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DIANiIns International Student Health Insurance

WHITE Plan Summary - 2026-2027

Important Notice

This plan summary describes the insurance benefits under the WHITE plan. The Policy is issued by Spectrum Life Ltd.
(domiciled in St. Kitts and Nevis), administered by Redbridge Group LLC, and marketed by DIANins. It is a non-renewable
one-year term policy and is not designed to cover U.S. citizens or residents.

This insurance is not subject to and does not provide certain benefits required by the U.S. Patient Protection and Affordable Care Act (PPACA). In

the event of any conflict, the Schedule of Benefits governs.

Eligibility

The Policy covers eligible persons who are properly enrolled and have paid the required premium. An eligible student must attend
classes for at least the first 90 days of the enrolled period and/or as required by their visa.

* Class 1: J-1 valid visa holder outside their home country and engaged in educational activity, minimum age 17 and maximum
age 64 — an undergraduate full-time student, graduate student, scholar/researcher invited by an educational organization, or
a student involved in education or research-related activities.

* Class 2: The spouse of a Class 1 Insured Person (up to age 64).

* Class 3: The dependent child(ren) of a Class 1 Insured Person (up to age 19, if unmarried).

Not eligible: students taking distance learning or home study, OPT students, and U.S. citizens or permanent legal residents.



Plan Cost — Annual Premium

Age Band Annual Premium (USD)

17 - 24 years $342
25 - 29 years $487
30 - 45 years $945

Premium is due in U.S. currency at the time coverage is purchased, as a single payment per policy period. A $25 cancellation fee applies; refunds are not

considered once a claim has been filed.

Plan at a Glance

US Provider Network Aetna

Area of Coverage Worldwide, excluding Home Country
Maximum Benefit per Covered lliness or Injury $100,000

Annual Maximum $250,000

Deductible per lliness or Injury (In- & Out-of-Network) $100 per Insured Person
Out-of-Pocket Maximum (In- or Out-of-Network) Unlimited

Student: 6 months
Pre-Existing Condition Waiting Period Dependents: 24 months
(12-month lookback)

Student Health Center Deductible & copays waived; reimbursed at 100%

Copayments (do not apply to the deductible or out-of-pocket maximum)

Student Health Center $0 per visit
Physician / Specialist Office Visit $0 per visit
Hospital Copayment per Admission $0 per visit
Urgent Care Center $0 per visit

Emergency Room (waived if admitted) $250 per visit



Schedule of Benefits

In-Network coinsurance is shown below. Coinsurance reduces to 80% of UCR when Out-of-Network U.S. providers are used. Coinsurance outside
the USA (excluding M1/M2 visa holders) is 100% of UCR.

HOSPITALIZATION & INPATIENT

Accommodations (incl. semi-private room)
— Max 30 days per Period of Insurance 100% Preferred Allowance
— Max Benefit $1,250 per day

Intensive Care / Cardiac Care
— Max 30 days per Period of Insurance 100% Preferred Allowance
— Max Benefit $1,750 per day

Inpatient Mental Health

— Max 30 days per Period of Insurance

80% Preferred Allowance

Inpatient Physician / Specialist Consultation
. o 100% Preferred Allowance
— Max Benefit $400 per admission
Diagnostic Testing, Hospital Misc., X-Ray & Lab
— Max 30 days per Period of Insurance 100% Preferred Allowance
— Max Benefit $500 per day

Pre-Admission Testing
— Within 3-5 working days prior to admission 100% Preferred Allowance
— Max Benefit $900 per admission

OUTPATIENT

Primary Care & Specialist Office Visits
— Office / urgent care copay applies
g . ?_y PP . 100% Preferred Allowance
— Max $50 per visit; 30 visits per period

— (combined with urgent & primary care)

Diagnostic Testing
— X-Ray & Lab: Max $500 per period 100% Preferred Allowance
— MRI, PET & CT: Max $350 per period

Therapeutic Services
— Max 12 visits per injury or illness 100% Preferred Allowance
— Max $35 per visit; copay applies

Outpatient Mental Health
— Max $3,000 per period; 30 visits 80% Preferred Allowance
— Office visit copay applies

EMERGENCY

Emergency Room & Medical Services
— Copay waived if admitted 80% Preferred Allowance

— Non-emergency ER use not covered

Ground Ambulance (emergency, local)
— Max Benefit $400 per period

100% Preferred Allowance

Emergency Dental
— Accidental injury to sound natural teeth 100% Preferred Allowance
— Max Benefit $500 per tooth



Schedule of Benefits (continued)

MATERNITY CARE

Delivery, Pre/Post-Natal & Complications
— Dependent spouse: conception = 10 months after effective date
— In-network provider required; pre-auth + notice within 30 days 100% Preferred Allowance
— Normal delivery: Max $5,000
— Medically necessary C-section: Max $7,500

OTHER BENEFITS (INPATIENT / OUTPATIENT)

Cancer Care & Oncology
— Inpatient: Max $1,000 per period 80% Preferred Allowance
— Outpatient: Max $1,000 per period

Durable Medical Equipment
— Rental up to purchase price 100% UCR
— Max $1,000 per period

Alcohol & Substance Abuse
— Rehabilitative treatment only
— Outpatient Max $50 per visit; 30 days/period

— Subject to inpatient maximum benefits

80% Preferred Allowance

Prescription Medications

— Up to 31-day supply; incl. oral contraceptives B
p_ v supply P Max $100 per lliness or Injury
— Reimbursement only — network pharmacy not allowed

— Dispensed by Student Health Center

NON-MEDICAL EXPENSE BENEFITS

Medical Evacuation 100% of actual costs
Medical Repatriation Roundtrip economy airfare
Return of Mortal Remains 100% of actual costs

Prescription Drugs

Outpatient prescriptions require a physician’s written prescription and are limited to medication for the covered injury or illness for which
a claim is made. Drugs are grouped as Tier 1 (Generic — lowest cost), Tier 2 (Brand) and Tier 3 (Non-preferred brand). Prescriptions in
excess of $3,000 per refill require pre-authorization. Prescriptions are dispensed by the Student Health Center on a reimbursement basis.

Preventive Care

This plan does not provide routine preventive care or travel/medical immunizations in the absence of an illness, other than as part of a
standard annual physical exam or standard annual immunization. Coverage includes two mental health wellness examinations per policy

year when performed by a licensed mental health professional.



Provider Network & Pre-Authorization

The plan uses the Aetna Preferred Provider Network in the United States. In-Network providers accept a Preferred Allowance as
payment in full. Out-of-Network providers may balance-bill the difference between the amount reimbursed and their billed
charge, and a higher coinsurance applies.
The following services require Pre-Authorization (failure to obtain results in a 30% reduction of covered expenses):

* Any hospitalization; outpatient or ambulatory surgery

 All cancer treatment (including chemotherapy and radiation)

* Prescription medications in excess of $3,000 per refill

* Medical Evacuation / Repatriation and all other Non-Medical Expense benefits

* Any condition expected to accumulate over $10,000 of medical treatment per Period of Insurance

Contact Redbridge Pre-Authorization at least 10 business days before a non-urgent procedure, or within 48 hours of an emergency admission:
service@redbridge.cc - 305-709-0561 - Toll free 1-800-791-4531

Key Exclusions

The following are among the services and conditions excluded or limited under this plan. This is a summary — refer to the full policy for the

complete list of 37 general exclusions.

X Pre-existing conditions during any applicable waiting period X Abortion (except where the mother’s life is in danger)

X AIDS/HIV, ARC, and all sexually transmitted diseases X Cosmetic & elective surgery for non-medical reasons

X Fertility/infertility treatment, birth control, sterilization X Gender identity disorder / gender dysphoria treatment

X Charges incurred in the Home Country above the Schedule of X Dental care (except accidental injury to sound natural teeth)

Benefits

X Vision care (exams, lenses, refractive surgery) X Experimental, investigational or off-label services

X Organ transplant and related procedures X Weight-related & obesity treatment; sleep studies

X Immunizations for travel; services for administrative purposes X Sports & hazardous activities; motor vehicle accidents (unless on
SOB)

X War, terrorism, and nuclear/chemical/biological exposure



Important Terms

Preferred Allowance

UCR

Deductible

Coinsurance

Period of Insurance

Extended Coverage

Claims & Contact

The negotiated rate an In-Network provider accepts as payment in full.

Usual, Customary & Reasonable — the amount usually charged for the same service in a
geographic area.

The amount you pay before the plan begins paying for covered services ($100 per
illness/injury).

Your share of a covered service after the deductible is met.
Begins on the effective date shown on the ID card; no longer than 365 days. Not renewable.

Up to 60 days of additional coverage for newly-arriving or graduating students (7 days for
programs under 60 days).

Claims must be filed within 180 days of treatment. When a provider does not bill directly, submit your claim form and itemized receipts

to Redbridge. After submission you will receive a claim reference number and an electronic receipt by email.

_ Spectrum Life Ltd. — St. Kitts and Nevis
Plan Administrator Redbridge Group LLC

Pre-Authorization service@redbridge.cc

Telephone 305-709-0561 - Toll free 1-800-791-4531

Marketed by DIANins - 3200 Wilshire Blvd, Los Angeles, CA - This summary is for informational purposes; the Policy and Schedule of Benefits govern.



