition flu vaccinations can be
facilitated.

Consulting Services
ahm offers a population based consulting servicediat improving the health and

well being of a population. This is most often &trgg either health and safety
outcomes or improvements in productivity for colgderentities.

5.2.3 Overseas Students Health Cover

ahm provides private health insurance cover forr€eas Students studying in Australia
(OSHC) under a deed with the Commonwealth Governmenoutir the Department of
Health and Ageing. As required by the Rules, dwad deed, this business forms part of
the Fund and is a HRB conducted through the Fund.

Debits and Credits to the Fund
The debits and credits of Health Related Business find to the Fund are characterised

as follows:
Credits Debits
Premium Income (OSHC) Benefits - OSHC
Payment or reimbursement of treatmentCost of Goods and Services provided
costs (through claims made by HIB) for, - Clinical salaries and oncosts
- Dental Services - Clinical support salaries and
- Optical Services oncosts
- Chronic Disease Management - Associated other staff costs
Programs - Depreciation of assets used in the
- Health Management Programs provision of goods and services
- Other (treated as Administration - Stock costs
costs in HIB) - Third party service providers
External Income Administration costs
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Member co-payments for treatme
costs

Private Dental and Optical patient
treatment costs

Public sector dental patients
treatment costs

Other Health Benefit Funds
Chronic Disease Management
Programs

Wages and Salaries

Associated employment oncosts
Information technology
Provision of staff amenities
Property costs

Advisers, contractors and
consultants

Proportion of shared services,
shared with HRB, including:

Other Health Benefit Funds Health Information technology
Management Programs Finance
Corporate Health Management HR

Programs
Government Health Management|
Programs

Other corporate administration
services
Dividends

Thisis not an exhaustive list.

A6 No Improper Discrimination

6.1 When conducting the Fund and making decisiomslation to prospective
Members and Members, ahm does not have regard/tofdhe following matters:

(@)

(b)
()
(d)

(€)

(f)
(9)

(h)

the suffering by a person from a chronic disedlness or other medical
condition or from a disease, illness or medicaldibon of a particular
kind; or

the gender, race, sexual orientation or religibelief of a person; or

the age of a person, except to the extent alfownder Part 2-3 of the Act
(lifetime health cover); or

where a person lives, except to the extentvatbunder subsection
66-10(2) or section 66-20 of the Act; or

any other characteristic of a person (includiognot just matters such as
occupation or leisure pursuits) that is likely ésult in an increased need
for Hospital Treatment or General Treatment; or

the frequency with which a person needs Hospiteatment or General
Treatment; or

the amount or extent of the benefits to whigleeson becomes entitled
during a period under a complying health insurgrey, except to the
extent allowed under section 66-15 of the Act; or

any matter set out in tli&rivate Health Insurance (Complying Product)
Rulesfor the purposes of this paragraph
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A7 Changes to Rules

7.1 ahm has the power to amend, alter, rescindrideeand add to these Fund Rules at
any time with the exception of those Fund RulescWlaire required to be changed
by direction by the Commonwealth Department of Heahd Ageing. Any
changes required by the Department must be implesddyy the Executive Group
Manager in accordance with such direction.

7.2 Amendments to these Fund Rules will be impléetefrom a date approved by
ahm.

7.3 The Fund Rules that are in force at the datkeoprovision of a service or good for
which a Fund Benefit under these Fund Rules isigeal are the Rules which shall
govern the provision of that Fund Benefit.

7.4 Any Premiums paid in advance on any Produdtish@moved or altered by any
change to these Fund Rules will be re-directechyoreew Product that the Member
chooses to transfer to or is required to transférytahm.

7.5 If a Member chooses to transfer or is requingdhm to transfer to a new Product,
the new Rules and Benefits applying to that Produitimmediately apply to the
Members covered under that Policy (subject to wgipieriods for Benefits on
services not covered previously). ahm will enstieg¢ adequate notice and
transitional arrangements as per its obligatiordeuthePrivate Health Insurance
Act 2007and the Private Health Insurance Code of Conalctulfilled.

7.7 ahm will notify Members of any change to thdd’u
(& which makes a detrimental change includindgnéodcope, level or amount of
Benefits payable or treatments offered with redards obligations under the
Private Health Insurance Act 20@nd the Private Health Insurance Code of
Conduct; or
(b) where the Premiums are increased (excludingdiog adjustments).

7.8 ahm may notify affected Members of any chaoghe¢ Rules:
(&) which makes a positive change to the scope| Evamount of Benefits
payable or treatments offered;
(b) where the Premiums are decreased or ther@aneling adjustments to those
rates; or
(c) any other rule changes

7.9 To give effect to Rule 7.7, ahm will take &@asonable steps to directly notify
affected Members in writing, explaining (in plaindish) the change before the
change takes effect, with regard to its obligationder thePrivate Health
Insurance Act 200@nd the Private Health Insurance Code of Condaifect will
satisfy its obligations under this Rule and Rule By giving notice of the change to
the Principal Member only.
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1)

2)

3)

4)

5)

Notifications of the kind detailed in 7.8 will batssfied by ahm explaining (in
plain English) the details of the change in anylisaion made by ahm generally
available to Members.

ahm will provide an up to date Standard Informatsdatement (SIS) to every
Member at least once every 12 months. ahm wilkBaiiis obligations under this
Rule by sending the SIS to the Principal Membey.onl

ahm will provide a Standard Information Statem&i8) to a Member on joining
ahm or a change of cover under the Policy helchbyMember. ahm will satisfy
its obligations under this Rule by giving noticethe Principal Member only.

ahm will provide a Standard Information Statemerd Member whenever a
Member requests ahm to provide one in respecteoPtbduct held by the
Member.

As per section 93-5 of the Act, ahm will provid&tandard Information
Statement to any person who requests one andalinh any person about a
relevant Standard Information Statement as a re§tiie person asking for
information about a Complying Health Insurance Bod

A8 Dispute Resolution
8.1 ahm has obligations to its Members with regarispute Resolution under the

8.2

provisions of the Private Health Insurance Cod€afduct. Members can make a
complaint to ahm by phone, over the counter, byad-ar by letter. The matter will
be investigated, the Member will be kept informédhe progress of the matter and
a response will be provided within 21 days

Should the Member remain dissatisfied with ahrasponse, they can contact the
Private Health Insurance Ombudsman for free indégetadvice.

A9 Notices
9.1 Members will be advised in writing for change®remiums, Benefits, Legislative

9.2

changes as well as the Taxation, Lifetime HealtkheC &tatements or Transfer
Certificates as required by tReivate Health Insurance Act 20@f with regard to
ahm’s obligations under the Private Health Insuea@ode of Conduct. ahm will
satisfy its obligations under this Rule by givingtine of the change to the Principal
Member only.

Copies of the Fund Rules will be available tenMbers via ahm'’s website or if
requested by the Member.
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9.3 Members must inform ahm as soon as possitdeythanges to their personal
details or those of any Dependents, including thédress and of any change to
their Medicare eligibility status.

9.4 Any Fund Rules requiring written notice to Meardbwill be satisfied by sending
the notice to the address last supplied by theclahMember.

A10 Winding Up

10.1 In the event of ahm ceasing to be registeneléithe Act, the Fund shall be
terminated in accordance with the requirements@®Ptivate Health Insurance Act
2007and these Fund Rules.

10.2 In the event of termination of the Fund atimes standing to the credit of the
Fund and not required for meeting outstanding liiéds of the Fund, including
Benefits, staff entittements or allowances, corttd@ayments and all other
expenses of termination including the requiremehtie Private Health Insurance
Act 2007shall be utilized in such manner as may be detexdhby the Board in
accordance with the constitution of ahm.

B INTERPRETATION AND DEFINITIONS

B1 Interpretation
1.1 The following shall apply to the interpretatiointhese Fund Rules:
(@) these Fund Rules shall be interpreted so amrmainflict with the
Constitution of ahm;
(b) words in the singular number include the planadi words in the plural
include the singular.

B2 Definitions

“Access Gap Cover Scheme” means an agreementdretaten and a medical
practitioner or hospital to cover Members for alt b specified amount or percentage of
the full cost of the medical and associated prodess services provided as part of the
Member’'s Hospital Treatment or Hospital-Substiftiteatment.

“Accident” means an unplanned or unforseen evesutltiag in bodily injury that
requires immediate medical treatment in a Hospital.

“Act” means thePrivate Health Insurance Act 20@5 amended.
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"Active" means that the person is a financial Mendfeany Private Health Insurer
including ahm, and has not suspended their poticyafy reason.

“ADA Schedule” means the Schedule of Dental Ses/fmablished by the Australian
Dental Association Incorporated.

“Agreement’means an agreement entered into between a Hospadliedical
Practitioney and ahm under which the Hospital or Medical Ptiacter agrees to accept
payment by ahm in satisfaction of the amount thatld, apart from the agreement, be
owed to the Hospital or Medical Practitioner iratedn to the treatment provided by the
Hospital or Medical Practitioner to a Member.

“ahm” means Australian Health Management GroupLityted ABN 96003683298

“Associated Professional Services” means professiervices rendered to a Member by
a medical practitioner while undergoing Hospitagédiment or Hospital Substitute
Treatment.

“Allied Health Service” means a health service pded by an allied health professional
who is eligible, at the time the service is prodd® claim a Medicare rebate for a
service of that type.

“Ambulance cover” means insurance cover for the ob&mergency Ambulance
Transportation or ambulance services associatédtigt provision of treatment intended
to manage or prevent a disease, injury or conda@rmhthat is Medically Necessary, and
does not include the cost of ambulance subscription

“Audiology Service” means a service or treatmeivpied by a recognised audiologist.

“Benefit Requirements” means a policy covering Hzd@ reatment meets the
requirements under Division 72 of the Act.

“Board” means the board of directors of ahm.

“Child” means a
a) natural, step, foster or adopted child of the Rp@lcMember or their Partner
b) a child of whom the Principal Member or their Parthas legal custody or
c) a grandchild of the Principal Member or their Partwhilst the grandchild’s
parent is a Dependent Child.

“Chiropractic Service” means a service or treatnpeavided by a registered
chiropractor.

“Chronic Disease” means a disease that has be&nlikely to be, present for at least six

months, including, but not limited to asthma, cancardiovascular illness, diabetes, a
mental health condition, arthritis and a muscultstké condition.
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“Chronic Disease Management Program” as per Rulef ii2ePrivate Health Insurance
(Health Insurance Business) Rulegans a program that is intended to:
a) Either:
0] Reduce complications in a person with a diagnoseohic disease; or
(i) Prevent or delay the onset of chronic disease fm@rson with identified
multiple risk factors for chronic disease; and
b) Requires the development of a written plan that:
0] Specifies the allied health service or services@hgr goods and services
to be provided; and
(i) Specifies the frequency and duration of the provisif those goods and
services; and
(i)  Specifies the date for review of the plan; and
(iv)  Has been provided to the patient for consent, andent is given to the
program, before any services under the programrareded; and
c) Is coordinated by a person who has accepted regpldaggor:
0] Ensuring the services are provided according telhe; and
(i) Monitoring the patient’s compliance with the agrgeadls and activities
specified in the plan.

“Community Rating Requirements” means the Policy haterms or conditions that
would allow ahm to improperly discriminate agaiagtlember under the Policy as set
out in Rule A6.1 of these Rules; and the only disite available under the Policy are
discounts allowed under Section 66-5 (2) of the Aot the Premiums payable under the
Policy meet the premium requirements in Sectio®b @b-the Act.

“Compensation” means:

a) a payment by way of damages

b) a payment under a scheme of insurance or compengatvided for by
Commonwealth or State law (for example, workers pemsation insurance)

c) settlement of a claim for damages (with or withadinission of liability)

d) a payment for negligence;

e) any other payment that in ahm’s opinion is a paytnrethe nature of
compensation or damages.

“Complex Dentistry” means all services providedebgeneral dental or specialist
practitioner that include periodontics (213-282glsurgery (331-395), and endodontics
(411-458).

“Complying Health Insurance Product” means a produede up of Complying Health
Insurance Policies.

“Complying Health Insurance Policy” means an insgeapolicy that meets:

a) Community Rating Requirements; and
b) Coverage Requirements; and
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c) If the policy covers Hospital Treatment, Benefitffg@ements; and

d) Waiting Period Requirements; and

e) Portability Requirements; and

f) Quality Assurance Requirements; and

g) Any other requirements as set out in Erevate Health Insurance
(Complying Product) Rules.

“Contracted Hospital” means a Hospital with whi¢hmahas an Agreement.

“Co-payment” is the daily amount paid by a patielgtermined by the relevant Policy, if
receiving Hospital Treatment at any Hospital or Bagility.

“Couple Policy” means a Policy that includes then€pal Member and their Partner.

“Coverage Requirements” means
a) the only treatments the Policy covers are:
0] specified treatments that are Hospital Treatmeant; o
(i) specified treatments that are Hospital Treatmedtsgpecified
treatments that are General Treatment; or
(i)  specified treatments that are General Treatmentdiuthat are
Hospital Substitute Treatment; and
b) if the Policy provides a Benefit for anything el provision of the Benefit is
authorised by th@rivate Health Insurance (Complying Product) Rules

“Day Facility” or “Day Surgery” as defined by ahnmeans a facility where admission,
treatment and discharge are on the same day.

“Day Only Admission” as defined by ahm means admis$o and discharge from a
Hospital or Day Facility on the same day.

“Dental Service” means a service, treatment, itemppliance provided by or under
supervision of a registered general or speciaéistidt and included in the ADA
Schedule.

“DEP Out-of-pocket” is the amount of out of pockepense that the Member pays when
there is a difference between the fee chargedra&und Benefit for services provided
at any ahm Dental and Eyecare Practice for deataices, and eyecare services and
products.

“Dependent” as referred to in these rules or in mayerial produced by ahm will be
taken to mean either or all of Dependent Child, @ejent Adult Child, Dependent
Student and Dependent Adult as defined in (a),(())and (d) below:

€) “Dependent Child” of the Principal Member meargerson who is:

0] a Child of the Principal Member or the Prindipdember’s Partner;
and

14 of 51



(i) aged under 18; and
(i) who does not have a Partner;

(b) “Dependent Adult Child” of a Principal Membeeans a person who is:
(i) a Child of the Principal Member or Prindipdember’s Partner;
and

(i) aged 18 or over and under 21; and
(i) who does not have a Partner; and
(iv) is not a Full Time Employee; and
(v) lives with the Principal Member

(c) “Dependent Student” of a Principal Member meaperson who is:
0] a Child of the Principal Member or that Ripal Member’'s
Partner; and
(i) aged 21 or over and under 25; and

(iv)  who does not have a Partner; and
(v) is a Full Time Student at a school, universitycollege; and
(vi)  is not a Full Time Employee.

(d) “Dependent Adult” of a Princigdember means a person who is:
(1) a Child of the Principal Member or that Pringiplember’s
Partner; and
(i) aged 18 or over and under 25; and
(i)  who does not have a Partner; and
(iv)  is not a Full Time Student at a school, universitgollege

“Emergency Ambulance Transportation” means a suddemexpected need to be
transported to Hospital where the only practicathod of transportation is by
ambulance.

“Excluded Service” means a service for which no &erof any kind is payable

“Eye Therapy Service” means a service or treatrpemtided by a recognised eye
therapist or orthoptist.

“Excess” means an amount paid by a Patient towheldsost of Hospital Treatment
received at any Hospital or Day Facility before &gnefits are payable. An Excess is
payable per Hospital admission each Membership,\dsermined by the relevant
Policy.

“Ex Gratia” means providing a Benefit for a servaregood that is not covered by the

relevant level of cover under a Policy or an exteamef a Benefit or limit to that entitled
under the relevant level of cover.
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“Family Policy” means a Policy that includes theneipal Member, their Partner, and
any Dependents.

“Financial Date” of a Policy means the date to wahige Principal Member has fully paid
the Premiums in respect of the Policy.

“Financial Year” means a period of one year froduly to 30 June.

“Full Time Employee” means:
(1) is not a probationary employee
(2) someone working at least 30 hours per week minirauim the past 6 months
has earned an amount which on a pro-rata basidaast equal to the
National Training Wage Award Rate.

“Full Time Student” means a person who is enroifednd undertaking full time study
workload at a school, university or college. Futie study workload means:

(2) at least % of the normal full time workload for gharticular course; or

(2) a workload assessed at 0.375 or more per semestiefpurposes of the
Higher Education Contribution Schewmre

3) a workload assessed by the Academic Registrarea$c¢hool, university

or college as the maximum worklogzeeson should undertake as a result
of that person suffering a substdmtisability or medical condition.

“Fund” means the Health Benefits Fund conductedhoy.
“Fund Benefit” or “Benefit” means a benefit payableder these Fund Rules.

“Gap Permitted Prosthesis” means a prosthesisllistéhe Prostheses Schedule of the
Private Health Insurance (Prostheses) Ruldgre an amount is specified for that
prosthesis in the column under the heading of “mum benefit” and a different amount
is specified in the column under the heading “maxmbenefit”.

“General Treatment” as per Section 121-10 of themeans
(1) Treatment (including provision of goods andvgms) that:
(@) isintended to manage or prevent a diseaseyioy condition; and
(b) is not Hospital Treatment
(2) Without limiting subsection (1) of this defimh, General Treatment includes
any other treatment, or treatment included in asct# treatments, specified in
thePrivate Health Insurance (Health Insurance Busineskes for the
purposes of this subsection.
(3) Despite subsections (1) and (2) of this dabnitneither of the following is
General Treatment:
(@) the rendering in Australia of a service for @ha Medicare benefit is
payable, unless tHerivate Health Insurance (Health Insurance
BusinessRules provide otherwise;
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(b) any other treatment, or treatment included ahaas of treatments,
specified in thdPrivate Health Insurance (Health Insurance Business
Rulesfor the purposes of this paragraph.

“Gold Card” means a card that evidences a persatidement to be provided with

treatment:

a) in accordance with the Treatment Principles preparaler section 90 of
theVeterans’ Entitlements Act 1986r

b) in accordance with a determination made underae86 of theMilitary
Rehabilitation and Compensation Act 2004espect of the provision of
treatment

“Health Benefits Fund” has the meaning as setmthePrivate Health Insurance Act

2007

“Health Insurance Business” as per Section 121thefAct:

1)

(@)

3)

is:

(@) the business of undertaking liability, by wdyrsurance; or

(b) an employee health benefits scheme;
that relates, in a way referred to in subsectigro{2his definition, to
Hospital Treatment or General Treatment.

Note: The following kinds of insurance businessrathealth insurance
business:

(a) accident and sickness insurance businessd€sters121-20 of the Act);

(b) liability insurance business (see section 12bfthe Act);

(c) insurance business excluded byPhnivate Health Insurance (Health
Insurance Business) Rulésee section 121-30 of the Act).

The liability by way of insurance, or the arg@ament to make payments under

the employee health benefits scheme, must relate to

(8) loss arising out of a liability to pay feesahiarges relating to provision
in Australia of such treatment; or

(b) provision in Australia of such treatment; or

(c) the happening of an occurrence connected Wwélptovision in
Australia of such treatment; or

(d) the happening of an occurrence in Australia dndinarily requires the
provision of such treatment.

It does not matter for the purposes of pardgg2p (d) of this definition

whether payment of Benefits to the insured is ddpehupon one or more of

the following:

(&) such treatment or benefit being provided toisared,;

(b) the insured requiring such treatment or Benefit

(c) fees or charges being payable by the insureel@tion to the provision
of such treatment or Benefit.

“Health Management Program” as per Rule 11 (2hePrivate Health Insurance
(Health Insurance Business) Rulagans a program that is intended to manage or
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ameliorate a person’s specific health conditiosa@rditions and is not a Chronic Disease
Management Program.

“Health-Related Business” as per Section 131-1th@fAct means
(1) a business that is any one or more of theviotg:

(@) abusiness of providing goods or services @tin)oin order to manage or
prevent diseases, injuries or conditions;

(b) a business of undertaking liability, by wayimdurance, to indemnify
people who are ineligible for Medicare for costsasated with
providing treatment, goods or services that:

(i) are provided to those people in Australia; and
(i) are provided to manage or prevent diseas@;i@&s or conditions;

(c) abusiness of providing a financial servicassist people insured under
complying health insurance products to meet thésa@ssociated with
treatment, goods or services that are providedaoage or prevent
diseases, injuries or conditions;

(d) any other business, or business included iass ©f businesses,
specified in thdPrivate Health Insurance (Health Benefits Fund Pg)i
Rulesfor the purposes of this paragraph.

(2) Despite subsection (1) of this definition, heit of the following is
health-related business:

(8) business that is health insurance business; or

(b) any other business, or business included Iass ©f businesses,
specified in thdPrivate Health Insurance (Health Benefits Fund Pg)i
Rulesfor the purposes of this definition.

“Hearing Aids” means a device that assists witleespn hearing that is of any of the
following types — behind the ear, spectacle typegranst be worn on the person and not
attached to anything else.

“HICAPS” means Health Insurance Claiming and PrecesSystem. It is an electronic
claims processing system accessible to Membeheairbvider’s premises.

“Home Nursing” means services provided under a HalsBubstitute program by a
registered Nursing Practitioner for the purposegarhiciliary nursing care at a location
other than a Hospital or Nursing Home.

“Hospital” means a facility for which a declaratiander subsection (6) of Section 121-5
of the Act is in force. This includes Day Surgemeday Hospitals.

“Hospital-Substitute Treatmen#s per Section 69-10 of the Aoeans General
Treatment that:
€) substitutes for an episode of Hospital Treatmemd
(b) is any of, or any combination of, nursing, noadi surgical, podiatric
surgical, diagnostic, therapeutic, prosthetic, ptenological, pathology or
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other services or goods intended to manage a @iseqsy or condition;
and

(c) is not specified in thBrivate Health Insurance (Complying Product)
Rulesas a treatment that is excluded from this de@niti

“Hospital Treatment” as per Section 121-10 of thet Weans
(1) treatment (including the provision of goodsl aervices) that:
€) is intended to manage a disease, injury oritongand
(b) is provided to a person:
(i) by a person who is authorised by a hospitgrtivide the treatment;

or
(i) under the management or control of such agrerand
(c) either:

(i) is provided at a hospital; or
(i) is provided, or arranged, with the direct itn@ment of a hospital.

(2) Without limiting subsection (1) of this defiimh, Hospital Treatment includes
any other treatment, or treatment included in ascte treatments, specified in the
Private Health Insurance (Health Insurance Businéslesfor the purposes of
this subsection.

3) Without limiting subsection (1) or (2) of thiefinition, the reference to treatment
in those subsections includes a reference to gryr @y combination of,
accommodation, nursing, medical, surgical, podiagurgical, diagnostic,
therapeutic, prosthetic, pharmacological, pathologgther services or goods
intended to manage a disease, injury or condition.

4) Despite subsections (1) and (2) of this dabnittreatment is not Hospital
Treatment if it is specified in, or is includedarclass of treatments specified in,
thePrivate Health Insurance (Health Insurance Businé&slesfor the purposes
of this subsection.

“Major Dental” includes indirect restorative sex@s (541-555, 576, 582-597);
prosthodontic services for crowns, bridges and amys (611-691), and dentures and
denture components (711-779) regardless of whagwewhem.

“Medically Necessary” in relation to ambulance spart, means transportation by
ambulance that is necessary as, due to the patieorndition, the patient could not be
transported by any other means. It includes tramapon by road and air and between
hospitals. It does not include transportationdotpatient services.

"Medical Practitioner" means Medical Practitioasrdefined in the Act.

“Medicare Levy Surcharge” means the additional lsarge of taxable income imposed
by the Australian Taxation Office on high incomeneais who are eligible for Medicare
but who do not have private health insurance fasgital Treatment with a registered
private health insurer. The Medicare levy surchasgn addition to the normal 1.5%
Medicare levy. “High income earners” are those eed by the Australian Taxation
Office.
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“Member” means a person who is insured under a @ongpHealth Insurance Product
that is referrable to the Fund. To avoid doubteespn who is a Member for the purposes
of these Fund Rules is not a member for the pugpoktheCorporations Act 200br the
constitution of ahm.

"Membership Year" means the annual period commegnamthe date that the Member
joins a Policy with ahm or changes to a new Patayering hospital treatment and
renews every year on that date.

“Minister” means the Commonwealth Minister of Stati¢h responsibility for the Act.

“Multiple Risk Factors” means for the purposestafde Rules, two or more risk factors
relating to Chronic Disease.

“No Gap Prosthesis” means prosthesis listed irPtiostheses Schedule of tevate
Health Insurance (Prostheses) Ruldsere an amount is specified for that prosthesis i
the column under the heading “minimum benefit” aodamount is specified in the
column under the heading “maximum benefit”.

“Non-Agreement Hospital” means a Hospital with whtbe Fund does not have an
Agreement.

“Nursing Home Type Patient” means a patient in api#tal who has been provided with
accommodation and nursing care, for a continuotsghexceeding 35 days as per
subsection 3(1) of thdealth Insurance Act 1973

“Obstetrics” means services or treatment relatingregnancy, pre or post conception
and delivery of a baby.

“Occupational Therapy Service” means a serviceigdea/by a recognised occupational
therapist.

"Optical Service" means the provision of opticabds or services including frames,
lenses, contact lenses and repairs provided bgisteeed optical dispenser,
ophthalmologist or optometrist and excludes noMsigrrecting lenses.

“Orthodontics” includes all orthodontic serviced{8878) provided by a registered
dentist or orthodontist.

*OSHC” means Overseas Student Health Cover, wisictot a Complying Health
Insurance Product. OSHC is not Health InsuranceénBsgs and is not a “policy” under
these Fund Rules and a person covered by OSHQ sMember under these Fund
Rules.

“Osteopathy Service” means a service or treatmeigied by a registered osteopath.
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“Overseas Student” has the same meaning as in18ubé thePrivate Health Insurance
(Health Insurance Business) Rylésat is:
a) a person who is the holder of a student visa; or
b) a person who:
i) is an applicant for a student visa; and
i) is the holder of a bridging visa; and
iii) was, immediately before being granted the bridgisg, the holder of
a student visa

“Palliative care” means a type of health care gravides support to people with a life-
limiting illness.

"Partner” of a person means the person’s husbandf®@or a person who, although not
married to the person, lives with that person doma fide domestic basis and includes a
same-sex partner.

“Patient”
(@) inrelation to a Day Facility, means:

(i) a person who attends the Day Facility for thepose of permitting the
provision of professional attention to the persbtha Day Facility; or

(i) a person who receives an Outreach Serviceigeavby, or on behalf of,
the Day Facility; and

(b) inrelation to a hospital, does not include:

(i) a member of the staff of the hospital whodseiving treatment in his or
her own quarters; or

(i) except as provided by subsection 3(2) ofltealth Insurance Act 1973
a newly-born child whose mother also occupies aifbéde hospital.

“PBS” means the Pharmaceutical Benefit Scheme;
“PBS Item” means any drug listed in the PharmacauBenefits Schedule.

“Pharmaceutical Benefits Schedule” means the Sdbaxf Pharmaceutical Benefits as
determined by the Commonwealth Department of HealthAgeing.

"Physiotherapy Service" means a service or treatmevided by a registered
physiotherapist.

"Podiatry Service" means a service or treatmentigeal by a registered podiatrist.
“Policy” means a Complying Health Insurance Poheyd by a Member that provides

coverage for a defined group of Benefits payahlbjext to these Fund Rules, in respect
of approved expenses incurred by a Member.
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“Portability Requirements” means the Policy mehtsportability requirements as
detailed in Section 78-1 of the Act relating to #pplication of Waiting Periods to new
Members who transferred from a Policy provided bgther private health insurer or a
Policy provided by ahm to ensure that Waiting Résiare applied as detailed in F3 of
these Rules and no additional Waiting Periods ppéied..

"Pre-existing Condition" is an ailment, illnessaandition that in the opinion of a
Medical Practitioner appointed by ahm, the signsyonptoms of that ailment, iliness or
condition existed at any time in the period of 6nmtis ending on the day on which the
person became insured under the Policy or charggiddover. The appointed Medical
Practitioner must have regard to any informatioreiation to the ailment, illness or
condition that the Medical Practitioner who treatieel ailment, illness or condition
provides or that ahm provides.

“Premium” means the amount of money payable ingetspf each Product or Product
component as determined by ahm from time to time g may be increased in
accordance with Fund Rule D2).

“Principal Member” is the first named Member of ariplying Health Insurance Policy.
This person is responsible for the payment of Puemiunder a Complying Health
Insurance Policy issued by the Fund. This persartliauthority to terminate the Policy
and add or delete other persons on the Policyvdaaloubt, OSHC is not Health
Insurance Business and is not a Complying Heakbrance Policy and the holders of
those policies are not Principal Members.

“Private health insurance arrangement” means anlysofollowing:

€)) a private health insurance policy or a product;

(b) an agreement or arrangement between a prieatéhhinsurer and a health
care provider;

(c) an agreement or arrangement between a prieatéhhinsurer and another
person (other than a health care provider) thateslto insurance in
relation to Hospital Treatment or General Treatment

(d) an agreement or arrangement between two or heakh care providers
that relates to insurance in relation to Hospitalaiment or General
Treatment;

(e) Private Health Insurance (Complying Product) Rutesde for the
purposes of item 1 or 5 of the table in subsecti®i (2);

()] Private Health Insurance (Prostheses) Rutezde for the purposes of
item 4 of the table in subsection 72-1 (2);

(9) an arrangement between a private health ingun@m private health
insurance broker;

(h) an arrangement between a private health insararoker and a person
seeking to become insured under a private heatramce policy.

“Private hospital” means a Hospital in respect bfch there is in force a statement under
subsection 121-5 (8) of the Act that the Hosp#al private hospital.
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"Product” means a Complying Health Insurance Prodoimprising of a group of
policies or subgroup of policies for which persamsured under the Policy are entitled to
specific Benefits for the costs of Hospital Treattnar General Treatment.

“Prostheses” means surgically implanted items siscktents, grommets, artificial hips
and knees, titanium plates and screws.

"Psychiatric Patient” means a patient undergoiegttnent in a Private or Public hospital
under the supervision of a psychiatrist, and teattnent program has been approved by
ahm.

“Psychology Service” means a service or treatmaeitiding hypnotherapy and
counselling provided by a registered clinical psfolist.

“Public Hospital” means a Hospital in respect ofisththere is in force a statement under
subsection 121-5 (8) of the Act that the Hosp#ad public hospital.

“Quality Assurance Requirements” means the Poliegtsithe quality assurance
requirements if the Policy prohibits the paymenBehefits for a treatment that does not
meet the standards in tReivate Health Insurance (Accreditation) Rules.

"Recognised Provider" means a person who is resedrby ahm for Benefits and is
registered with ahm as a qualified professionaVoler of services in accordance with
thePrivate Health Insurance (Accreditation) Rules

“Restricted Service” means a service identifiethie Schedules for the applicable Policy
for which only a default benefit (as described mdRE 2.2) is paid

"Rehabilitation Patient” means a patient undergtiegtment in a Private Hospital under
the supervision of a specialist in rehabilitatioadwine and the treatment program has
been approved by ahm.

“Risk Factors for Chronic Disease” means
a) lifestyle risk factors including but not limited gmoking, physical inactivity,
poor nutrition or alcohol misuse; and
b) biomedical risk factors including but not limitea high cholesterol, high blood
pressure, impaired glucose metabolism or excesgwyeind
c) family history of a Chronic Disease.

“Routine Dental” means services provided by a garsgntal or specialist practitioner
that are of a routine nature and include: all dasgic services (000s), all preventive
services (100s), minor oral surgery services (314-322-324, 399), direct restorative
services (511-535) and other restorative servigég-675, 577-578), general services
(911-982).
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"Single Policy" means a Policy that covers only peeson.

“Single Parent Policy” means a Policy that incluties or more persons of whom one is
the Principal Member and all of the other insuretspns are Dependents.

"State" means the state or territory of Australia.

“Travel and Accommodation” means a Benefit for &laand accommodation in relation
to a hospitalisation or specialist medical appoenthwhere the Member has to travel
more than 200 kms return to access these servicelsere the patient is a Dependent
Child and requires a parent to accompany. The &smincludes travel and
accommodation for a Partner or next of kin of agudtto attend a hospital to accompany
and support a patient in a life or death situation.

"Waiting Period" means the period of time from ttege a Policy commences, to the date
that certain services or items or goods providethiéaViember attract Fund Benefits
under these Fund Rules and are detailed in Rule F3.

“Waiting Period Requirements” means the requiremastset out in F3 of these Rules.

B3 Other

3.1 For all amounts to which a Member is entitletlias not been paid, ahm will
make reasonable efforts to contact the person wbarding to ahm's records is
entitled to any refund of Premiums or payment afrok. If the refund is not
claimed or paid within 15 months from the date mtiteement, the amount will
become unclaimed money.

This Fund Rule does not override the claims paymeéas contained in E1.

3.2  Anyunclaimed amounts less than $20 (or sughdriamount as may be
prescribed by th&lnclaimed Money Act (VIC) 2004l be forfeited by the
Member if it cannot be paid within 15 months frdme date of entitliement. Such
amounts will become part of the assets of the Fund.

C MEMBERSHIP

C1 General Conditions of Membership
Cateqgories

1.1 Categories of the Fund are as follows:
(2) Single Policy
(2) Single Parent Policy
3) Family Policy
4) Couple Policy
Each category is further defined in B2.
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Levels of Cover

1.2

1.3

1.4

15

1.6

1.7

1.8

Subject to these Fund Rules a person may besith$or Benefits payable by the

Fund in one of the categories listed in Fund Rulel@n respect of any one of the

following products that cover:

(1) specified treatments that are Hospital Treatrasrset out in the Schedules;
or

(2)  specified treatments that are Hospital Treatraed specified treatments
that are General Treatment (that may include halspitbstitute treatment)
as set out in the Schedules; or

(3)  specified treatments that are General Treatimgihone that are hospital-
substitute treatment as set out in the Schedules.

A person may be admitted to the levels of covepsetn the Schedules.

A product that includes cover for Hospital-Subsétlireatment covers Hospital
Treatment for the same types of treatment coveydtdproduct for Hospital-
Substitute Treatment.

Ambulance services associated with the provisiomeaftment intended to
manage or prevent a disease, injury or conditicantonsured person is General
Treatment.

A product that provides a Benefit for anything ed¢eer than Hospital Treatment,
Hospital-Substitute Treatment or General Treatmaudt only include a Benefit
that is authorised by the Private Health Insurg@memplying Product) Rules.

A Policy that covers Hospital Treatment does nolude treatents:

1) that do not normally require Hospital Treatmentd@yC Procedures)
unless a certificate by a Medical Practitionerrsvided stating that the
Member required Hospital Treatment for that procegar

2) provided to a person at an emergency departmentiafispital; or

3) provided to a newly-born child whose mother alsoupies a bed in the
Hospital unless the baby is part of a multipletbot the baby is admitted
as a patient due to requiring medical attention.

A Policy that covers General Treatment excludeseBexfor treatment that
primarily takes the form of sport, recreation oteztainment except where the
treatment is part of a Chronic Disease Managemegr&m or a Health
Management Program
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1.9

1.10

1.11

1.12

1.13

The Principal Member can give authority to anotbenson to act on their behalf.
Authority can be given to another person aged @8ezovered by the policy, or
to any other person aged over 16 by using the afind Party Authority form.

Giving another party authority means that the n@aican do anything the
Principal Member can do. This includes (but islimited to) terminating the
Policy, changing the cover, removing the Partner @apendents from the Policy
or adding themselves to the Policy (if they argible to do so under the
definitions of family or single parent Policiestinding adding themselves as the
new Principal Member, changing bank account detailpayment of benefits or
ceasing the payment of Premiums.

By giving the authority, the Principal Member agréleat personal and sensitive
information about them may be disclosed to themimee in the general course
of business or in response to requests for infaomaf he authority will remain

in place until it is changed or cancelled by thespa who is the Principal
Member at that time. “

ahm may from time to time declare thatDependent Adult Policy component is

only available on certain Products.

ahm may from time to time declare thatGoeple Policy Fund category is only

available for certain Products.

1.14 Subject to these Fund Rules, the Principahbler must inform ahm of changes to

Member details within 30 days of the change. Sunranges include:

(1) change of address or contact details of a Member;

(2) change of the Partner status of a Dependent;

3) a Dependent is no longer eligible to be a Dependent

(4) a Dependent Student ceases or defers study;

5) a Dependent Adult Child or a Dependent Student cenu@s Full Time
Employment

(6) A change to the Medicare details or status of aagnber

C2 Eligibility for Membership
2.1 Subject to these Fund Rules, any person igeehtd apply as a Member. Members

2.2

who are not entitled to full and unrestricted Medécbenefits may not be covered for
all stated Benefits should they join a Hospitalafimeent product, and ahm’s
recommendation is that they also join an oversisitens health cover from another
insurer to ensure they are fully covered.

Overseas Students can apply for OSHC whioffered under a deed between the
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Commonwealth of Australia, as represgigthe Department of Health and
Ageing and ahm.

Only this clause C2.2 applies to themmsg@ns. OSHC is not a Policy under these
Fund Rules.

ahm has the power to cancel a Poliayriting immediately — for any reason for
holders of OSHC

Persons insured under an OSHC policyhatdMembers and are not eligible to the
rights conferred on Members by thesedARules, except where the Act or the
Commonwealth Deed requires or the Boanits.

OSHC arrangements, terms and conditions and anéesovered under the
Commonwealth Deed and in the policy doent.

2.3 Acceptance of an application and continuegil@lity as a Member for Benefits

payable by the Fund is conditional on the requirgrigat the insured does not
have a current Active Complying Health Insuranckcdydhat provides the same
type and level (or better) of Benefits with anyetPRrivate Health Insurer.

C3 Dependents

1)

2)

3)

4)

See B2 “Definitions”

Subject to these Fund Rules, a Child who ceases soDependent may become a
Principal Member by choosing a currently availadihen Product. No additional
Waiting Periods will apply provided that:

The level of cover remains the same as what wasqugy held as a Dependent; and
The Child applies to be a Principal Member withihdays of ceasing to be a

Dependent and commences cover from the date inatedgliafter ceasing to be a
Dependent

C4 Membership Applications

4.1

4.2

4.3

Applications to become a Member must be irféh@ required by ahm.

All relevant information requested by ahm iderto establish and maintain a
Policy must be supplied by the applicant.

Before an application may be accepted by alinést to Fund Rule D1.7) it
must be accompanied by at least one payment fregiseRremium payment for
the Product nominated and at the Premium applidalilee State of residence of
the applicant unless the applicant intends to paynRims through a payroll
deduction scheme, or any other payment method apgroy ahm.
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4.4  ahm must not refuse to accept any applicataminy regard to the conditions
outlined in Fund Rule A6

1. ahm has the right to refuse to accept an applicditam a person who was a
former Member of ahm whose Policy was cancelleduyh application of
Fund Rule C7 or Fund Rule C8.

2. ahm does not have the right to refuse to acceppplication for OSHC from
an Overseas Students studying in Australia aslddtai Fund Rule C2.3
unless the student was a previous applicant wholggypvas cancelled for
reasons other than arrears in premiums.

3. ahm does not have the right to refuse to acceppplication for a Complying
Health Insurance Product (CHIP) from anyone whots/ém purchase a CHIP
irrespective of where the person lives and irrespeof whether they are a
resident of Australia, and regardless of whethey tiave any eligibility for
Medicare.

4. All persons included in the application are subjedhe same rules and
conditions as the Principal Member.

5. The Principal Member is required to acknowledge rmadte the declaration as
required by ahm (whether on the paper applicatohne application or over
the telephone) for all new Policy applications ahdnges of cover. By doing
so, the Principal Member and each other Membereagreabide by the Fund
Rules and also verifies that all the informatiowegi to the Fund in the
application is true and correct.

C5 Duration of Membership

5.1 The commencement date of an accepted Polidicappn is the day the
application is accepted by ahm or some other datewually agreed by the
Member and ahm.

5.2 If a Member is more than two months in arredtl payment of Premiums then
the Policy will be terminated by notice in writifigm ahm to the Principal
Member, effective from the last Financial Datelwd Policy.

C6 Transfers

6.1 If a person who is a Policy Holder of a hedimefits fund of another Private
Health Insurer applies for a Policy with ahm anat therson is eligible under these
Fund Rules, then that person shall be acceptedMenger. Any period of cover
with the previous Private Health Insurer immedat@rior to taking out a
Complying Health Insurance Product with ahm pravidcomparable Benefits will
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6.2

6.3

6.4

6.5

6.6

6.7

6.8

6.9

count towards any Waiting Period for the ahm ConmglyHealth Insurance
Product.

In accepting a transfer of a person from and®nizate Health Insurer, ahm has the
right to include Waiting Period conditions for syabrtions of any Benefit payable
under the Complying Health Insurance Product thairaexcess of those Benefits
that would have been payable under the Complyirgjthiénsurance Product of the
previous Private Health Insurer. Holders of a Goédd will be treated as if they
transferred from another Private Health Insurer.

In accepting a transfer of a person from and®nizate Health Insurer, ahm has the
right to regard any Benefits paid by the previotsde Health Insurer in the
current financial or membership year (whatevepisliaable to the new product) as
being paid by ahm when assessing Benefit entitlésnen

If the Member has a gap in cover from the déatermination from the previous
Private Health Insurer to the date of joining aHhWaiting Periods must be served
on the new Product.

A transfer initiated by a Member from one ahamlying Health Insurance
Product to another Complying Health Insurance Pebdroviding similar Benefits,
or from one ahm Complying Health Insurance Prodption to a different option

of the same Complying Health Insurance Produdtested under these Fund Rules
as a transfer from another Private Health Insurer.

A transfer initiated by ahm from one Complyldgalth Insurance Product to
another Complying Health Insurance Product progdimilar Benefits or from
one ahm Complying Health Insurance Product optioa different option of the
same Complying Health Insurance Product, doesauptire any extra Waiting
Periods to be served for additional Benefits thay ime provided other than those
Waiting Periods that would otherwise have beenirequnder these Fund Rules.

ahm must provide a transfer certificate wittdndays to a Member who ceases to
be a Member of the Fund. ahm will satisfy its gations under this Fund Rule by
providing the certificate to the Principal Membeaiyo

ahm will request a transfer certificate with#hdays from the previous private
health insurer if the new Member does not provigdeRund with a transfer
certificate within 7 days of joining. Each Memlggves the Fund authorisation to
contact the previous private health insurer fot thapose.

For detailed information on waiting periodgereo F3.
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C7 Cancellation of Membership

7.1

7.2

7.3

7.4

7.5

7.6

7.7

ahm must not cancel or vary the Policy of argnider on the grounds of the health
of that Member.

ahm has the right to immediately cancel a Rdtiem the date of notification to the
Principal Member, if any Member covered by thati¢3ohas committed or
attempted to commit, in the opinion of ahm, frapdm ahm or the Fund or has
undertaken, in the opinion of ahm, any illegal @ttiAny Premiums paid in
advance of the date of cancellation may be firptiag by ahm to offset the cost of
the fraud, attempted fraud or illegal action, watim being only liable to the
Principal Member for any balance remaining.

Recognised Providers are not able to pay Praman behalf of any Member other
than for themselves, the Recognised ProvidersnBadr Dependents or their
employees as part of an Employee Health Benefie®ehas defined under the Act.

ahm has the right to immediately cancel a Rdlithe application contained
inaccurate or incomplete material information,fahe Principal Member falsely
agreed to any statement contained in the declarat@ancellation may be effected
from the date the Policy commenced. The refundedhRims paid will be less any
Benefits paid.

ahm has the right to immediately cancel a Rdliany person covered by that
Policy holds an equivalent Active cover with anotRevate Health Insurer.
Cancellation may be effected from the date theck@ommenced. The refunded
Premiums paid will be less any Benefits paid.

Without limiting the powers in Rules C7.1 to.&;7ahm may terminate a Policy
provided that the grounds for termination do nottcavene any part of the Act and
in particular do not relate to any of the item&ule C2 (Eligibility) or C4
(Application).

(1) ahm has the power to cancel a Policy in writinglirother cases (other than
those already covered by other provisions in Rulg @ith two months’
notice.

Where ahm has exercised its rights to canceliay? ahm has the right to refuse a
future application from any Member insured undat fPolicy.

C8 Termination of Membership

8.1

Only the Principal Member has the right to termenidte Policy by

30 of 51



8.2

8.3

8.4

1) giving notice in writing to ahm in writing and siga by the Principal
Member, effective from the date specified in théaeo(being a date no earlier
than the date of the notice)or

2) giving notice over the telephone by the Princip&nvber provided that the
Principal Member agrees to have the telephone e¢satren recorded,
effective from the date notified by the Principa¢iber (being a date no
earlier than the date of the telephone conversation

Subject to Fund Rules C7, C8.3 and F7 on terminatiee Principal Member is
entitled to receive a refund of any Premiums paiddvance of the date of
termination.

Any Member over the age of 16 covered by aciahay give notice terminating
that individual’s insurance cover under that Polioyt not terminating the
Policy):
(1) in writing to ahm in writing and signed by tidember, effective from the
date specified in the notice (being a date noeyattian the date of the notice)
(2) over the telephone provided that the Membeeegto have the telephone
conversation recorded, effective from the datefieotiby the Member (being
a date no earlier than the date of the telephoneersation)
Where the termination results in the Policy ager meeting the requirements of
the policy category, the Policy must be trarrsfé in accordance with rule C6.6
or C6.7.

A Principal Member who has not yet made aajntfor Benefits under the Policy
and who terminates that Policy (in accordance Wwithd Rule C8.1) within a
period of 30 days from the start date of the Pakogntitled to receive a full refund
of any premiums paid.

Any notice in writing given under Rule 8.1(8)2(1) or 8.3 must be sent to ahm’s
business address (as nominated by ahm) by delipezypaid post or facsimile
transmission only. E-mail requests to terminat®leci? will not be accepted unless
the email attaches a scanned copy of a requestrtonate a Policy that has been
signed by the Principal Member.

C9 Temporary Suspension of Membership
9.1 ahm may suspend a Policy, subject to this Ruld C9, upon prior written

application by the Principal Member if the reasonduspension is:

(1) The upcoming temporary absence of the Memipens Australia for more
than one month.
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9.2

9.3

9.4

9.5

9.6

(2) The inability of any of the Members to meet Bremiums because all of the
Members are in receipt of New Start Allowance @k8ess Allowance or any
similar allowance (relating to unemployment) untterSocial Security Act

A suspension application will only be consideifahe Principal Member has paid
at least one payment frequency’s Premiums in aec@elwith Fund Rule C4.3.

There will be no Benefits paid, nor any acdesservices granted by ahm under its
Health Insurance Business or Health Related Busjtesny Member covered
under a Policy that is suspended during the tingestispended.

Any period of suspension does not count inuwtating any Waiting Periods. On
reactivation of the Policy, the Members must seéineebalance of any Waiting
Periods.

This Fund Rule applies to suspension in acomelaith Fund Rule C9.1 (1) -
Overseas Suspension.

(1) The Principal Member shall apply for a suspensith® Policy prior to
leaving Australia by providing ahm with a copy bétr itinerary or e-ticket
or some other proof of date of departure and retuahis in a form
acceptable to ahm

(2) The maximum period of suspension permitted is teary.

(3) The Policy must be resumed on the earlier of:

I. a date nominated by the Principal Member (whicle éaprior to
any Members returning to Australia); or
ii. the actual date of return of at least one Membéwuistralia; or
iii. two years from the date the suspension commenced.

(4) The Principal Member must, within 30 days of thieine to Australia,
advise ahm of any changes to the date of resumptfitite Policy. The
Principal Member must provide a further copy of itireerary, e-ticket or
some other proof as acceptable to ahm as eviddramdual return to
Australia..

(5) Failure to advise ahm of the return to Austrafiarmy Member within 30
days of return (pursuant to Fund Rule C9.5 (4))madhat the Policy will
be re-activated only from the date of notificatianth a gap in the period of
cover and all persons insured under the Policywa#d to re-serve any
relevant Waiting Periods.

(6) Any period of return to Australia must be advisedmatter the length of
time and Premiums must be paid for any periodmétany Member is in
Australia.

This Fund Rule applies to suspension in acomelavith Fund Rule C9.1 (2) -
Unemployment Suspension.
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(1) Two years continuous holding of a Complying Hedtisurance Product
with ahm is required.

(2) Proof of receipt of the relevant Allowance musibevided.

3) Policy entitlements shall be made available immtetiiaupon resumption of
payment of Premiums provided that payment of Premiis resumed
within thirty days of any Member resuming employmétroof of the date
employment recommenced is required and must bedadwithin 30 days
of resuming employment.

(4)  The Policy must be resumed on the earlier of:

I. adate nominated by the Principal Member (whicle éaprior to
any Members resuming employment); or
ii. the actual date of resumption of employment; or
iii. two years from the date the suspension commenced.

(5) Failure to advise ahm of recommencement of employmieany Member’s
return to work within 30 days (pursuant to Funddr@bB.6(3)) means that
the Policy will be activated only from the datenaitification with a gap in
cover and all Members insured under the Policy mekd to re-serve any
relevant Waiting Periods.

(6) The maximum period of suspension permitted is teary

9.7 |If, by the second anniversary of a suspenst@Policy has not been resumed by
the Principal Member, the Policy will be automallicaeinstated and any arrears in
Premiums will be dealt with in accordance with Fifude C5.

9.8 Partial suspensions are not permitted.

9.9 Where ahm agrees to suspend a Policy, all Bsland Policy components held by
the Principal Member must be suspended together.

D CONTRIBUTIONS

D1 Payment of Contributions

1.1 Premiums may be paid by a Member in advantierough a payroll deduction
scheme or by such other arrangements as are agtidny ahm from time to time.

1.2 The Premium rates for a Single Policy shalhék of the Premium for a Family
Policy and based on the definition in B2 of “Singlelicy”.

1.3  Members whose Premiums are not paid ttraugayroll deduction arrangement
shall be required to make Premium paymsanleast one payment frequency in
advance.

1.4 The Principal Member is required to pay the Premiata applicable to the State
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in which the Principal Member resides.

1) The Premium applied to a Single Parent Policy glla reduced amount of the
Family Policy Premium for the same level of covas determined by ahm.

2) The Premium applied to a Single Parent Policy Bamily Policy for the
Dependent Adult component will be as determinedloy (subject to Fund Rule
D2.1).

3) At any given time, payment of Premiums in advancestnot exceed 12 months
in advance of the payment date. Where Premiums Ibeee paid in excess of 12
months in advance, ahm may refund the portion®ftount paid which
exceeds 12 months.

4) ahm may at its discretion approve any group of Menas a contribution group
in accordance with the Act and the Rules.

D2 Contribution Rate Changes

2.1 ahm has the right to change Premium ratesdipgtication to alter rates is
approved by the Minister.

2.2 Once the Minister approves an application by &hchange its Premium rates,
ahm reserves the right to apply the new Premiumtmaany Premiums received
after the date of the announcement taking into @atcthe effective date of the
change. Any Members whose Financial Date is in ade&f the Minister’s
approval will not be exempt from such changes.

D3 Contribution Discounts

3.1 Discounts may apply up to 12% per annum in @zswe with the Act and the
Rules.

D4 Lifetime Health Cover

4.1 If a person does not have Hospital cover onlyL fdllowing their 31st birthday and
decide to take out hospital cover later in lifgttherson will pay a 2% loading
(Lifetime Health Cover Loading) on top of their Rriegm for every year they are
aged over 30. Some exemptions are applicable.ombg is on the Member to
advise details to claim an exemption.
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4.2 People who were born on or before 1 July 1984eaempt from the Lifetime
Health Cover Loading and are able to join ahm gttame and pay the same
Premium as someone who takes out coverage at age 30

4.3 Other limited exemptions to the Lifetime Healtbver Loading apply under the
Act. The onus is on the Member to advise detaitddon an exemption.

4.4 The Lifetime Health Cover Loading requiremesiges for each Member after 10
years of continuous coverage for so long as eaahidéde holds hospital cover. The
Member may be required to provide proof of payn@rihe Loading for the
previous 10 years.

D5 Arrears in Contributions

5.1 No Benefits shall be paid for services s¥ad to a Member during the period in
which the Policy is in arrears until the Premiumrears are paid and accepted by
ahm.

5.2  No Benefits will be paid for claims whéehe date of service is later than the
Financial Date of the Policy.

5.3 ahm has the right to refuse to accept Premauears if these Premiums are
tendered later than two months afterFin@ncial Date of the Policy.

D6 Other

1) ahm established the Health and Medical Researct iut©O86 to support medical
research. Any Member can make a voluntary coniobub the Health and Medical
Research Fund. The general public can also makatidos to the Health and
Medical Research Fund. That fund is operated acdusted for separately from the
Health Benefits Fund, and in accordance with thaltdeand Medical Research Fund
Trust Deed. ahm provides administrative suppadtsarvices to the Health and
Medical Research Fund.

E BENEFITS

E1l General Conditions

1.1 Benefits are limited up to 100% of the docuredrdost to the Member for any
service or good for which Benefits are payableetsrnined by the policy.

1.2 Benefits will be in the form of undertaking tireility for some or all of the loss
arising out of payment of fees or charges for tteigion of goods and services for
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1.3

1.4

15

1.6

1.7

1.8

1.9

Hospital Treatment or General Treatment rendereXlistralia as determined by
the level of cover of the Policy.

Benefits are not payable in respect of relesantices or goods provided during any
relevant Waiting Period.

Benefits are not payable in respect of senacegoods that have been provided to a
Member during a period for which the Premiums hastebeen paid.

Benefits are not payable in respect of a servicgood that has been rendered to a
Member if the expenses in respect of that servicgomd were incurred by the
employer of a Member or if the person to whom 8&twice or good was rendered
obtained that service in connection with, or injoantion with; employment, or
application for employment, an industrial undemagkior profession, or a life
insurance examination or the like.

Benefits are not payable in respect of servicegamds unless the provider is a
Recognised Provider.

Irrespective of the Financial Date of the Policy,whether the Policy is paid in

advance, Benefits may be varied during the yea date of ahm’s choosing, subject
to adequate notice being provided in accordande thi¢ obligations under the Act
and the Private Health Insurance Code of Conduct.

If a Benefit has been erroneously paid then shentitled to recover any such
amount that should not have been paid under these Rules in any period within
2 years of making the erroneous payment.

The Benefit for a particular service is the &@rthat is applicable to that service
on the date the service or principal componenhefservice was provided, and in
the case of dental orthodontic, prosthodontic, crawd bridge services, the date of
service is the date the appliance or prosthesiditted.

1.10 Notwithstanding these Fund Rules, but sulbgetite Act and the Rules, ahm has

the right to review the operation or effect of grayticular Fund Rule in specific
instances and also has the right to provide, witpogjudice, an Ex Gratia
payment, provided at the absolute discretion of ahthsubject to any conditions
ahm sees fit to impose (that are not inconsistéiht tive Act), for the cost of goods
and services that the Members are not entitlechtieiutheir level of cover, as long
as those goods or services fall within the defanitof Hospital Treatment or
General Treatment and are offered by ahm. Reqtadi-Gratia benefits will be
determined based on the requirements of the Actlandules, the expected health
outcome of the person and the financial viabilityre Fund. Where a request is for
a service or good not covered by the Member’s lefrebver but is covered under
another ahm product a change of cover will be renended.
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1.11 Benefits will not be payable for services parfed by a provider to the provider,
the provider’s Partner, Dependents, any businassgyar business partner’s
Partner or Dependents.

1.12 Benefits will only be paid for one service pesvider per date of service. Multiple
services provided by the same provider on the siayevill be treated as one
service.

1.13 Benefits are not payable on consultationsigealvover the telephone or Internet
unless express prior approval has been providexhby

1.14 Benefits are not payable in respect of servicegoods provided to a Member for
which Benefits are payable or subsidised by anathsty including government
departments or agencies, insurance companies, ploysanor other such party
where not a compensable claim as described in F7.

1.15 Benefits will not be paid unless a valid receiptrvoice is provided unless the
claim is made through HICAPS.

1.16 Benefits will not be paid where the service date¢henreceipt or invoice is more
than 2 years from the date of lodgement of theipéce invoice with ahm.

1.17 Benefits are only payable for the cost of goods sergtices purchased or provided
within Australia. Hospital Treatment and Genersdatment received or goods
purchased overseas (including Norfolk Island) areefigible for Benefits.

1.18 Benefits for pharmacy item paid under General Tneat will only be paid for non-
PBS items that are supplied on a valid prescripdiath are not available over the
counter or off the shelf. Benefits will not be p&d herbal medicines or vitamins.

E2 Hospital Treatment

2.1 A policy that covers Hospital Treatment musenhibe Benefit Requirements of
Division 72 of the Act by providing a Benefit for:

(i) any part of Hospital Treatment that is one arenof the following:
(@) psychiatric care;
(b) rehabilitation;
(c) palliative care;
if the treatment is provided in a hospital and nedidare benefit is payable
for that part of the treatment.
(i) Hospital Treatment covered under the Policyvidich a Medicare benefit is
payable
(i) if the policy covers Hospital-Substitute Ttezent—Hospital-Substitute
Treatment covered under the Policy for which a Mad# benefit is payable.
(iv) (a) Hospital Treatment covered under the Boland
(b) if the policy covers Hospital-Substitute Treatry Hospital-Substitute
Treatment covered under the Policy;

37 of 51



that is the provision of a prosthesis of a kintelisin thePrivate
Health Insurance (Prostheses) Ruilegircumstances:
(c) inwhich a Medicare benefit is payable; or
(d) setoutin th@rivate Health Insurance (Prostheses) Rutasthe
purposes of this table item.
(v) any treatment for which tlrivate Health Insurance (Benefit
Requirements) Rulespecify there must be a Benefit.

2.2 Default Benefit

2.2.1 The minimum benefit (default benefit) for Bommodation cost of an episode of
Hospital Treatment that must be covered under @riZ2 of the Act and where a
Restricted Benefit is paid is the amount specifire8chedules 1-3 of therivate
Health Insurance (Benefit Requirements) Rules

2.2.2 The default benefit for Restricted Servioagees the cost of:

0] Shared accommodation at a Public hospital,

(i) The Commonwealth Government prescribed rate (ageqlior
accommodation in a Priviabspital;

(i) Medical gap benefits

(iv) Surgically implanted prosthesis listed in the Areses Schedule and

determined in tRevate Health Insurance (Prostheses) Rudeso
gap prosthesis.

2.2.3 No Benefit is paid for costs associated Witatre or intensive care.

2.3 Second-Tier Default Benefit

2.3.1 The minimum benefit (second-tier default bentor an episode of Hospital
Treatment at a facility that does not have an Aged is the amount specified in
Schedule 5 of thPrivate Health Insurance (Benefit RequirementseRul

2.4 Hospital Treatment Products

2.4.1 All Hospital Treatment Products shall provigknefits as listed in the Schedules.

2.4.2 For residents of New South Wales and theraligh Capital Territory the State and
Territory Governments claim a levy from ahm whictiites Members to
ambulance transport free of charge. For residdr¥ctoria, South Australia,
Western Australia or the Northern Territory the &yays 100% of the cost for
Medically Necessary ambulance services. Benadité\inbulance Cover do not
apply in Tasmania or Queensland as State schem@s place.

2.4.3 Benefits are not payable for patients ofingreomes, aged care facilities or for
associated respite care.
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2.5 Hospital Benefits

The Fund has an Agreement with the majority of &evHospitals throughout
Australia which include arrangements on how they ahiarge for Hospital
Treatment. At Contracted Hospitals, the Fund waly 100% of the Benefits for
agreed theatre, intensive care and accommodatenge$ for the Hospital
Treatments as specified in the Schedules less arpa@ment or Excess applicable
to the Policy.

2.5.1 Unless specified in a Product, hospital Biesefill only be available for Hospital
Treatment in Public or Private hospital or a Daygikg.

2.5.2 ahm will pay Benefits to Contracted Hospitalaccordance with the Agreement.

2.5.3 Where a Hospital does not have an Agreemihtalim, Benefits will be payable
in accordance with the default benefits under Seleetl-3 or the second-tier
default benefits under Schedule 5 of Brevate Health Insurance (Benefit
Requirements) Rules.

2.5.4 The length of stay in Hospital will be cakield by including the first day (date of
admission) but excluding the last day (date ofltasge).

2.5.5 ahm pays Medical Gap benefits up to 25% @fGbmmonwealth Medical Benefit
Schedule (CMBS) fee. Benefits in excess of the GMi&: are payable where there
is an Access Gap Cover Scheme arrangement in place.

2.5.6 ahm pays Benefits for pharmaceuticals no¢/ by the Pharmaceutical Benefits
Scheme when they are included in the relevant Ages¢ with the Contracted
Hospital.

2.5.7 ahm pays Benefits for surgically implantedstineses in accordance with the
relevant Agreement with the Contracted Hospital andet out in thBrivate
Health Insurance (Prostheses) Rules

2.5.8 ahm pays Benefits for nursing home type pti@NHTP) in accordance with
Schedule 4 of thPrivate Health Insurance (Benefits Requirementdg&RuVhere
there is a dispute about whether the person insgr@dNHTP the matter will be
resolved between the Hospital and ahm but mayfeereel to the Private Health
Insurance Ombudsman for mediation.

2.5.9 Hospital Benefits will only be available fdospital Treatment provided by a
person who is authorised by a Hospital to providattnent.
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2.6 Pharmaceutical Benefits for Admitted Patients

2.6.1 For all Policies that include a Hospital B&ncomponent, ahm will pay the costs
that a Patient incurs for a PBS item received wédmitted to a Contracted
Hospital.

2.6.2 To be eligible for the Benefit, the PBS itemast be:
(1) intrinsic to the Hospital Treatment;
(2) clinically indicated;
(3) essential for the meeting of satisfactory healitcomes for the Patient; and
(4) directly related to treatment of the conditmmailment for which the Patient
was admitted.

2.6.3 ahm also covers the costs that the Membarsrfor special patient contributions,
brand premiums and therapeutic group premiumglliste¢he Pharmaceutical
Benefits Schedule that apply to certain pharmacalienefits, regardless of
whether the Member has reached the Safety Net Rblicesnder PBS
arrangements.

2.6.4 Payment by ahm is limited to:
(1) the payment for the maximum quantity as listethe Pharmaceutical
Benefits Schedule; or
(2) as recorded on an Authority Prescription Foamd(authorised by Medicare
Australia).

2.6.5 Where the cost to the Member for a PBS item istless the pharmaceutical
benefit co-payment (as determined by the Commoritv&sdpartment of Health
and Ageing) these drugs are not covered by ahm.

2.6.6 Nothing in this Fund Rule E 2.6 obliges or requiabs to pay a Benefit for a
charge for a pharmaceutical benefit supplied uidet VIl of theNational Health
Act 1953 unless the circumstances of the charge are adWsreection 92B of
National Health Act 1953

2.7 Medical Benefits

2.7.1 For medical services provided as part of Hakpreatment or Hospital-Substitute
Treatment for which a Medicare benefit is payabledicare pays 75% of the
scheduled fee and the Fund pays the remaining 25B& scheduled fee up to the
charge (except where an Access Gap Cover Schearmgament is in place). Any
charge for services above the scheduled fee ors&dGap Cover Scheme
arrangement is payable by the Member. If the ahardess than the scheduled fee,
the Fund pays so much of the charge as exceedo76% scheduled fee.

2.7.2 For medical services provided as part of HakBubstitute Treatment for which a
Medicare benefit is payable, Medicare pays 75%efscheduled fee and the Fund
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pays the remaining 25% of the scheduled fee updeharge (except where an
Access Gap Cover Scheme arrangement is in pl#eg).charge for services above
the scheduled fee or Access Gap Cover Scheme amamng is payable by the
Member. If the charge is less than the scheddedthe Fund pays so much of the
charge as exceeds 75% of the scheduled fee. NdiBisnmyable if the Medicare
benefit payable is at least 85% of the scheduled fe

2.7.3 Where there is an Access Gap Cover Schepiade, Medicare pays 75% of the
scheduled fee, the Fund pays the remaining 25%eo$¢heduled fee as well as the
amount up to the agreed Access Gap Cover schedulgcharge for services
above the Access Gap Cover schedule fee is palpgtlee Member.

2.7.4 Medical Practitioners who opt to take pathiis scheme must inform Member:

(1) in writing of any amounts the Member can readdybe expected to pay
for the treatment by the Medical Practitioner ang associated
professional services, if possible before the mmiowi of such treatment
and services or otherwise, as soon as practicdl; an

(2) of any financial interest a person providing treatment or any associated
professional services have in products or servieesmmended or
provided to the Member.

2.7.5 A cap of $400 per item above the Access Gafee or $800 for obstetrics
services is allowed for a Medical Practitioner &otipate in the Access Gap
Cover Scheme. Charges quoted above these permésdneans the Medical
Practitioner has opted to not participate in tHeeste and any additional Benefits
above the scheduled fee will not be paid.

2.7.6 If the Fund enters into an Agreement withedMal Practitioner for the provision
of treatment to a Member, the Agreement will notifithe Medical Practitioner’s
professional freedom, within the scope of acceptigital practice, to identify and
provide appropriate treatments.

E3 General Treatment

3.1 All Products including a General Treatment congnt shall provide Fund Benefits
or Fund services in accordance with the Schedules.

3.2 A Policy that covers General Treatment musttrtreeerequirements of the Act

3.3 The maximum Benefit and limits for General Tneent for of all ahm Products are
set out in the Schedules.

3.4 The Fund may pay stated higher Benefits focts of services provided by
selected General Treatment providers as part offenped provider arrangement.
A list of these preferred providers will be maimizdl by ahm and provided to
Members on request.
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3.5

3.6

3.7

3.8

3.9

For Pharmaceutical Benefits paid out of a GanEreatment product an amount
equal to the current general patient PBS ratebeiltleducted from all items before
a Benefit is paid.

The Fund will not cover as part of General Tresnt (including Hospital-Substitute
Treatment) professional services for which a Medideenefit is payable except as
detailed below.

The classes of services for which a Medicaretieis payable and which can be
covered as part of a Hospital-Substitute Treatrnader General Treatment are:
(i) the professional medical therapeutic services ifiedtin Groups T1
to T11 of the Medicare Benefits Schedule generalioad services
table that are:
a. items in the table without a 75% benefit; or
b. not stated in the item to be services that aretpdsformed in
a hospital for the Medicare benefit to be payaaie
(i) oral and maxillofacial services set out in Groudst®O11 of the
Medicare Benefits Schedule general medical servai@e that are:
a. items in the table without a 75% benefit; or
b. not stated in the item to be services that aretpdysformed in
a hospital for the Medicare benefit to be payabiel
(iif) the associated services in the:
a. pathology services tables; and
b. diagnostic imaging services table,
that is integral to the provision of the servigeRule E3.6 (i) and (ii)
above.

ahm will not cover as part of General Treatmastper Rule 11 (1) of therivate
Health Insurance (Health Insurance Business) Rudayg treatment which primarily
takes the form or sport, recreation or entertairtpaher than such treatment which
is part of a Chronic Disease Management ProgramHealth Management
Program that has been approved by the ahm.

Loyalty Benefits

3.9.1 Loyalty Benefits are based on a Principal Menmaintaining a Policy with ahm

for a continuous period and apply to a range ofegaTreatment Benefits payable
in any Financial Year. This means the Benefit lifaitthe claiming period
specified will depend on the number of continuoearg that the Principal Member
has held a Policy.

The General Treatment benefits table in the Sclesdigtail limit entitlements.

3.9.2The loyalty date for the whole Policy is determirigdthe length of time that the

Principal Member has held a Policy without intetfop. If a person insured under
that Policy is no longer insured under that Polaryany reason, including the death
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or other change in status of the Principal Membach person’s entitlement to the
loyalty benefit will be calculated by referencethe joining date of that person.
Some examples:

1.

Betty (Principal Member) started an ahm fariblicy in 1980 and John
joined the Policy in 1985 when he was born. Jofirthe family Policy to
start his own single Policy with ahm. Because relie®en with ahm since
1985, he will start a single Policy with 22 (a807) years of loyalty.
Tom (ahm Member since 2001) married Betty and pbimer Policy in
2004. The Policy stays in Betty’s name so theialtyydate remains at
1980 and they are each entitled to 27 years ofthpya

If the Policy had transferred into Tom’s name (&edecomes the
Principal Member) their loyalty date would be 2004tead of 1980 and
their loyalty years and associated benefits woeltkebs.

Betty passed away in 2005. When Betty passed ahwayolicy
transferred into Tom’s name. As he is now the RpaddViember, loyalty
limits are based on when he joined ahm in 2001.

If a change to a Policy is required, Members maosaser who will be the
Principal Member. This determines the loyalty yedesignated and the limits
claimable.

3.9.3As loyalty limits apply to a Financial Year, thember of years a Principal Member
has been a Member at 1 July each year, deterntiresategory of loyalty Benefits.
For example, although in December 2006 Tom has ddédamber for 5 years (he
joined in 2001), he will not be entitled to his &ays loyalty limits until 1 July of the
following year.

3.9.4A Member may continue to accrue loyalty years fer purposes of calculating a
Member’s loyalty date even if the Poligldby the Member is not eligible for
loyalty limits.
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E4 Other

4.1 Fund Dental and Eyecare Services - Benefits & Coniilbns

Dental services and Eyecare services may be pratahm's Dental and Eyecare
Practices to ahm Members on eligible Products.aedjeneral public. A schedule
of fees (DEP Fee Schedule) is available to detegriiia:

(i) service fees (DEP Scheduled Fee) and administretizeges;

(i) Benefits (if applicable); and

(iijout of pocket expenses (DEP Out-of-Pockets)
payable or able to be claimed by Members for sesvprovided to a Member
insured under the Policy.
The DEP Fee Schedule can be made available to Merheequest at any ahm
Dental and Eyecare Practice where DEP management gevision of the
schedule appropriate.

Dental Services provided at the ahm Dental and &yelractices are provided
under the terms and conditions listed below:

4.1.1 Eligibility for Treatment

Dental Services

Members either joining or transferring to any ofred eligible Products that
include dental Benefits are eligible to receivatneent for:

(1) Routine Dental services, providing they haverbmsured under any ahm
Policy that includes a Routine Dental Benefit folteast two months
continuously, or have served an equivalent Waiegod on a
comparable product as at the date of treatment.

(2) Complex Dental services, providing they haverbmsured under any
ahm Policy that includes a Complex Dental Benetitdt least twelve
months continuously, or have served an equivaleatilg Period on a
comparable product as at the date of treatment.

(3) Major Dental services, providing they have beesured under any ahm
Policy t that includes a Major Dental Benefit fordeast twelve months
continuously, or have served an equivalent Waillegod on a
comparable product as at the date of the treatment.

(4) Orthodontic services, providing they have beenregwnder any ahm
Policy that includes Orthodontic Benefits for adetwelve months
continuously, or have served an equivalent Waiflegod on a
comparable product as at the date of commencenhémiadbment and this
level of cover is held for the duration of the treant.
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Optical Services

Members either joining or transferring to any ofred eligible Products that
include Optical Benefits are eligible to receiveti©al Services providing:

(1) They have been insured under any ahm Polidyincludes an Optical
Benefit for at least six months continuously, ovdngerved an equivalent
Waiting Period on a comparable product as at tie afathe service.

Services at ahm’s Dental and Eyecare Practicesudiject to the conditions and
restrictions as detailed in Fund Rules E4.1.2-5.

The general public and Members who do not holdligibke Product are eligible to
receive treatment at the full DEP Scheduled Fee.

Normal transfer rules apply as detailed in Rule C6.

4.1.2 Benefit Conditions

1) Services rendered incur a DEP Out-of-Pocketts# in the DEP Fee
Schedule.

(2) Where limits on dental service entitlements haeen reached, Waiting
Periods have not been served, or the Mesribeel of cover does not
include the particular item or treatmeh& Member will be charged the full
DEP Scheduled Fee

(3) Where it is required that a patient is refer@d fprivate practice provider,
normal private practice rules, that provisiéees and normal Policy Benefits
and limits apply

4.1.3 Restriction on Treatment

In addition to Fund Rule E4.1.2(2), a Member maydzpiired to pay the full DEP
Scheduled Fee for services and treatment where:

(1) Satisfactory arrangements have not been madseftting accounts for
DEP Out-of-Pocket payments or any other chargseddby the Dental
and Eyecare Practice.

(2) Premiums are not paid up to the date of sereragroup payroll
deductions are not in line with the Financial Dait¢he group.

In addition, ahm has the absolute power to restngtMember from using the
services of any ahm Dental and Eyecare Practiaayatime and for any length of
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time it deems appropriate, providing the Princidaimber is informed of the
reason for such restriction.

4.1.4 Out of Pocket Expenses (DEP Out-of-Pocket)

DEP Out-of-Pockepayments represent the difference between the B@aghble
for a particular service and the DEP scheduleddethat particular service
provided by the Dental & Eyecare Practices. DER@Pocketpayments are
payable at the time the service is provided orchgduled in the treatment plan.

4.1.5 Limits

Dental and optical limits for Members of all ahrert&ral Treatment products are
set out in the Schedules.

Any treatment in excess of the allowable limit mistpaid for in full in accordance
with the DEP Fee Schedule.

4.2 Funeral Benefits

ahm has previously offered funeral benefits as glaathealth insurance policy.
Since 1 April 2007, ahm no longer offers that béndflowever, nothing in this rule
affects the rights of any person to a funeral bignghere that entitlement arose
prior to 1 April 2007. Any entitlement that is perved under this rule cannot be
altered, redeemed or exchanged for other Benefasyp other entitlement.

F LIMITATION OF BENEFITS

F1 Co Payments

1) A Co-payment in relation to Hospital Treatmenths tlaily amount paid towards the
cost of a hospitalisation (including Day Only Adsians). A Co-payment may apply
to each Member on the Policy. There are set lifoiteach Member for each
Membership Year or for each Policy as set out @Sbhedules.

2) For Top Hospital products the Co-payment is waifeedependents and for
admissions as a result of a non-compensable ad¢ciden

3) If changing to a level of hospital cover with a lwevel of Co-payment a Member
will have to serve the relevant Waiting Period Ibefthe lower Co-payment applies.

F2 Excesses

1. An Excess in relation to Hospital Treatment is aroant paid towards the cost of
Hospital Treatment (including Day Only AdmissiorEhe amount of the Excess
and relevant limits and conditions are set ouhe$chedules.
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2. An Excess may apply to each Member on the PoliggeEs limits for each
Member or for each Policy are set out in the Sclesdu

3. If changing to a level of hospital cover with a lwevel of Excess a Member
will have to serve the relevant Waiting Period befthe lower Excess applies.

F3 Waiting Periods

3.1 When taking out or transferring to a Policy for idival and/or General Treatment
or changing level of cover, the Members have td @waiet time before claiming for
services and Benefits provided to the Member treaewot previously covered or
for which Waiting Periods have not been served.

During a Waiting Period for a service or treatmemiember under the Policy is not
entitled to a Benefit for that service or treatment

Waiting periods apply as follows:

Hospital and Hospital-Substitute Treatment

1 day

Ambulance services
Hospital Treatment that is
required as a result of an accide

2 months

Hospital Treatment (where there
are no Pre-existing Conditions.
Psychiatric, rehabilitation and
palliative care (whether or not a
Pre-existing Condition)

12 months

Pre-existing Conditions
Obstetrics, pregnancy and birth
related conditions

Speech processors

Insulin pump replacements

General Treatment (that is not Hospital-SubstituteTreatment)

1 day Ambulance services
Travel and Accommodation
relating to a hospitalisation
2 months General treatment except as

specified below

Travel and Accommodation
relating to specialist medical
services or outpatient procedure

[72)
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6 months = Optical (except for laser eye

surgery)
= Qutpatient procedure room fees
» Post operative and medical aids

12 months

Complex Dental

Major Dental

Orthodontics

Podiatric surgery

Orthotics

Hearing Aids

Pre and post natal services
Medical gases

Joint fluid replacement injections
Disease management appliance

[72)

3 years = Laser eye surgery

3.2

3.3

3.4

3.5

3.6

Waiting Periods served with a previous Pritdgalth Insurer will be counted
towards Waiting Periods served with ahm, providedlMember has transferred
with current continuous comparable coverage.

For Partners and Dependents covered by a Policgr than at birth, all Waiting
Periods apply.

A pregnant Member holding a single Policy mysgrade to a family or single
parent family Policy at least 2 months prior to keh of the child for the child to
be covered without Waiting Periods.

The 12 month Waiting Period applying to obststapplies to a premature birth
whether or not the Member is pregnant at the tifijeining a relevant Policy with
ahm or changing cover to include obstetrics.

Subject to the Act and the rules, ahm resdheesight in its absolute discretion to
waive any Waiting Period.

FA4 Exclusions

Depending on the level of cover chosen by the Menienefits may be excluded on
particular Hospital Treatments as detailed in tblee8ules.

F5 Benefit Limitation Periods
There are no Benefit limitation periods on any Hadf@ reatment product.
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F6 Restricted Benefits

Depending on the level of cover chosen by the Mentbenefits may have restrictions
on particular Hospital Treatments as detailed e@mSkhedules.

F7 Compensation Damages and Provisional Payment of Claims

7.1 A Member who has, or may have, a right to rec€ompensation in relation to an
injury, must:
(1) inform ahm as soon as the Member knows oresiisgsuch right exists;
(2) inform ahm of any decision to make a claim@mmpensation;
(3) include in the claim, the full amount of all@nses for which Benefits are, or
would otherwise be payable;
(4) keep ahm informed of and updated as to progrette claim;
(5) inform ahm immediately upon the determinatiorsettiement of the claim.

7.2 Subject to Fund Rule F7.3, Benefits are not payfslexpenses incurred in relation
to an injury where the Member has received, or begntitled to receive,
Compensation in respect of that injury.

7.3Where a claim for Compensation is in the procedseofg made or has been made
and remains unfinalised, ahm may in its absolugerdition make provisional
payment of Benefits in respect of expenses incurredlation to the injury. Any
provisional payment will be conditional upon the mteer signing a legally binding
irrevocable undertaking (in a form required by ahtimt contains an agreement by
the Member, in consideration for provisional paytnen

(2) to comply with Fund Rule F7.1

(2) to be bound by these Fund Rules

3) to authorise the Member’s legal representativadolalse to ahm all
matters relating to the progress of the claim agtdits of any
determination made or settlement reached

(4) to repay to ahm in accordance with Fund Rule FIf Bemefits paid in
relation to the injury.

7.4Where ahm has paid Benefits (whether by way of isional payment or otherwise)
in relation to an injury and the Member has reagi@e®mpensation in relation to
that injury, the Member must repay to ahm thedatiount that ahm paid in relation
to the injury, upon the determination or settlen@rthe claim for Compensation.
The obligation to repay applies whether or not:
(7 the determination or settlement includes the folbant that ahm has paid;
(8) the terms of settlement specify that the sum ofeygaid under the

settlement relates to past or future medical exggens
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7.5(1) In addition to the Member’s obligations untlez preceding Fund Rules, where a
determination or settlement of a claim for Compépnsancludes an
allocation for future medical expenses in respéth® injury:

€) the Member must use that allocation to payreEatment in respect of
the injury;

(b) ahm may refuse to pay Benefits for such treatroatil the allocation
is exhausted;

(c) the Member must keep and provide to ahm evielémestablish that
the allocation has been exhausted and exhaustedaiment for the
injury; and

(d) if the Member cannot provide such evidencéerdllocation has been
exhausted on expenses other than for treatmeheohjury, ahm may
refuse to pay benefits for treatment in respecthefinjury.

(2) The Member must upon request provide eviden@hin to establish whether
a determination or settlement includes an alloodio future medical
expenses.

i) Where it is anticipated that the Member has futneglical needs in
respect of the injury, the Member must use readeraireavours to
procure an award or settlement that includes aifgpe@llocation for
future medical expenses.

i) Where, despite the Member’s reasonable endeav@determination or
settlement does not include a specified allocaorfuture medical
expenses, ahm may in its absolute discretion @grpay Benefits for
treatment in respect of the injury rendered afterdetermination or
settlement.

7.6 ahm may in its absolute discretion and subeeiy conditions that it deems
appropriate, determine that a Member need not rapgyr all of the Benefits paid
by ahm in relation to the injury.

7.7 Under no circumstances will Benefits be paitiatders of OSHC, where the
Benefit relates to an injury for which the hold lmesnay have a right to claim
Compensation. .

7.8 A Member’s obligations under this Fund Rule Fritowe despite any termination
of the Member’s Policy.
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G CLAIMS

G1 General
1.1 Claim Form

1.1.1 ahm reserves the right to require that aesigruthorised claim form be completed
by the Member or Member’s authorised agent for paynof Benefits in regard to
a service which the Member has received from a &&sed Provider.

1.1.2 Original accounts, receipts or prescriptiomstaining the itemised details of the
services performed, who performed the servicegsdaitthe services and the cost
of each item must be attached to the authorisech¢am. ahm will not accept a
photocopy of any account, receipt or prescriptiahm will retain all original
documents submitted in support of a claim.

1.1.3 ahm will not accept any account, receiptsguption or any other document, which
has been altered in any way by any person, somasstepresent any of the original
details contained on those documents.

1.1.4 No Benefits will be paid unless the serviae hctually been rendered or the
good supplied to a Member.

1.1.5 ahm reserves the right in its complete dismmgo validate all claims with the

provider of the good or service or with the Memlzar] may use a third party to
investigate or validate any claim made.
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