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Introduction

We are pleased to provide you with Summary Plan Description

Information about Defined Terms

Because this SPD is a legal document, we want to give you
information about the document that will help you understand it.
Certain capitalized words have special meanings. We have defined
these wrds in (Section 10: Glossary of Defined Terms). You can
refer to Section 10 as you read this document to have a clearer

(SPD). This SPD describes your Benefits, as well as your rights and understanding of your SPD.

responsibilities, under the Plan.

How to Use this Document

When we use the words "we", "us”, and "our" in this document, we
are referring to the Plan Sponsor. Whenssdhe words "you" and
"your" we are referring to people who are Covered Persons as the

We encourage you to read your SPD and any attached Riders and/of€™ is defined in (Section 10: Glossary of Defined Terms).

Amendments carefully.

We especiglencourage you to review the Benefit limitations of this
SPD by reading (Section 1: What's Cov8mukfits) and (Section

2: What's Not Covereéxclusions). You should also carefully read
(Section 9: General Legal Provisions) to better understartdshow t
SPD and your Benefits work. You should call the Claims
Administrator if you have questions about the limits of the coverage
available to you.

Many of the sections of the SPD are related to other sections of the
document. You may not have all of thermftion you need by
reading just one section. We also encourage you to keep your SPD
and any attachments in a safe place for your future reference.

Please be aware that your Physician does not have a copy of your
SPD and is not responsible for knowingammunicating your
Benefits.

To continue reading, go to right column on this page.

Your Contribution to the Benefit Costs

The Plan may require the Participant to contribute to the cost of
coverage. Contact your benefits representative for information about
any part of this cost you may be responsible for paying.

Customer Service and Claims Submittal

Please make note of the following information that contains Claims
Administrator departmentmas and telephone numbers.

Customer Service Representatiguestions regarding Coverage
or procedures): As shown on your ID card.

Prior Notification: As shown on your ID card.

Mental Health/Substance Use Disorder Services
Administrator: As shown on youbD card.

To continue reading, go to left colupagen ne
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Claims Submittal Address:

UnitedHealtlCareServices, Inc.
Attn: Claims
P.O. Box 981502
El Paso, Texas 7999802

Requests for Review of Denied Claims and Notice of
Complaints:

Name and Address For Submitting Requests:
UnitedHealtlCareSenrices, Inc.

P.O. Box 30432
Salt Lake City, Utah 8413432

To continue reading, go to right column on this page.

To continue reading, go to left colupagen ne
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Section 1:

What's Covered-Benefits

il
T
T

This section provides you with information abouy.

Accessing Benefits.
Copayments and Eligible Expenses.

Annual Deductible, Owdf-Pocket Maximum
and Maximum PlaBenefit.

Covered Health Services. We pay Benefits f@r the
Covered Health Services described in this sqction
unless they are listed as not covered in (Secfion 2:
What's Not CoveredExclusions).

Covered Health Services that require you or jour
provider tonotify the Claims Administrator

before you receive them. In general, Networ
providers are responsible for notifying the

Claims Administrator before they provide cergain
health services to you. You are responsible fpr
notifying the Claims Administrator dxef you
receive certain health services from a non
Network provider.

Accessing Benefits
You can choose to receive either Network Benefits eNNtwork

Benefits. In most cases, you must see a Network Physician to obtain

Network Benefits.

You must show yaoudentification card (ID card) every time you
request health care services from a Network provider. If you do not
show your ID card, Network providers have no way of knowing that
you are enrolled under the Plan. As a result, they may bill you for the
entre cost of the services you receive. For details about when
Network Benefits apply, see (Section 3: Description of Network and
Non-Network Benefits)

Benefits are available only if all of the following are true:

T
T

Covered Health Services are received wailelan is in effect.

Covered Health Services are received prior to the date that any
of the individual termination conditions listed in (Section 8:
When Coverage Ends) occurs.

The person who receives Covered Health Services is a Covered
Person and meeth @ligibility requirements specified in the
Plan.

Depending on the geographic area and the service you receive, you
may have access through the Claims Administrator's Shared Savings
Program to noiNetwork providers who have agreed to discount

their chargefor Covered Health Services. If you receive Covered
Health Services from these providers, and if your Copayment is
expressed as a percentage of Eligible Expenses fiieNoork

Benefits, that percentage will remain the same as it is when you
receive Caered Health Services from Agatwork providers who

have not agreed to discount their charges; however, the total that
you owe may be less when you receive Covered Health Services
from Shared Savings Program providers than from other non
Network providerdyecause the Eligible Expenses may be a lesser
amount.

MissvicHealth Benefit Plaf7/01/11
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Copayment

Copayment is the amount you pay each time you receive certain
Covered Health Services. For a complete definition of Copayment,
see (Section 10: Glossary of Defined Terms). Copayment amounts
are listed on the following pages next to the description for each
Covered Health Service. Please note that when Copayments are
calculated as a percentage (rather than as a set dollar amount) the
percentage is based on Eligible Expenses.

Eligible Expenses

Eligible Expenses for Covered Health Services, incurred while the

notifying the Claims Administrator before they provide these
services to you. There are some Network Benefits, however, for
which you ee responsible for notifying the Claims Administrator.

When you choose to receive certain Covered Health
Services from noANetwork providers, you are
responsible for notifying the Claims Administrator
before you receive these Covered Health Services.

Senices for which you must provide prior notification appear in this
section under thilust You Notify the Claims Administcdtonn in

Plan is in effect, are determined by us or by our designee. In almost the table labeldBenefit Information

all cases our designee is the Claims Administrator. For a complete
definition of Eligible Expenses that describes homeyayis
determined, see (Section 10: Glossary of Déferats).

We have delegated to the Claims Administrator the discretion and
authority to determine on our behalf whether a treatment or supply
is a Covered Health Service and how the Eligible Expétme wi
determined and otherwise covered under the Plan.

When you receive Covered Health Services from Network
providers, you are not responsible for any difference between the
Eligible Expenses and the amount the provider bills. When you
receive Covered HeaServices from neNetwork providers, you

are responsible for paying, directly to theNetwork provider,

any difference between the amount the provider bills you and the
amount we will pay for Eligible Expenses.

Notification Requirements

Prior notifcation is required before you receive certain Covered
Health Services. In general, Network providers are responsible for

To notify the Claims Administrator, call the telephone number on
your ID card.

When you choose to receive services frorriNetwork providers,

we urge you to confirm with the Claims Administrator that the
services you plan to receive are Covered Health Services, even if not
indicated in th&lust You Notify the Claims Administator?

That's because in some instances, certain procedures may not meet
the definition of a Covered Health Service and therefore are
excluded. In other instances, the same procedure may meet the
definition of Covered Health Services. By calling beforecgmver
treatment, you can check to see if the service is subject to limitations
or exclusions such as:

1 The Cosmetic Procedures exclusion. Examples of procedures
that may or may not be considered Cosmetic include: breast
reduction and reconstruction (exdepafter cancer surgery
when it is always considered a Covered Health Service); vein
stripping, ligation and sclerotherapy, and upper lid
blepharoplasty.

MissvicHealth Benefit Plaf7/01/11
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1 The Experimental, Investigational or Unproven Services
exclusion.

1 Any other limitation or exclusiofthe Plan.

Special Note Regarding Medicare

If you are enrolled for Medicare on a primary basis (Medicare pays
before we pay Benefits under the Plan), the notification
requirements described in this SPD do not apply to you. Since
Medicare is the primargyer, we will pay as secondary payer as
described in (Section 7: Coordination of Benefits). You are not
required to notify the Claims Administrator before receiving
Covered Health Services.

Special Note Regarding Mental Health and

Substance Use Disorder $gces

You must provide prgervice notification as described below. You
are not required to provide ggervice notification when you seek
these services from Network providers. Network providers are
responsible for notifying the Mental Health/SubstaseeDisorder
Administrator before they provide these services to you.

For a scheduled admission, you must notify the Mental
Health/Substance Use Disorder Administrator prior to the
admission, or as soon as reasonably possible fscheduled
admissions (including Emergency admissions). If you fail to notify
the Mental Health/Substance Use Disorder Administrator as
required, Benefits will be reduced by $500 of Eligible Expenses.

Specal Mental Health and Substance Use Disorder

Programs and Services

Special programs and services that are contracted under the Mental
Health/Substance Use Disorder Administrator may become
available to you as part of your Mental Health Services berefit. Th
Mental Health Services and Substance Use Disorder Benefits and
financial requirements assigned to these programs or services are
based on the designation of the program or service to inpatient,
Partial Hospitalization/Day Treatment, Intensive Outpatient
Treatment, outpatient or a Transitional Care category of benefit use.
Special programs or services provide access to services that are
beneficial for the treatment of your Mental llinesswrstance use
disorder which may not otherwise be covered umdd?lan.. Any
decision to participate in such program or service is at the discretion

When Benefits are provided for any of the services listed below, the of the Covered Person and is not mandatory.

following services require notification:

1 Mental Health Servicempatient services (including Partial
Hospitalizatio/Day Treatment and services at a Residential
Treatment Facility)

1 Neurobiological Disorderdental Health Services for Autism
Spectrum Disordersipatient services (including partial
hospitalization/day treatment and residential treatment);

1 SubstancEse Disorder Servicempatient services (including
Partial Hospitalization/Day Treatment and services at a
Residential Treatment Facility).

MissvicHealth Benefit Plaf7/01/11
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Payment Information

Payment Term

Description

Amounts

The amount you pay for Covered

Annual Health Services beéoyou are eligible Network
Deductible to receive Benefits. The actual amo $250 per Covered Person per calendar year, not to exceed $500 fi
that is applied to the Annual Covered Persons in a family.
Deductible is calculated on the basi
Eligible Expenses. The Annual Non-Network
Deductible does not include any $500per Covered Person per calenda}r year, not to efceedds all
amount that exceeds Eligible Covered Persons in a family.
Expenses. For a complete definitbr
Eligible Expenses, see (Section 10:
Glossary of Defined Terms).
Out-of- The maximum you pay, out of your Network
Pocket pocket, in a calendar year for $650 per Coveredion per calendar year, not to exceed $1,500 for
) Copayments. For a complete definit Covered Persons in a family.
Maximum of Out-of-Pocket Maximum, see
(Section 10: Glossary of Defined Non-Network
Terms). $1,500 per Covered Person per calendar year, not to exceed $3,00(
Covered Persons in a family.
The Outof-Pocket Maximum does include the Annual Ddalecti
Maximum There is no dollar limit to the amour Network fand Non-Nez‘work
Plan Benefit the Plan will pay for essential Benei No Maximum Plan Benefit.

during the entire period you are
enrolled in this Plan.

Generally the following are considel

to be essential benefits under the
Patient Protectioand Affordable

MissvcHealth Benefit PlasD7/01/11
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Payment Term Description Amounts
- — |
Care Act: Ambulatory patient servic
emergency services, hospitalization
maternity and newborn care, menta
health and substance use disorder
services (including behavioral healtl
treatment); prescription drugs;
rehabilitative and hakdliive services
and devices; laboratory services;
preventive and wellness services ar
chronic disease management; and
pediatric services, including oral an
vision care.

MissvcHealth Benefit PlarD7/01/11
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Benefit Information

Description of Must Your Copayment Does Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

e Eligible E X
Administrator? Igible EXpenses Maximum?
e e

1 Ambulance Services Emergency only  Nework

Emergency ambulance transportation by a licensed ambulanc No Ground | No No
service to the nearest Hospital where Emergency Health Serv Transportation
can be performed. No Copayment

Air Transportatic
No Copayment

Non-Network

No Same as Same as Same as
Network Network Network
2. Cancer Resource Services Network
We will arrange for access to certain of our Network providers Cancer 10% Yes Yes
participate in the Cancer Resource Serviceaprégrthe Resource

provision of oncology services. We may refer you to Cancer ~ S€fvices must
Resource Services, or you may self refer to Cancer Resource € called.
by calling 866366002. In order to receive the highest level of

Benefits, you must contact Cancer Resource Spriocés

obtaining Covered Health Services. The oncology services inc

Covered Health Services and supplies rendered for the treatn

a condition that has a primary or suspected diagnosis relating

cancer.

MissvicHealth Benefit Plaf7/01/11
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
. _____________________________________________________________________________________________________________|
In order to receive Benefits under this program, Cancer Resol

Services must provide the proper notification to the Network Non-Network

provider performing the services. This is true even if you self1 Non-Network — Non-Network  Non-Network  Non-Network
to a Network provider participagiin the program. Benefits for the Benefits for the Benefits for the Benefits for the

Cancer Cancer Resourc Cancer Cancer
When these services are not performed in a Cancer Resource Resource  Serviceprogram Resource Resource
Services facility, Benefits will be paid the same as Benefits fol Services are not available Services Services
Hospitdhpatient Sf&@utpatient Surgeirggnostmd Therapeutic  program are no program are no program are na
Servigdzhysician's Office Seamidesofessional Fees for Surgical available. available. available.
Medical Servitated in this (Section 1: What's CoveBedefits).
3. Dental Services Accident only Network B
Dental services when all bétfollowing are true: Yes $20 per visit Yes No

1 Treatment is necessary because of accidental damage.

91 Dental services are received from a Doctor of Dental Surg
"D.D.S." or Doctor of Medical Dentistry, "D.M.D.".

1 The dental damage is severe enough that initial contact wi
Physcian or dentist occurred within 72 hours of the accider

Benefits are available only for treatment of a sound, natural tc Non-Network

The Physician or dentist must certify that the injured tooth wa: Yes Same as Yes No
Network

9 A virgin or unrestored &th, or

1 A tooth that has no decay, no filling on more than two surfi
no gum disease associated with bone loss, no root canal t
is not a dental implant and functions normally in chewing ¢
speech.

MissvicHealth Benefit Plaf7/01/11
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
- - - - |
Dental services for final treatment to repaiddimage must be
both of the following:

1 Started within three months of the accident.
1 Completed within 12 months of the accident.

Please note that dental damage that occurs as a result of nori
activities of daily living or extraordinary use of theiteeth
considered an "accident". Benefits are not available for repair:
teeth that are injured as a result of such activities.

Notify the Claims Administrator

Please remember that you must notify the Claimg&trator as
soon as possible, but at least five business days beforagollow
(postEmergency) treatment begins. (You do not have to provi
notification before the initial Emergency treatment.) If you don
notify the Claims Administrator, Benefit lvé reduced by $500;
however the reduction in Benefits will not exceed Eligible Exp
for the Covered Health Services.

4. Dental Serviced Anesthesia and Network i

F No Same as Physician's Office Services, Profession:
FaCIIIty. Cha.‘rges _ _ Hospitalinpatient Stay, Outpatient Surgery,
Coverage is provided for general anesthesia and hospital cha Diagnostic and Therapeutic Services.

dentdservices if patient is:

1 A child under age 6,

MissvicHealth Benefit Plaf7/01/11
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e
1 Severely disablext

1 Has a medical or behavioral condition that requires a
hospital setting.

Notify the Claims Administrator
If you don't notify the Claims Administrator, Benefits will be
reduced by $500; however the reduction in Benefits will not e
Eligible Expenses for the Covered Health Services.

Non-Network
Yes Same as Physician's Office Services, Profession:
Hospitalinpatient Stay, Outpatient Surgery,
Diagnostic and Therapeutic Services.

5. Diabetes Treatment Network o . .
Health Services for the diagnosis and treatment of diabetes pi No Same as Physician's Office Services, Profession

by or undethe direction of a physiciaBoverage includes the Hospitalinpatient Stay, Outpatient Surgery,
Diagnostic and Therapeutic Services.

following:
T Equipment
T Supplies

1 Self management training

Coverage is provided for gestational, Type I, and Type Il diab:

Non-Network
No Same as Physician's Office Services, Profession:
Hospitalinpatient Stay, Outpatient Surgery,
Diagnostic and Therapeutic Services.

MissvicHealth Benefit Plaf7/01/11
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Description of Must Your Copayment Does Do You Need
Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  Qt-of-Pocket
Administrator? Eligible Expenses Maximum?

6. Durable Medical Equipment Network

Durable Medical Equipment that meets each of the following No 10%
criteria:

9 Ordered or provided by a Physician for outpatient use. Non-Network

1 Used for medical purposes. Yes, for items 30%
f  Not consumable or disposable. mgf(n;gan

1 Not of use to a person in the absence ofeasksor disability.

If more than one piece of Durable Medical Equipment can me
your functional needs, Benefits are available only for the mosit
costeffective piece of equipment.

Examples of Durable Medical Equipment include:

1 Equipment to assist mobiliguch as a standard wheelchair.
1 A standard Hospit&ype bed.

1 Oxygen and the rental of equipment to administer oxygen
(including tubing, connectors and masks).

9 Delivery pumps for tube feedings (including tubing and
connectors).

1 Braces, including necessatjystments to shoes to
accommodate braces. Braces that stabilize an Injured bod
and braces to treat curvature of the spine are considered [
Medical Equipment and are a Covered Health Service. Br
that straighten or change the shape oflg part are orthotic

Yes Yes

Yes Yes

MissvicHealth Benefit Plaf7/01/11
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e

devices, and are excluded from coverage. Dental braces ¢
excluded from coverage.

1 Mechanical equipment necessary for the treatment of chrc
acute respiratory failure (except thatanditioners,
humidifiers, dehumidifiery purifiers and filters, and person
comfort items are excluded from coverage).

I Foot Orthotics.

We and the Claims Administrator will decide if the equipment
should be purchased or rented. To receive Network Benefits,
must purchase or rent the DoleaMedical Equipment from the
vendor the Claims Administrator identifies.

Notify the Claims Administrator
Please remember that for Ndetwork Benefits you must notify
the Claims Administrator before obtaining any single item of
Durable Medical Equipmethiat costs more than $1,000 (either
purchase price or cumulative rental of a single item). If you dc
notify the Claims Administrator, you will be responsible for pa
all charges and no Benefits will be paid.

7. Emergency Health Services Network B
Services that are required to stabilize or initiate treatment in a No $100 per visit Yes No
Emergency. Emergency Health Services must be received on Cop_aymgnt
outpatient basis at a Hospital or Alternate Facility. waived if
admitted to the
hospital.

MissvicHealth Benefit Plaf7/01/11
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Description of Must Your Copayment Does Do You Need
Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  Qt-of-Pocket
Administrator? Eligible Expenses Maximum?

You will find more information about Benefits for Emergency

Health Services in (Section 3: Description of Network and Non-Network

Non-Network Benefits) Yes, but only Same as Yes No
for Inpatient Network
Stay
Notify the Claims Administrator
Please remember that if you are admitted to-Betwvork
Hospital as a result of an Emergency, you must notify the Cla
Administrator within one business day or the same day of adn
or as soon as @ably possible. If you don't notify the Claims
Administrator as required, your Benefits will be reduced as de
below undeHospital Inpatient Stay
8. Eye Examinations Network N
Eye examinations received from a health care provider in the No $20 per visit Yes No
provider'office.
Benefits include one routine vision exam, including refraction,
detect vision impairment by a Network Provider once every ce
year.
Please note that Benefits are not available for charges connes
the purchase or fitting of eyeglasses or contact lenses. Non-Network
No 30% Yes Yes

Please note that Benefits are not available for charges connet
routine vision exams, including refraction to detect vision
impairment by a NeNetwork Provider.

MissvicHealth Benefit Plaf7/01/11
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e

NOTE: There is a separate previdirectory for the Routine
Vision Network Providers. You must consult that directory for
providers. Also, there is information on the discounts available
the separate Standard Vision Program flyer.

9. Hearing Aids Network

The Plan.pays Bepefits for hearing aipls requir.e.d for the corre No 10% Yes Yes
of a hearing impairment (a reduction in the ability to perceive :

which may range from slight to complete deafness). Hearing ¢

electronic amplifying devices designed to brimgl soare

effectively into the ear. A hearing aid consists of a microphong

amplifier and receiver.

Benefits are available for a hearing aid that is purchased as a
a written recommendation by a Physician. Benefits are provid
the hearing aidhd for charges for associated fitting and testing

Benefits do not include bone anchored hearing aids. Bone an
hearing aids are a Covered Health Service for which Benefits
available under the applicable medical/surgical Covered Heal
Services tegories in this section only for Covered Persons wh
have either of the following:

i craniofacial anomalies whose abnormal or absent ear can
preclude the use of a wearable hearing aid; or

1 hearing loss of sufficient severity that it would not be adgq
remedied by a wearable hearing aid.

MissvicHealth Benefit Plaf7/01/11
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e

Non-Network

No 30% Yes Yes
10 Home Health Care Network
Services received from a Home Health Agency that are both ¢ No 10% Yes Yes

following:

1 Ordered by a Physician.
1 Provided by or supervised by asteged nurse in your home.

Benefits are available only when the Home Health Agency sel Non-Network
are provided on a pditne, intermittent schedule and when skill Yes 30% Yes Yes
care is required.

Skilled care is skilled nursing, skilled teaemdgkilled
rehabilitation services when all of the following are true:

1 It must be delivered or supervised by licensed technical or
professional medical personnel in order to obtain the spec
medical outcome, and provide for the safety of the patient.

1 Itis ordered by a Physician.

9 Itis not delivered for the purpose of assisting with activitie:
daily living, including but not limited to dressing, feeding,
bathing or transferring from a bed to a chair.

MissvicHealth Benefit Plaf7/01/11
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e

1 It requires clinical training in order to bévedetd safely and
effectively.

9 Itis not Custodial Care.

We and the Claims Administrator will decide if skilled care is
required by reviewing both the skilled nature of the service an
need for Physiciagirected medical management. A service will
be determined to be "skilled" simply because there is not an a
caregiver.

Notify the Claims Administrator
Please remember that for NNatwork Benefits you must notify
the Claims Administrator five business daypsebegceiving
services. If you don't notify the Claims Administrator, Benefits
be reduced by $500; however the reduction in Benefits will no
exceed Eligible Expenses for the Covered Health Service.

11 Hospice Care Network

Hospice care that is recommethdby a Physician. Hospice care | No 10% Yes Yes
integrated program that provides comfort and support service:

the terminally ill. Hospice care includes physical, psychologice

social and spiritual care for the terminally ill person, andeshort

grief counseig for immediate family members. Benefits are

available when hospice care is received from a licensed hosp

agency.
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
'
Please contact the Claims Administrator for more information
Non-Network

regarding guidelines for hospice care. You ogactthe Claims 0
Administrator at the telephone number on your ID card. Yes 30% Yes Yes

Any combination of Network and Ndfetwork Benefits is limited
to 180 days during the entire period of time you are covered u
the Plan.

Notify the Claims Administrator
Please remember that for NNatwork Benefits you must notify
the Claims Administrator five business days before receiving
services. If you don't notify the Claims Administrator, Benefits
be reduced by $500; however the reduictiBenefits will not
exceed Eligible Expenses for the Covered Health Service.

12 Hospital - Inpatient Stay Network

Inpatient Stay in a Hospital. Benefits are available for: No $100 per Yes Yes
Inpatient Stay

1 Services and supplies received during the Inpatient Stay. then 10%

1 Room and board in a Sepnivate Room (a room with two or
more beds).
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e

Benefits for Physician services are describedRnofiessional Fee
Surgical and Medical Services

Notify the Claims Administrator
Please remembttiat for NonNetwork Benefits you must notify Non-Network

the Claims Administrator as follows: Yes 30% Yes Yes
i1 For elective admissions: five business days before admiss
1 For nonelective admissions: within one business day or th
same day of admission.
1 For Emergency admissionghim one business day or the
same day of admission, or as soon as is reasonably possil
If you don't notify the Claims Administrator, Benefits will be
reduced by $500; however the reduction in Benefits will not e;
Eligible Expenses for the Covekéghlth Service.
13 Infertility Services Network _
Services for the treatment of infertility when provided by or un No Same level as covered health services for any ¢
the direction of a Physician. sickness or injury.

Health Services for the diagnosis and treatment of infertility w
provided by ormder the direction of a Network Physician.
Infertility means (a) the inability to conceive after one year of
unprotected sexual intercourse, and (b) inability to sustain a
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19 (Section 1: What's Cover@&enefity



Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
. ________________________________________________________________________________________________________|
successful pregnancy. Coverage is subject to the following

conditions:

1 The Coveredé&tson must be unable to sustain a succes
pregnancy through other less costly infertility treatment
covered under this Policy.

1 The Covered Person must not have undergone four
completed oocyte retrievals in a lifetime. If a live birth
followed a completoocyte retrieval, Health Services wil
include two additional; oocyte retrievals.

1 The infertility procedures must be performed at facilitie
conforming to either The American College of Obstetric
Gynecology guidelines or The American Fertility $ocie’
minimum standards. Covered procedures include the
following:

In vitro fertilization.

Uterine embryo lavage.

Embryo transfer.

Artificial insemination.

Zygote intrafallopian tube transfer.
Gamete intrafallopian tube transfer.
Low tubal ovum transfer.

= =4 -4 -4 A -—a -2
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Eligible Expenses

Administrator? Maximum?

Non-Network
Non-Network Non-Network Non-Network  Non-Network
Benefits are no Benefits are not Benefits are no Benefits are no

available. available. available. avaiable.
14 Injections received in a Physician's Network 5
. No 3 per visit Yes No
Office P
Benefits are available for injections received in a Physician's «
when no other health service is received, (For example allerg
immunotherapy).
Non-Network

No 30% per injectior Yes Yes
15 Maternity Services Network

No Same as Physician's Office Services, Professione

Benefits for Pregnancy will be paid at the same level as Bene
any other condition, Sickness or Injury. This includes all mate!
related medical services for prenatal care, postnatdtiozegy,
and any related complications.

Hospitalinpatient Stay, Outpatient Surgery, Diagn
and Therapeutic Services.

There are special prenatal programs to help during Preghagc! No Copayment
are completely voluntary and there is no extra cost for particig applies to
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento - t_of-Pocket
Administrator? Eligible Expenses Maximum?
in the programs. To sign up, you should notify the Claims Physician office
Administrator during the first trimester, but no later than one n visits for prenata
prior to the anticipated childbirth. care after the firs
visit.

We will pay Bengd for an Inpatient Stay of at least:

1 48 hours for the mother and newborn child following
a normal vaginal delivery.

1 96 hours for the mother and newborn child following
a cesarean section delivery.

If the mother agrees, the attending provider may djedha
mother and/or the newborn child earlier than these minimum t
frames.

Notify the Claims Administrator
Non-Network

Please remember that for Ndetwork Benefits you ust notify Yes, if Inpatient Same as Physician's Office Senkcefgssional Fee:
the Claims Administrator as soon as reasonably possible if the  Stay exceeds Hospitalinpatient Stay, and Outpatient Surgery
Inpatient Stay for the mother and/or the newborn will be more  time frames. Diagnostic and Therapeutic Services.

the time frames described. If you don't notify the Claims

Administrator that the Inpatient Stay will be extended Benefits

for the extended stay will be reduced by $500; however the

reduction in Benefits will not exceed Eligible Expenses for the

Covered Health Service.
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e

16 Mental Health Services Network Hospital 3
Mental Health Services include those received on an inpatien:  YOu must call hasient Stay Yes for Yes
in a Hospital or Alternate Facility, and those recetivad the Mental $100 per coinsurance
outpatient basis in a provi( Health Inpatient Stay only

Substance Ust  than 10%
Benefits include the following services provided on either an Disorder
outpatient or inpatient basis: Administrator P hysi c|

to recg'we Office Services

1 Diagnostic evaluations and assessment. Inpatient $20 copay per No No
1 Treatment planning. Benefits. visit
1 Referral services.
1 Medicabn management.
1 Individual, family, therapeutic group and proabdsed case

management services.
9 Crisis intervention.

Benefits include the following services provided on an inpatiet
basis:

1 Partial Hospitalization/Day Treatment.
1 Services at a Residentr@atment Facility.

Benefits include the following services on an outpatient basis:

1 Intensive Outpatient Treatment.

The Mental Health/Substance Use Disorder Administrator

MissvicHealth Benefit Plaf7/01/11
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
. ______ ___ _________________ ____ _________________________________________________________________|]
determines coverage all levels of care. If an Inpatient Stay is

required, it is coved on a Senrprivate Room basis.

You are encouraged to contact the Mental Health/Substance '
Disorder Administrator for referrals to providers and coordinat

of care.
Notification Required
Non-Network 30% Yes Yes
Please remember that for NMatwork Benefits yomnust notify You must call
the MH/SUD Administrator to receiwepatientBenefits. Please ¢ the Mental
the phone number that appears on your ID card. Health/

: S L . .. Substace Use
Without notification, Benefits will be reduced by $500 of Eligib  pisorder

Expenses. Administrator
to receive
inpatient
Benefits.
17 Morbid Obesity Network N
Services are provided for the surgical treatment of morbid obe No $100 per visit Yes Yes
when the method of surgery is recognized by the National Ins then 10%
of Health as an effeativmethod for longerm reversal of morbid
obesity.

Services include, but are not limited to the following:
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e
Gastric bypass

RouxenY gastric bypass

Gastric banding

= =2 =4 =2

Vertical Banded Gastroplasty (VBG)

Notify th e Claims Administrator
Non-Network

Please remember that for Ndetwork Benefits you must notify Yes 30% Yes Yes
the Claims Administrator five business days before receiving

services. If you don't notify the Claims Administrator, Benefits

be reduced by $500 of Eligible Expenses.

18. Neurobiological Disorders Mental Network Hospital 3
Health Services for Autism Spectrum You must call  npatient Stay Yes for ves
. the Mental $100 per coinsurance
Disorders Health/ Inpatient Stay only
The Plan pays Benefits for psychiatric services for Autism Spe¢ g bstance Usc then 10%
Disorders that are both of the following: Disorder oh ) )
. L . _ Administrator y ;' el
1 Provided by or under théettion of an experienced psychia ;7 raceive ICé Services
and/or an experienced licensed psychiatric provider; and inpatient $20 copay per Iy No
visit o
Benefits. T

1 Focused on treating maladaptive/stereotypic behaviors the
posing danger to self, others and property and impairment
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Description of
Covered Health Service

Administrator?

Must
You
Notify the
Claims

Your Copayment Does Do You Need
Amount Copayment to Meet Annual
% Copayments are Help Meet Deductible?

based on a percent o Out-of-Pocket
Eligible Expenses Maximum?

daily functioning.

These Benefitdescribe only the psychiatric component of treat
for Autism Spectrum Disorders. Medical treatment of Autism
Spectrum Disorders is a Covered Health Service for which Be
are available under the applicable medical Covered Health Se
categorieas described in this section.

Benefits includthe following services provided on either an
outpatient or inpatient basis

Diagnostic evaluations and assessment.
Treatment planning.

Referral services.

Medication management.

Individual, family, therapeugjmoup and provideblased case
management services.

9 Crisis intervention.

= =4 4 —a -

Benefits include the following services provided on an inpatiet
basis:

9 Partial Hospitalization/Day Treatmeiatnd
i Services at a Residential Treatment Facility.

Benefits include tHellowing services provided on an outpatien:
basis:
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e

1 Intensive Oupatient Treatment.

Notification Required
Non-Network

Please remember that for Ndetwork Benefits you must notify

the MH/SUD Administrator to receivepatientBenefits. Please ¢ OU must call 30% Yes Yes
the plone number that appears on your ID card. the Mental

Health/
Without notification, Benefits will be reduced by $500 of Eligib Substance Ust
Expenses. Disorder

Designee to

receive

inpatient

Benefits.
19 Nutrition Network
Amino AcidBased Elemental Formulas No 10% Yes Yes

Coverage for the diagnosis and treatment of:

1 Eosinophilic disorders; and
1 Short bowel syndrome
1

when the prescribing Physician has issued a written or
stating that the amino atidsed elemental formula is
medically ecessary.

For purposes of this benefit, the following definitions apply:

1 "Eosinophilic disorders" mean digestive disorders whet
eosinophils (a type of white blood cell) are found in abc
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
. ___________________________________________________________________________________________________|
normal amounts in one or more areas of the digestive t

Theycan be on the esophagus, stomach, and both larg
small intestines and if left untreated may cause poor gr
or malnutrition,

1 "Acid-based elemental formulas" mean a special liquid
nutritional product made up of amino acids which are tl
buildingblock of proteins and typically more tolerable.

Non-Network
No 30% Yes Yes
20 Outpatient Surgery, Diagnostic and
Therapeutic Services
Outpatient Surgery Network
Covered Health Services for surgery and related services oect No $100 copaymen Yes Yes
an outpatient basis at a Hospital or Alternate Facility. per surgery ther

10%
Benefits under this section include only the facility charge anc
charge for required Hospitased professional services, supplie
and equipment. Benefits for the surgeon fees relatetpadient
surgery are described undesfessional Fees for Surgical and M
Services

: : - , Non-Network
When these services are performed in a Physician's office, Be No 30% Yes Yes

are described undehysician's Offiesvicbslow.
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Description of Must Your Copayment Does
Covered Health Service You Amount Copayment
Notify the % Copayments are Help Meet
Claims based on a percento  Qt-of-Pocket
Administrator? Eligible Expenses Maximum?

Do You Need
to Meet Annual
Deductible?

Outpatient Diagnostic Services Network

: , . . Laboratory and
Covered Health Services received on an outpatient basis at a No Rad/o/ogj///)(-
Hospital or Alternate Facility including: Ray services:
1 Lab and radiology/Xay. No Copayment No No
1 Mammography testing.
Benefits under this section include the facility charge, the cha Mammography
required services, supplies and equipment, and all related No testing:
professional fees.

No Copayment No No
When these services are performed in a Phystfiae’'sBenefits
are described undehysician's Office Sbelmes
: : : , Non-Network

This section does not include Benefits for CT scans, PET scal 0

. X . : - No 30% Yes Yes
MRIs, or nuclear medicine, which are described immediately |
Outpatient Diagnostic/Therapeutic Services- CT Network
Scans, PET Scans, MRI and Nuclear Medicine No 10% Yes Yes

Covered Health Services for CT scans, PET scans, MRI, and
medicine received on an outpatient basis at a Hospital ortélte
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e

Facility.

- Non-Network

Benefits under this section include the facility charge, the cha No 30% Yes Yes
required services, supplies and equipment, and all related
professional fees.
Outpatient Therapeutic Treatments Network
No 10% Yes Yes

Covered Health Services for therapeutic treatments received
outpatient basis at a Hospital or Alternate Facility, including di
intravenous chemotherapy or other intravenous infusion thera
and other treatments not listed above.

Benefits under this section include the facility charge, the cha ANon-Network
required services, supplies and equipment, and all related No 30% Yes Yes
professional fees.

When these services are performed in a Physician's office, Be
are described undehgician's Office Sebélms.

21 Physician's Office Services Network
Covered Health Servicefor preventive medical care. No No Copayment No No

Preventive care services provided on an outpatient basis at a
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Description of Must
Covered Health Service You
Notify the
Claims

Administrator?

Your Copayment

Amount
% Copayments are

Does Do You Need
Copayment to Meet Annual
Help Meet Deductible?

based on a percento o t-of-Pocket

Eligible Expenses

Maximum?

Physician's office, an Alternate Facility ldospital encompass
medical services that have been demonstrated by clinical evic
be safe and effective in either the early detection of disease o
prevention of disease, have been proven to have a beneficial
on health outcomes amttiude the following as required under
applicable law:

1 Evidencebased items or services that have in effect a ratin
"A" or "B" in the current recommendations of the United St
Preventive Services Task Force.

I Immunizations that have in effect a rem@mdation from the
Advisory Committee on Immunization Practices of the Cer
for Disease Control and Prevention.

1 With respect to infants, children and adolescents, evidenct
informed preventive care and screenings provided for in th
comprehensive guideds supported by the Health Resource
and Services Administration.

1 With respect to women, such additional preventive care ar
screenings as provided for in comprehensive guidelines
supported by the Health Resources and Services Adminis’

Non-Network
No 30% Yes Yes
Covered Health Services for the diagnosis and treatment of a
Sickness or Injury received in a Physician's office. Network
No $20 per visit, Yes No
MissvicHealth Benefit Plaf7/01/11
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e
except that the

Copayment for ¢
Network
Specialist

Physcian office

visit is $40
No Copayment
applies when nc

Physician charg

is assessed.
Non-Network
No 30% Yes Yes
22 Professional Fees for Surgical and Network
. . No 10% Yes Yes
Medical Services ’
Professional fees for surgical procedures and other medical ¢
receved in a Hospital, Skilled Nursing Facility, Inpatient
Rehabilitation Facility or Alternate Facility, or for Physician ho
calls.
When these services are performed in a Physician's office, Be
are described undehysicisnOffice Senatese. Non-Network
No 30% Yes Yes
23 Prosthetic Devices Network
External prosthetic devices that replace a limb or an external | No 10% Yes Yes
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Description of
Covered Health Service

Must
You
Notify the
Claims
Administrator?

Your Copayment Does Do You Need
Amount Copayment to Meet Annual
% Copayments are Help Meet Deductible?

based on a percent o Out-of-Pocket
Eligible Expenses Maximum?

part, limited to:

1 Artificial arms, legs, feet and hands.
1 Artificial eyes, ears and noses.

i Breast prosthesss required by the Women's Health and Ce
Rights Act of 1998. Benefits include mastectomy bras and
lymphedema stockings for the arm.

If more than one prosthetic device can meet your functional ni

Benefits are availabldyfor the most costffective prosthetic Non-Network
device. No 30% Yes Yes
The prosthetic device must be ordered or provided by, or und
direction of a Physician. Except for items required by the Won
Health and Cancer Rights Act of 1998.
24. Reconstructive Procedures Network
No Same as Physician's Office Services, Professione

Services for reconstructive procedures, when a physical impa
exists and the primary purpose of the procedure is to improve
restore physiologic function. Reconstructive procedures incluc
surgery or other procedurdsiet are associated with an Injury,

Sickness or Congenital Anomaly. The fact that physical appes
may change or improve as a result of a reconstructive proced
does not classify such surgery as a Cosmetic Procedure whel

Hospitalinpatient Stay, Outpatient Diagnostic an
Therapeutic Services, and Prosthetic Devices
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
'

physical impairment exisiad the surgery restores or improves
function.

Cosmetic Procedures are excluded fromageeProcedures that
correct an anatomical Congenital Anomaly without improving
restoring physiologic function are considered Cosmetic Proce
The fact that a Covered Person may suffer psychological
consequences or socially avoidant behaviorsastafean Injury,
Sickness or Congenital Anomaly does not classify surgery or
procedures done to relieve such consequences or behavior a:
reconstructive procedure.

Non-Network
Yes Same as Rhician's Office Services, Professional F
Hospitalinpatient Stay, Outpatient Diagnostic an
Therapeutic Services, and Prosthetic Devices

Please note that Benefits for reconstructive procedures includ
breast reconstruoh following a mastectomy, and reconstructio
the nonaffected breast to achieve symmetry. Other services rt
by the Women's Health and Cancer Rights Act of 1998, incluc
breast prostheses and treatment of complications, are provide
the samenanner and at the same level as those for any other
Covered Health Service. You can contact the Claims Adminis
at the telephone number on your ID card for more information
about Benefits for mastectongyated services.

Notify the Claims Administrator
Please remember that for Ndetwork Benefits you should notify
the Claims Admistrator five business days before receiving se
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Description of Must Your Copayment Does Do You Need
Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims baEsi.eqb?”é‘perce”to Out-of-Pocket
Administrator? gible =xpenses Maximum?
to verify that they are Covered Health Services for which Ben
are available. When reconstructive procedures are provided c
inpatient basis, you must notify the Claims Administrator as
describe@dbove undedospital Inpatient Stdfyyou don't notify the
Claims Administrator as required, your Benefits will be reduce
described undétospital Inpatient Stay
25 Rehabilitation Services Outpatient Network ’
No 20 per visit Yes No
Therapy P
Shortterm outpatient rehdibation services for:
1 Physical therapy.
1 Occupational therapy.
1 Speech therapy.
1 Pulmonary rehabilitation therapy.
9 Cardiac rehabilitation therapy.
Rehabilitation services must be performed by a licensed there ANon-Network
provider, nder the direction of a Physician. No 30% Yes Yes

Benefits are available only for rehabilitation services that are
expected to result in significant physical improvement in your

MissvicHealth Benefit Plaf7/01/11
35

(Section 1: What's Cover&enefity



Description of
Covered Health Service

Must Your Copayment Does
You Amount Copayment
Notify the % Copayments are Help Meet
Claims based on a percento  Qt-of-Pocket
Administrator? Eligible Expenses Maximum?

Do You Need
to Meet Annual
Deductible?

condition within two months of the start of treatment.

Please note that we will pay Benffitspeech therapy only wher
the speech impediment or speech dysfunction results from In;j
stroke or a Congenital Anomaly.

Any combination of Network and Ndietwork Benefits is limited
as follows:

60 visits of physicdid@rapy per calendar year.

60 visits of occupational therapy per calendar year.

60 visits of speech therapy per calendar year.

60 visits of pulmonary rehabilitation therapy per calendar y
60 visits of cardiac rehabilitation therapy per calendar yeal

= -4 -4 —a -—A

26. Skilled Nursing Facility/Inpatient

Rehabilitation Facility Services

Services for an Inpatient Stay in a Skilled Nursing Facility or
Inpatient Rehabilitation Facility. Benefits are available for:

1 Services and supplies received during the Inpadgnt S

 Room and board in a Sepnivate Room (a room with two or
more beds).

Any combination of Network and Ndfetwork Benefits is limited

Network
No $100 per Yes
Inpatient Stay
then 10%.

No Copayment
applies if you art
transferred to a
Skilled Nursing
Facility or
Inpatient
Rehabilitation
Facility directly

Yes

MissvicHealth Benefit Plaf7/01/11
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?

. ___________________________________________________________|
to 90 days per calendar year. from an ac

facility.

Please note that Benefits are available only for the care and
treatment of an Injury @ickness that would have otherwise
required an Inpatient Stay in a Hospital.

Notify the Claims Administrator
Please remember that for Ndetwork Benefits you must notify Non-Network 0
the Claims Administrator as follows: Yes 30% Yes Yes

91 For elective admissions: five business days before admiss

1 For nonelective admissions: within dnsiness day or the
same day of admission.

1 For Emergency admissions: within one business day or th
day of admission, or as soon as is reasonably possible.

If you don't notify the Claims Administrator, Benefits will be
reduced by $500; however tha@uction in Benefits will not excee
Eligible Expenses for the Covered Health Service.

27. Spinal Treatment, Chiropractic and Network 0
Osteopathic Manipulative Therapy No 30% Yes No

Benefits for Spinal Treatment when provided by a Spinal Tiea
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
. _____________________________ - |
provider in the provider's office.

Benefits include diagnosis and related services and are limite

visit and treatment per day. Non-Network

No 50% Yes No

Any combination of Network and Ndfetwork Benefits for Spine
Treatment is limited b6 vists per calendar year.
28 Substance Use Disorder Services Network Hospital 3
Substance Use Disorder Services include those received on ¢ You mustcall |nnatient Stay Yes for Yes
inpatient basis in a Hospital or an Alternate Facility and those ~ the Mental $100 per coinsurance
received on an outpatient basisinaipve r °' s of f i c Health/ Inpatient Stay only
Alternate Facility. Substance Ust  then 109

Disorder
Benefits include the following services provided on either an ~ Administraor Physi cl
inpatient or outpatient basis: to receive  Office Services

inpatient $20 copay per No No

Diagnostic evaluations and assessment. Benefits. visit

Treatment planning.
Referral services.
Medication management.

Individual, familytherapeutic group and providersed case
management.

Crisis intervention.
Detoxification (sutacute/nonmedical).

= -4 -4 —a A

= =
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
- - - - |
Benefits include the following services provided on an inpatiet
basis:

1 Partial Hospitalization/Day Treatment.
1 Services at a Residenti@alment Facility.

Benefits include the following services provided on an outpati
basis:

1 Intensive Outpatient Treatment.

The Mental Health/Substance Use Disorder Administrator
determines coverage for all levels of care. If an Inpatient Stay
requiredit is covered on a Seprivate Room basis.

You are encouraged to contact the Mental Health/Substance '
Disorder Administrator for referrals to providers and coordinat
of care.
Notification Required
Non-Network 30% Yes Yes
Please remember that for Ndetwork Baefits you must notify ~ You must call
the MH/SUD Administrator to receiwepatientBenefits. Please ¢ the Mental
the phone number that appears on your ID card. Heath/
. e L ... Substance Us
Without notification, Benefits will be reduced by $500 of Eligib Disorder
Expenses. Administrator
to receive
inpatient
Benefits.
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e

29 Temporomandibular Joint Network 0
Dysfunction (TMJ) No 10% Yes Yes

Services and supplies for the consultation angdungital
treatment of temporomandibular joint syndrome (TMJ) and
assaciated pain of the joints between the mandible and the ten
bones, excluding the cost of any orthotic or orthodontic device

Surgical and Non Surgical TMJ services are lim&28a6during
the entire period of time a Covered Person is coveredhmder

Plan.
Non-Network
Yes 30% Yes Yes
30. Transplantation Services Network
Covered Health Services for the following organ and tissue Yes $100 per Yes Yes
transplants when ordered by a Physician. Transplantation ser Inpatient OStay
must be received at a DesigddEacility. Benefits are available fi then 10%

the transplants listed below when the transplant meets the de
of a Covered Health Service, and is not an Experimental,
Investigational or Unproven Service:

Examples of transplants for which Benefits arableaihclude but
are not limited to:
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Eligible Expenses

Administrator? Maximum?

= -4 -4 4 -4 -8 -8 -2 -9

Bone marrow transplants (either from you or from a compe a5, -Nemwork

donor) and peripheral stem cell transplants, with or withou "Non-Network  Non-Network  Non-Network  Non-Network

dose chemotherapy. Not all borermw transplants meet the genefits are no  Benefits are not Benefits are no Benefits are no
definition of a Covered Health Service. available. available. available. available.

Heart transplants.

Heart/lung transplants.

Lung transplants.

Kidney transplants.
Kidney/pancreas transplants.
Liver transplants.

Liver/small bowel transplants.
Pancreas transplants.

Small bwel transplants.

Benefits are also available for cornea transplants that are pro
a Network Physician at a Network Hospital. We do not require
cornea transplants be performed at a Designated Facility. For
transplants, Benefits will baighat the same levelRasfessional Fe
for Surgical and Medical SeutEasent Surgerggnostic and
Therapeutic Seraindsospital Inpatient Stegther than as describ
in this sectiof ransplantation Services
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Administrator? Eligible Expenses Maximum?
e e

Organ or tissue trangplits or multiple organ transplants other tr
those listed above are excluded from coverage.

Under the Plan there are specific guidelines regarding Benefit
transplant services. Contact the Claims Administrator at the
telephone number on your ID caod information about these
guidelines.

Notify the Claims Administrator
You mustotify the Claims Administrator as soon as the possil
of a transplant arises (and before the timetagmsplantation
evaluation is performed at a transplant center). If you do not n
the Claims Administrator, and if the transplantation seare@ot
performed at a Designated Facility, you will be responsible for
paying all charges and Benefits will not be paid.

31 Urgent Care Center Services Network N

Covered Health Services received at an Urgent Care Center. No $20 per visit Yes No
services to treat urgent hleaare needs are provided in a

Physician's office, Benefits are available as describedhysu=an

Office Servedier in this section.

Non-Network
No Same as Networ Same as Same as
Network Network
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Description of Must Your Copayment Does Do You Need

Covered Health Service You Amount Copayment  to Meet Annual
Notify the % Copayments are Help Meet Deductible?
Claims based on a percento  out.of-Pocket

Eligible Expenses

Administrator? Maximum?
32 Wigs/Toupees Network
Coverage for Wigs/Toupees, will be excluded except for: No No Copaymet No No
Wigs/Toupees in event of chemotherapy, alopecia, or
permanent loss of hair due to accidental injury. There i
$300 annual maximum and a 3 wig lifetime maximum.
Non-Network
No Same as Networ Same as Same as
Network Network
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The servicedreatments, items or supplies listed in this section are

SECtI On 2 . not Covered Health Services, except as may be specifically provided
- for in (Section 1: What's CoverBenefits) or through a Rider to

What's Not Covered- the SPD.
Exclusions A. Alternative Treatments

1. Acupressure and acupuncture.

2. Aroma therapy.
This section contains information about: 2 uypno'“srr_‘r-h
f How headings are used in this section. - Massage Therapy.
5. Rolfing.
6.

1 Medical services that are not covered. We cdll
the® Exclusions. It's important for you to kn
what services and supplies are not covered gnder
the Plan.

Other forms of alternative treatment as defined by the Office of
Alternative Medicine of the National Institutes of Health.

B. Comfort or Convenience

. Television.

How We Use Headings in this Section T
. Telephone.

1
, - . : . 2
To help you find specific exclusions more easily, we use headings. .
The headings group services, treatments, itesuppdies that fall 3. Beauty/ Bar.ber service.
into a similar category. Actual exclusions appear underneath 4. Guest service.

5

headings. A heading does not create, define, modify, limit or expand 5. Supplies, equipment and similar incidental services and supplies

an exclusion. All exclusions in this section apply to you. for personal comfort. Examples include:
% Air conditioners.
We Do not Pay Benefits for Exclusions Y Air purifiers and filters.

We willnot pay Benefits for any of the services, treatments, items or Y Batteries and battery oppexrs.

supplies described in this section, even if either of the following are 1, Dehumidifiers

true: -

Y% Humidifiers.
1 Itis recommended or prescribed by a Physician. 6. Devices and computers to assist in communication and speech.
1 Itis the only available treatment for your condition.

To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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C. Dental
1.

e

Dental carexxept as described in (Section 1: What's Cevered 1
Benefits) under the headdgntal Servicascident only and
Dental Servidésiesthesia and Facility Charges 2

Preventive care, diagnosis, treatment ofatedeto the teeth, 3.
jawbones or gums. Examples include all of the following:

Yo
Yo
Yo

Dental implants.
Dental braces.

Dental Xrays, supplies and appliances and all associated
expenses, including hospitalizations and anesthesia. The only
exeptions to this are for any of the following:

Yo
Yo
Yo

Yo

Extraction, restoration and replacement of teeth. 4,
Medical or surgical treatments of dental conditions.
Services to improve dental clinical outcomes.

Transplant preparation.
Initiation of immunosuppressives.

The direct treatment of acute traumatic Injury, cancer or
cleft palate.

General anesthesia and hospital charges for dental services ifl'
patient:

§ Is a tild under age, 6 2
§ Is severely disabled, or 3
§ Has a medical or behavioral condition that requires a
hospital setting.
Treatment of congenitally missing, malpositioned, or super
numerary teeth, even if part of a Gamigl Anomaly.
4.
5.

To continue reading, go to right column on this page.

D. Drugs

Prescription drug products for outpatient use that are filled by a
prescription order or refill.

Selfinjectable medications.

Non-injectable medications given in a Physician's office except
as required in an Emergency.

Over the counter drugs and treatments.

E. Experimental, Investigational or

Unproven Services

Experimental, Investigational and Unproven Services are excluded.
The fact that an Experimental, Investigational or Unproven Service,
treatment, device or phaacological regimen is the only available
treatment for a particular condition will not result in Benefits if the
procedure is considered to be Experimental, Investigational or
Unproven in the treatment of that particular condition.

F. Foot Care

Routine foot care (including the cutting or removal of corns and
calluses).

Nail trimming, cutting, or debriding.

Hygienic and preventive maintenance foot care. Examples
include the following:

% Cleaning and soaking the feet.
Y Applying skin creams in order to maintain skin tone.

Y% Other services that are performed when there is not a
localizedliness, Injury or symptom involving the foot.
Treatment of flat feet.

Treatment of subluxation of the foot.
To continue reading, go to left column on next page.
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G. Medical 3Jpp|ies and App“ances Y% not consistent with generally accepted standards of medical

. . . practice for the treatment of such conditions;
1. Devices used specifically as safety items or to affect performance 1 not consistent with sereie backed by credible research
in sportsrelated activities. 2 y

soundly demonstrating that the services or supplies will have

2. Prescribed or neprescribed medical suppbesl disposable a measurable and beneficial health outcome, and therefore
supplies. Examples include: considered experimental:
% Elastic stockings. Y% not consistent with the Mental Health/Substance Use
% Ace bandages. Di sor der Ad eliofrraresguidebnesmrbess | e v
. practices as modified from time to time; or
% Gauze and dressings. ) . .
. Y»not clinically appropriate f
Y2 Syringes. substance use disorder or condition based on generally
% Diabetic test strips. accepted standards of medical practice and benchmarks.

3. Mental Hedh Services as treatments fexdde conditions as
listed within the current edition of the&gnostic and Statistical
Manual of the American Psychiatric Association

3. Orthotic appliances that straighten estrape a body part
(including cranial baimg) and some types of braces).

4. Tubings and masks are not covered except when used with ' _ ' .
Durable Medical Equipment as described in (Section 1: What's 4. Mental Health Services as treatment for a primary diagnosis of

Coveree-Benefits). insomnia other sleep diders, sexual dysfunction disorders,
feeding disorders, neurological disorders and other disorders
H. Mental Health/Substance Use with & known physical basis;
Disorder 5. treatments for the primary diagnoses of learning disabilities,

conduct and impulse control disorders, personality disorders and
paraphilias (sexual behavior that is considered deviant or
abnormal);

Exclusions listed directly below apply to services described under
Mental Health SenAegsm Spectrum Disadefsr Substance Use

Disorder Seniit&ection IwWhat's CovereBenefits. _ . _ o
6. educational/behavioral services that are focused on primarily

1. services performead connection with conditions not classified building skills and capabilities in communication, social
in the current edition of tH&iagnostic and Statistical Manual of the interaction and learning;

American Psychiatric Asspciation . . )
y P 7. tuition for or services that are scHomded for children and

2. services or supplies for the diagnosis or treatment of Mental adolescents under tmelividuals with Disabilities Education Act
lliness, alcoholism or substance use disotlat , in the
reasonable judgment of the Mental Health/Substance Use
Disorder Administrator, are any of the following:

8. learning, motor skills and primary communication disorders as
defined in the current edition of tDE&gnostic and Statistical
Manual of the American Psychiaiaitofssoc

To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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9. mental retardation as a primary diagnosis defined in the current Y Scar or tattoo removal or revision procedures (such as

edition of theDiagnostic and Statistical Manual of the American salabrasion, chemosurgery and other such skin abrasion
Psychiatric Assogiation procedures).

10.methadone treatment as maintenance, L.A.AAIpIi& % Skin abasion procedures performed as a treatment for acne.
AcetytMethadol), Cyclazocine, or tregjuivalents for drug 2. Replacement of an existing breast implant if the earlier breast
addiction; implant was performed as a Cosmetic Procedure.

11. Autism Spectrum Disorder services that extend beyond the Note: Replacement of an existing breast imaminsidered
period necessary for evaluation, diagnosis, the application of reconstructive if the initial breast implant followed mastectomy.
evidencévased treatments or crisis intervention to be effective; geeRﬁtcS(;nstructive Prosed8esgion 1: What's Covered

enefits).

12.intensive behavioral therapies aghpplied behavioral analysis

for Autism Spectrum Disorders; and 3. Physical conditioning programs such as athletic tramdlyg, b

building, exercise, fitness, flexibility, and diversion or general
13. Any treatments or other specialized services designed for Autism  motivation.

Spectrum Disorder that are not backed by credible research
demonstrating that the services or supplies have a measurable
andbeneficial health outcome and therefore considered
Experimental or Investigational or Unproven Services.

Weight loss programs whether or not they are under medical
supervision. Weight loss programs for medical reasons are also
excludd.

5. Wigs regardless of the reason for the hair loss except as
o described in (Section 1: What's Coveedefits) under the
|. Nutrition headingVigs/Toupees

1. Megavitamin and nutrition based therapy.

2. Nutritional counseling for either individuals or groups, except as K. Providers
described in (Section 1: What's CoveBedefits) under the 1. Sevices performed by a provider who is a family member by
headind@iabetes Treatment birth or marriage, including spouse, brother, sister, parent or
3. Enteral feedingand other nutritional and electrolyte child. This includes any service the provider may perform on
supplements, including infant formula and donor breast milk. himself or herself.
2. Services piormed by a provider with your same legal residence.
J. Physical Appearance 3. Services provided at a fstending or Hospitdlased diagnostic

facility without an order written by a Physician or other provider.
Services that are séifected to a frestanding or Hospital
based diagnostic facility. Services ordered by a Physician or other

1. Cosmetic Procedures. See the definii¢@ection 10: Glossary
of Defined Terms). Examples include:

Y2 Pharmacological regimens, nutritional procedures or provider who is an employee or representative ofstdreting
treatments.
To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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or Hospitalbased diagnostic facility, when that Physician or 3. Health services while on active military duty.
other provider:

Y% Has ot been actively involved in your medical care priorto N . Transplants

ordering the service, or 1. Health services for organ and tissue transplants, except those
% Is not actively involved in your medical care after the service described in (Section 1: What's CovedBedefits) unless the
is received. Claims Administrator determines thedpdamnt to be
This exclusion does not apply to mammography testing. appropriate according to the
guidelines.
L. Reproduction 2. Health services connected with the removal of an organ or tissue
, from you for purposes of a transplant to another persono(D
1. Surrogate parenting. costs for removal are payable for a transplant through the organ
2. The reversal of voluntary sterilization. recipient's Benefits under the Plan).
3. Health services and associated expensasdtive abortion. 3. Health services for transplants involving mechanical or animal
4. Fetal reduction surgery. organs.
5. Health services associated with the use efurgital or drug 4. Transplant services that are not performed at a Designated
induced Pregnancy termination. Facility.
_ _ 5. Any solid organ transplant that is performed as a treatment for
M. Services Provided under Another Plan cancer.

6. Any multiple orgn transplant not listed as a Covered Health
Service under the headirrgnsplantation Semi¢gection 1:
What's CoveredBenefits).

1. Health services for which other coverage is required by federal,
state or local law to be purchased or provided through other
arrangements. This indks, but is not limited to, coverage
required by workers' compensationfaudt auto insurance, or

similar legislation. O. Travel
If coverage under workers' compensation or similar legislation is 1. Health servicgsrovided in a foreign country, unless required as
optional for you because you could elect it, or could have it Emergency Health Services.
electe for you, Benefits will not be paid for any Injury, Sickness 5 Traye| or transportation expenses, even though prescribed by a
or Mental lliness that would have been covered under workers' Physician. Some travel expenses related to covered
C?mpednsatlon or similar legislation had that coverage been transplantation séces may be reimbursed at our discretion.
elected.

2. Health services fareatment of military servioelated P. Vision and Hearing

disabilities, when you are legally entitled to other coverage and
facilities are reasonably available to you. 1. Purchase cost of eye glasses or contact lenses.

To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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2. Fittingcharge for eye glasses or contact lenses.
Eye exercise therapy.

4. Surgery that is intended to allow you to see better without
glasses or other vision correction inctydadial keratotomy,
laser, and other refractive eye surgery.

Q. All Other Exclusions

1. Health services and supplies that do not meet the definition of a
Covered Hdth Service see the definition in (Section 10:
Glossary of Defined Terms).

2. Physical, psychiatric or psychological exams, testing,
vaccinations, immunizations or treatments that are otherwise
covered under thddh when:

Yo

w

Required solely for purposes of career, education, sports or
camp, travel, employment, insurance, marriage or adoption.

Related to judicial or administrative proceedings or orders.
% Conducted for purposes of medical research.

% Required to obtain onaintain a license of any type.

3. Health services received as a result of war or any act of war,
whether declared or undeclared or caused during service in the
armed forces of any country.

4. Health services received after the date your coverage under the
Plan ends, including health services for medical conditions
arising before the date your coverage under the Plan ends.

5. Health sevices for which you have no legal responsibility to pay,

or for which a charge would not ordinarily be made in the
absence of coverage under the Plan.

6. Inthe event that a nedetwork provider waives Copayments
and/or the Annual Deductible for a particular health service, no

Yo

To continue reading, go to right column on this page.

Benefits are provided for the health service for which the
Copayments and/or Annual Deductible are waived.

7. Charges in excess of Eligible Expensisexcess of any
specified limitation.

8. Upper and lower jawbone surgery except as required for direct
treatment of acute traumatic Injury or cancer. Orthognathic
surgery, jaw alignment and treatment for the temporomandibular
joint, except as a treatmehbbstructive sleep apnea.

9. Non-surgical treatment of obesity, including morbid obesity.

10 Surgical treatment of obesity excluding severe morbid obesity
(with a BMI greater than 35 and when the method of surgery is
recognized by the National Insetwf Health as an effective
method for longerm reversal of morbid obesity).

11 Growth hormone therapy.

12 Sex transformation operations.
13 Custodial Care.

14. Domiciliary care.

15 Private duty nursing.

16. Respite care.

17. Rest cures.

18 Psychoswery.

19 Treatment of benign gynecomastia (abnormal breast
enlargement in males).

20 Medical and surgical treatment of excessive sweating
(hyperhidrosis).

21 Panniculectomy, abdominoplasty, thighplasty, brachioplasty,
mastopexy, and breast reductions €kclusion does not apply
to breast reconstruction following a mastectomy as described
underReconstructive ProdedBezgion 1: What's Covered
Benefits).

To continue reading, go to left column on next page.
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22 Medical and surgical treatment for snoring, except when
provided as a part of treatmemt documented obstructive
sleep apnea.

23 Oral appliances for snoring.

24. Speech therapy except as required for treatment of a speech
impediment or speech dysfunction that results from Injury,
stroke, or a Congenital Anomaly.

25 Any charges for missegpaintments, room or facility
reservations, completion of claim forms or record processing.

26. Any charge for services, supplies or equipment advertised by the
provider as free.

27. Any charges prohibited by federalkictiback or selfeferral
statutes

To continue reading, go to right column on this page.

To continue reading, go to left column on next page.
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Comparison of Network and NonNetwork Benefits

SeCthn 3 Network Non-Network

. . Benefits A higher levebf A lower level of
Descrl ptl on Of N etwork Benefits means less Benefits means mor
cost to you. See cost to you. See
d N N t k (Section 1: What's  (Section 1: What's
an O n - e WO r CoveredBenefits).  CoveredBenefits).
B e n eflts Who Should  Network providers  You must notify the
Notify the generally handle Claims Administrato
Claims notification for you.  for certain Covered
Ad][g'r”g;rrztor However, there are  Health Services.
This section includes information about: Coordination exceptions, See Failue to notify

(Section 1: What's  results in reduced

CoveredBenefits),  Benefits or no

1 Non-Network Benefits. under theMust You  Benefits. See (Sectit

Notify the Claims 1: What's Covered

Administratoc®lumn. Benefits), under the
Must You Notify the

Network Benefits Claims Administrato

Network Benefits are generally paid at a higher level than Non column.
Netwoik Benefits. Network Benefits are payable for Covered Health ™ \who Should  Not required. We pay You must file claims

1 Network Benefits.

1 Emergency Health Services.

Services which are either of the following: File Claims  Network providers ~ See (Section 5: How
. o . directly. to File a Claim).
1 Provided by a Network Physician, Network facility, or other
Network provider. Outpatient Emergency Health Services are always pa
1 Emergency Health Services. Emergency  a Network Benefit (paid the same whether

Health Services are in or out of the Network). That means
if you seek Emergency care at aMetwork
facility, you are not required to meet the
Annual Deductible or to pay any difference
between Eligible Expenses and the amour
provider bills.

For routine vision exams, including refractron must seek care

from a Routine Vision Network Provider. Not all Network

providers who perform medical eye examinations are Routine Vision
Network Providers.

To continteading, go to right column on this page. To continue reading, go to left column on next page.
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Provider Network

The Claims Administrator arranges for health care providers to
participate in a Network. Neork providers are independent
practitioners. They are not our employees or employees of the
Claims Administrator. It is your responsibility to select your
provider.

The credentialing process confirms public information about the
providers' licenses antther credentials, but does not assure the
quality of the services provided.

You will be given a directory of Network providers. However,
before obtaining services you should always verify the Network
status of a provider. A provider's status may changeal eerify
the provider's status by calling the Claims Administrator.

It is possible that you might not be able to obtain services from a
particular Network provider. The network of providers is subject to
change. Or you might find that a particular Netywrovider may

not be accepting new patients. If a provider leaves the Network or is
otherwise not available to you, you must choose another Network
provider to get Network Benefits.

Do not assume that a Network provider's agreement includes all
CovereHealth Services. Some Network providers contract to
provide only certain Covered Health Services, but not all Covered
Health Services. Some Network providers choose to be a Network
provider for only some products. Refer to your provider directory or
contat the Claims Administrator for assistance.

Care Coordination™

Your Network Physician is required to notify the Claims
Administrator regarding certain proposed or scheduled health
services. When your Network Physician notifies the Claims
Administrator, thewill work together to implement the Care

To continteading, go to right column on this page.

Coordinatio”™ process and to provide you with information about
additional services that are available to you, such as disease
management programs, health educaticadpnession counseling
and patient advocacy.

If you receive certain Covered Health Services from a Network
provider, you must notify the Claims Administrator. The Covered
Health Services for which notification is required is shown in
(Section 1: What's Cover&dnefits). When you notify the Claims
Administrator, you will receive the Care Coordination services
described above.

Designated Facilities and Other Providers

If you have a medical condition that the Claims Administrator
believes needs special services, they may direct you to a Designated
Faglity or other provider chosen by them. If you require certain
complex Covered Health Services for which expertise is limited, the
Claims Administrator may direct you to aNetwork facility or

provider.

In both cases, Network Benefits will only beipgmur Covered
Health Services for that condition are provided by or arranged by
the Designated Facility or other provider chosen by the Claims
Administrator.

You or your Network Physician must notify the Claims

Administrator of special service needtugimg, but not limited to,
transplants or cancer treatment) that might warrant referral to a
Designated Facility or ndtetwork facility or provider. If you do

not notify the Claims Administrator in advance, and if you receive
services from a neetworkfacility (regardless of whether it is a
Designated Facility) or other Adatwork provider, Network

Benefits will not be paid. Ndfetwork Benefits may be available if

the special needs services you receive are Covered Health Services
for which Benefits arprovided under the Plan.

To continue reading, go to left column on next page.
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Health Services from NonNetwork Providers Paid as from these providers, and if your Copayment is expressed as a
Network Benefits percentage of Eligible Expenses for Natwork Benefits, that

If specific Covered Health Services are not available from a Network Pe€rcentage will remain the same as it is when you receive Covered
provider, you may be eligible for Network Benefits when Covered ~ Health Services from ndfetwork proviers who have not agreed

Health Services are receifrech nonNetwork providers. In this to discount their charges; however, the total that you owe may be
situation, your Network Physician will notify the Claims less when you receive Covered Health Services from Shared Savings

Administrator, and they will work with you and your Network Program providers than from other fdetwork providers,
Physician to coordinate care through aNemvork provider. because the Eligible Expense may beea &ssunt.

Limitations on Selection of Providers Notification Requirement . .
If the Claims Administrator determines that you are using health ~ YOU must notify the Claims Administrator before getting certain
care services in a harmful or abusive manner, or with harmful Covered Health Services from sdetwork providers. The details

frequency, your selection of Network providers may be limited. [f &€ shown in thilust You Notify the Claims Administaton? in

this happens, you may be required to select a single Network (Section 1: What's Gared-Benefits). If you fail to notify the

Phystian to provide and coordinate all future Covered Health Claims Administrator, Benefits are reduced or denied.

Services. Prior notification does not mean Benefits are payable in all cases.

If you don't make a selection within 31 days of the date we notify ~ Coverage depends on the Covered Health Services that are actually
you, the Claims Administrator will select a single Network Physician 91ven, your eligibilityagus, and any benefit limitations.

for you.

. _ Care Coordinatior’™
It you fail to use the selected Network [eiys, Covered Health When you notify the Claims Administrator as described above, they
Services will be paid as Neatwork Benefits. will work to implement the Care Coordinatigrocess and to

provide you with information about additional services that are
availake to you, such as disease management programs, health

Non -Network_ Benefits _ education, pradmission counseling and patient advocacy.
Non-Network Benefits are generally paid at a lower level than

Network Benefits. Nohetwork Benefits are payable for Covered ]

Health Services that are provided byMetwork providers. Emergency Health Services

We provide Benefits for Emergency Health Services when required
r stabilization and initiation of treatment asigeal/by or under

the direction of a Physician.

Depending on the geographic area and the service you receive, you
may have access through the Claim's Administrator's Shared Saving
Program to providers who have agreed to discount their charges for
Covered Health Services. If you rec€@overed Health Services

To continteading, go to right column on this page. To continue reading, go to left column on next page.
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Network Benefits are paid for Emergency Health Services, even if  If you have questions or would like additional information about this
the services are provided by a-Network provider. service, please call the number on the back of your ID card.

If you are confined in a ndtetwork Hospital after you receive
Emergency Health Servidég, Claims Administrator must be

notified within one business day or on the same day of admission if
reasonably possible. The Claims Administrator may elect to transfer
you to a Network Hospital as soon as it is medically appropriate to
do so. If you choeasto stay in the nelNetwork Hospital after the

date the Claims Administrator decides a transfer is medically
appropriate, NoiNetwork Benefits may be available if the

continued stay is determined to be a Covered Health Service.

HealtheNotess™

The Claims Aministrator provides a service called HealtheNotes to
help educate members and make suggestions regarding your medical
care. HealtheNotes provides you and your Physician with
suggestions regarding preventive care, testing or medications,
potential interdaimns with medications you have been prescribed,

and certain treatments. In addition, your HealtheNotes report may
include health tips and other wellness information.

The Claims Administrator makes these suggestions through a
software program that providesrospective, clairbased
identification of medical care. Through this process patients are
identified whose care may benefit from suggestions using the
established standards of evidence based medicine.

If your Physician identifies any concerns aftewang his or her
HealtheNotes report, he or she may contact you if he or she believes
it to be appropriate. In addition, you may use the information in

your report to engage your Physician in discussions regarding your
health and the identified suggestidny decisions regarding your

care, though, are always between you and your Physician.

To continteading, go to right column on this page. To continue reading, go to left column on next page.
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Inpatient Stay as long as you receive Covered Health Services in

SeC'“ O n 4 - accordance with the terms of the Plan.

You should notify the Claims Administrator within 48 hours of the

Wh e n COve rag e Beg | nS day your coverage begins, or as soon as is reasonably possible.

Network Benefits are available only if you receive Covered Health
Services from Network Providers.

This section includes information about:
1 How to enroll.

If You Are Eligible for Medicare
o _ Your Benefits under the Plan may be reduced if you are eligible for
1 Ifyou are hospitalized when this coverage Medicare but do not enroll in and maintain coverage hath

begins. Medicare Part A and Part B.

T Who's eligible for coverage. Your Benefits under the Plan may also be reduced if you are

1 When to enroll. enrolled in a Medicare Advantage (Medicare Part C) plan but fail to
follow the rules of that plan. PleaseMsedicare EligibilitySection

9: General LegRrovisionsjor more information about how

Medicare may affect your Benefits.

1 When coverage begins.

How to Enroll

To enroll, the Eligible Person must complete an enrollment form.
ThePlan Administrator or its designee will give the necessary forms
to you, along with instructions about submitting your enroliment
form and any required contribution for coverage. We will not
provide Benefits for health services that you receive before you
effective date of coverage.

If You Are Hospitalized When Your
Coverage Begins

If you are an inpatient in a Hospital, Skilled Nursing Facility or
Inpatient Rehabilitation Facility on the day your coverage begins, we
will pay Benefits for Covered HealthviBes related to that

To comue reading, go to right column on this page. To continue reading, go to left column on next page.
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Who is Eligible for Coverage

Who Description Who Determines Eligibility
E||g|b|e Eligible Person usually refers to an employee of ours who meets * We determine who is eligible to enroll
Person eligibility rules. Wen an Eligible Person actually enrolls, we refer tc under the Plan.

person as a Participaiftr a complete definition of Eligible Person ¢

Participant, see (Section 10: Glossary of Defined Terms).

If both spouses are Eligible Persons under the Plan, eachathag er
Participant or be covered as an Enrolled Dependent of the other,
not both.

Except as we have described in (Section 4: When Coverage Begi
Eligible Persons may not enroll.

Dependent Dependent generally refers to the Participant's spouse and childre We determine who qualifies as a
When a Dependent actually enrolls, we refer to that person as an Dependent.
Enrolled Dependent. For a complete definition of Dependent and
Enrolled Dependent, see (Section 10: Glossary of Defined.Terms

Dependents of an Eligible Person may not enroll unless the Eligit
Person is also covered under the Plan.

If both parents of a Dependent child are enrolled as a Participant,
one parent may enroll the child as a Dependent.

Except as we have delsed in (Section 4. When Coverage Begins),
Dependents may not enroll.
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When to Enroll and When Coverage Begins

When to Enroll

Who Can Enroll Begin Date

Initial Enrollment

Period

The Initial Enrollment Periodtise
first period of time when Eligible
Persons can enroll.

Eligible Persons may enroll themselves and the Coverage begins on the date identified by t

Dependents. Plan Administrator, if the Plan Administrato
receives the completed enrollment form anc
any required contribution for coverage withil
31 days of the date the Eligible Person bec
eligible to enroll.

Open Enrollment
Period

Eligible Persons may enroll themselves and the The Plan Administrator determines the Ope

Dependents. Enroliment Pedd. Coverage begins on the
date identified by the Plan Administrator if t
Plan Administrator receives the completed
enrollment form and any required contributi
within 31 days of the date the Eligible Persc
becomes eligible to enroll.

New Eligible Persons

New Eligible Persons may enroll themselves an

Coverage begins on the first day of the mor
their Dependents. ge beg Yy

following the first day of employment if the
Plan Administrator receives the properly
completed enrollment form and any require
contributon for coverage within 31 days of t
date the new Eligible Person becomes eligi
to enroll and if the Participant pays any
required contribution to the Plan Administra
for Coverage.
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When to Enroll

Who Can Enroll

Begin Date

Adding New
Dependents

Participants may enroll Dependents whatlain

family because of any of the following events:

Birth.

Legal adoption.

Placement for adoption.
Marriage.

Legal guardianship.

Court or administrative order.

= =4 =4 4 A4 -

Coverage begins on the date of the event i
Plan Administrator received the completed
enrdlment form and any required contributic
for coverage within 31 days of the event the
makes the new Dependent eligible.
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When to Enroll Who Can Enroll Begin Date
- - - - - - - - |

Special Enrollment A special enrollment period applies to an Eligibl Event Takes Placgfor example, a birth,
Period Person and any Dependents when one of the  marriage or determination of eligibility for st

o~ following events occurs: subsidy). Unless otherwise noted under the
An Eligible Person and/or “Who Can Enr oradebegiosmr
Dependent may also be able to en ¢ Bjrth, the date of the event if the Plan Administrat
during a special enrollment period. 1 Legal adoption receives the completed enrollment informat
specibenrollment period is not g ption. _ and any required contribution within 31 day
available to an Eligible Person and f Placement for adoption. the event.

or her Dependents if coverage und q  \Marriage.
the prior plan was terminated for

cause, or because premiums were A special enroliment period applies for an Eligit Misseéd Initial Enroliment Period or Open

Enrollment Period. Unless otherwise noted

paid on a timely basis. Person and/or Dependent who did not enroll y
o during the Initial Enrollment Period or Open und_ert he Wh 0 .C an E_n ro

An Eligible Person and/or Enrollment Period if the followgrare true: begins on the day immediately following the
Dependent does not need to elect day coverage under the prior plan ends if tr
COBRA continuation coverage to  q The Eligible Person previously declined Plan Administrator receives the comple.ted‘
preserve special enrollment rights. * ¢oyerage under the Plan, but the Eligible Pe €nroliment form and any required contributi
Special enroliment is available to @ and/or Dependent becomes eligible fora ~ Within 31 days of the date coveragesutite
Eligible Person and/or Dependent premium assistance subsidy under Medicaic Pror Plan ended.
even if COBRA is elected. CHIP (you must notify the Plan Administrato

within 60 days of detemaition of subsidy

eligibility);

1 The Eligible Person and/or Dependent had
existing health coverage under another plan
at the time they had an opportunity to enroll
during the Initial Enrollment Period or Open
Enrollment Period; and

1 Coverage under the prigan ended because
any of the following:

Y Loss of eligibility (including, without
limitation, legal separation, divorce or de
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When to Enroll

Who Can Enroll

Begin Date

Yo

Yo

Ya

Yo

Ya

The employer stopped paying the
contributions. This is true even if the
Eligible Person and/or Dependent
continues to rece coverage under the
prior plan and to pay the amounts previo
paid by the employer.

In the case of COBRA continuation
coverage, the coverage ended.

The Eligible Person and/or Dependent nt
longer lives or works in an HMO service
area if no other benebption is available.

The Plan no longer offers benefits to a cl
of individuals that include the Eligible
Person and/or Dependent.

Termination of you
Medi caid or Chil dr
Program (CHIP) coverage as a resuttssf |
of eligibility (you must notify the Plan
Administrator within 60 days of
termination).

Dependent Child
Special Open
Enroliment Period

On or before the first day of the plan year begin Coverage begins oretfirst day of the plan
on or after September 23, 2010, the Plan will
provide a 30 day dependent child special open if the Plan Administrator receives your prop
enrollment period for Dependent dnén who have completed enroliment form and any require
not yet reached the limiting age. During this
dependent child special open enrollment period date the Dependent becomes eligible to en
Eligible Persons who are adding a Dependent ¢ under this dependent child special open
and who have a choice of coverage options will enrollment period.

allowed to change options.

year beginning on or after September 23, 2

contribution for coverage within 31 days of-
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Section 5:
How to File a Claim

This section provides you with information abouy.
1 How and when to file a claim.

1 If you receive Covered Health Services from
Network provider, you do not havefite a
claim. We pay these providers directly.

1 If you receive Covered Health Services from
nontNetwork provider, you are responsible f
filing a claim.

If You Receive Covered Health Services

from a Network Provider

We pay Network providers directly your Covered Health
Services. If a Network provider bills you for any Covered Health
Service, contact the Claims Administrator. However, you are
responsible for paying Copayments to a Network provider at the
time of service, or when you receive a bill threnprovider.

Filing a Claim for Benefits
When you receive Covered Health Services fromdataork
provider, you are responsible for requesting payment from us
through the Claims Administrator. You must file the claim in a
format that contains all dfé information required, as described
below.

To continue reading, go to right column on this page.

You must submit a request for payment of Benefits within 90 days
after the date of service. If you don't provide this information to the
Claims Administrator within one year of the date of service, Benefits
for that health service will be denied or reduced, in the Claims
Administrator's discretion. This time limit does not apply if you are
legally incapacitated. If your claim relates to an Inpatient Stay, the
date of service is the date your Inpatient Stay ends.

Pharmacy Benefit Claims

If you are asked to pay the full cost of a prescription when you fill it
at a retail or madrder pharmacy and you believe that the Plan
should have paid for it, you may submit a claim for reimbursement
as set forth in the procedsrfor filing a postervice group health

plan claim (described in this section). If you pay a Copayment and
you believe that the amount of the Copayment was incorrect, you
also may submit a claim for reimbursement as set forth in the
procedures for filna posservice group health plan claim.

If a retail or mail order pharmacy fails to fill a prescription that you
have presented, you may contact the Claims Administrator by
submitting a claim for coverage as set forth in the procedures for
filing a preservice health plan claim (described in this section).

Required Information
When you request payment of Benefits from us, you must provide
all of the following information:

A. Participant's name and address.

B. The patient's name, age and relationshiyg tBarticipant.

C. The member number stated on your ID card.

D. An itemized bill from your provider that includes the following:
Y% Patient diagnosis

Y% Date of service
To continue reading, go to left column on next page.
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Y% Procedure code(s) and description of service(s) rendered Administrator will notify you within this-8&y period if additional

1> Provider of service (Name, Addrass Fax Identification information is needed to process the claim, and may request a one
’ time extension not longer thandeys and pend your claim until all

Number) . -7 .
_ _ information is received.

E. The date the Injury or Sickness began.
F. A statement indicating either that you are, or you are not, Once notified of the extension you then have 45 days to provide this

program. If you are enrolled for other coverage youmoligte 45day time frame and the claim is denied, the Claimaigwator

the name of the other carrier(s). will notify you of the denial within 15 days after the information is

) received. If you don't provide the needed information withinthe 45

Payment of Benefits day period, your claim will be denied.
Through the Claims Administrator, we will make a benefit A denial notice will explain the reason for denial, refer to tlod part
determination as set forth below. the Plan on which the denial is based, and provide the claim appeal
You may not assign your Benefits under the Plan teNetaork procedures.
provider without our consent. The Cleiftiministrator may, PreService Requests for Benefits
however, in their discretion, pay a-Network provider directly for
services rendered to you. Preservice requests for Benefits are those requests that require

, o , , , - , o notification or approval prior to receiving medical care. If you have a
The Claims Administrator WI|| notify you if addl'glqnal information is presservice request for Benefits, and it was submitted properly with
needed to process the claim. The Claims Administrator may request 5| needed information, you will receive written notice of the

a ae time extension not longer than 15 days and will pend your  qecisjon from the Claims Administrator within 15 days of receipt of
claim until all information is received. Once you are notified of the 3¢ request. If you filed a gmervice request for Béite

extension or missing information, you then have at least 45 days to improperly, the Claims Administrator will notify you of the

provide this information. improper filing and how to correct it within 5 days after the pre

) o service request for Benefits was received. If additional information is
Benefit Determinations needed to process the pvice request, the Claifstbninistrator
PosEevice Claims will notify you of the information needed within 15 days after it was

_ _ _ _ received, and may request a one time extension not longer than 15
PostService Claims are those claims that are filed for payment of  days and pend your request until all information is received. Once

benefits after medical care has been received. If yosemist notified of the extension you then & days to provide this

claim is denied, you will receive a written notice from the Claims  information. If all of the needed information is received within the

Administrator within 30 days of receiptief claim, as long as all 45day time frame, the Claims Administrator will notify you of the

needed information was provided with the claim. The Claims determination within 15 days after the information is received. If you
To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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don't provide the neediéenformation within the 48ay period, your
request for Benefits will be denied. A denial notice will explain the
reason for denial, refer to the part of the Plan on which the denial is
based, and provide the appeal procedures.

Urgent Requests for Benef& that Require Immediate
Action

Urgent requests for Benefits are those that require notification or
approval prior to receiving medical care, where a delay in treatment
could seriously jeopardize your life or health or the ability to regain
maximum functio or, in the opinion of a Physician with knowledge
of your medical condition could cause severe pain. In these
situations:

1 You will receive notice of the benefit determination in writing or
electronically within 72 hours after the Claims Administrator
receves all necessary information, taking into account the
seriousness of your condition.

1 Notice of denial may be oral with a written or electronic
confirmation to follow within 3 days.

If you filed an urgent request for Benefits improperly, the Claims
Adminstrator will notify you of the improper filing and how to
correct it within 24 hours after the urgent request was received. If
additional information is needed to process the request, the Claims
Administrator will notify you of the information needed nvRHi

hours after the request was received. You then have 48 hours to
provide the requested information.

You will be notified of a determination no later fimours after:

1 The Claims Administrator's receipt of the requested information;
or

To continue reading, go to right column on this page.

1 The end of thé8hour period within which you were to provide
the additional information, if the information is not received
within that time.

A denial notice will explain the reason for denial, refer to the part of
the Plan on which the denial is based, and proeidg@eal
procedures.

Concurrent Care Claims

If an ongoing course of treatment was previously approved for a
specific period of time or number of treatments, and your request to
extend the treatment is an Urgent Care request for Benefits as
defined aboveour request will be decided within 24 hours. The
Claims Administrator will make a determination on your request for
the extended treatment within 24 hours from receipt of your request.

If an ongoing course of treatment was previously approved for a
spedic period of time or number of treatments, and you request to
extend treatment in a nangent circumstance, your request will be
considered a new request and decided according-$epast or
preservice timeframes, whichever applies.

To continue reading, go to left column on next page.
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. may appeal it as described below, without first informally contacting
SECtI O n 6 . Customer Service. If you first informally confaistomer Service
- and later wish to request a formal appeal in writing, you should

. 1 contact Customer Service and request an appeal. If you request a
Q u esu O nS y CO m p I al ntS formal appeal, a Customer Service representative will provide you

with the appropriate address of then®@ahdministrator.
and Appeals

If you are appealing an urgent care claim denial, please refer to the
"Urgent Appeals that Require Immediate Action" section below and
contact Customer Service immediately.

you with the following: Customer Service representatives are available to take your call.
1 You have a question or concern about Cove
Health Services or your Benefits.

This section provides you with information to he[ The Customer Service telephone number is shown on your ID card.
d

How to Appeal a Claim Decision

If you wish to appeal a denied-peevice request for Benefits, post

' How to handle an appeal that requires immeliate  service claim or a rescission of coverage as described below, you or
acton. your authorized rementative must submit your appeal in writing

§ You are notified that a claim has been denie within 180 days of receiving the adverse benefit determination. You
because it has been determined that a servide or do not need to submit Urgent Care appeals in writing.
supply is excluded under the Plan and you wish
to appeal such determination.

1 You have a complaint.

Your request should include:

1 The patient's name and the identification number from the

To resolve a question or appeal, just follow these steps: ID card.
1 The date(s) of medical service(s).
What to Do First 1 The provider's name.
If your question or concern is about a benefit determination, you § The reason you believe the claim should be paid.
may informally contact Customer Service before requesting a formal f Any documentation or other written information to support

appeal. If the Customer Service representative cannot resolve the
issue to your satisfaction over the phone, you may submit you
question in writing. However, if you are not satisfied with a benefit  your first appeal request must be submitted to #im<|
determination as described in (Section 5: How to File a Claim) you Administrator within 180 days after you receive the claim denial.

To continue reading, go to right column on this page. To continue reading, go to left column on next page.

your request for claim payment.
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Appeal Process

A qualified individual who was not involved in the decision being
appealed will be appointed to decide the appeal. If your appeal is
related to clinical matters, theeawvwill be done in consultation

with a health care professional with appropriate expertise in the field
who was not involved in the prior determination. The Claims
Administrator may consult with, or seek the participation of, medical
experts as part of tiappeal resolution process. You consent to this
referral and the sharing of pertinent medical claim information.
Upon your request and free of charge, you have the right to
reasonable access to (including copies of) all documents, records,
and other inforration relevant to your claim for Benefits.

Appeals Determinations

Pre-Service Requests for Benefits and PeService Claim
Appeals

You will be provided written or electronic notification of decision
on your appeal as follows:

For appeals of pigervice ragests for Benefits as defined in

(Section 5: How to File a Claim), the first level appeal will be
conducted and you will be notified by the Claims Administrator of
the decision within 15 days from receipt of a request for appeal of a
denied request for Befits. The second level appeal will be
conducted and you will be notified by the Claims Administrator of
the decision within 15 days from receipt of a request for review of
the first level appeal decision.

For appeals of paservice claims as defineddadtion 5: How to

File a Claim), the first level appeal will be conducted and you will be
notified by the Claims Administrator of the decision within 30 days
from receipt of a request for appeal of a denied claim. The second
level appeal will be conductedl you will be notified by the Claims

To continue reading, go to right column on this page.

Administrator of the decision within 30 days from receipt of a
request for review of the first level appeal decision.

For procedures associated with urgent requests for Benefits, see
"Urgent Appeals that Require Imnagel Action™ below.

If you are not satisfied with the first level appeal decision of the
Claims Administrator, you have the right to request a second level
appeal from the Claims Administrator. Your second level appeal
request must be submitted to ther@aldministrator in writing
within 60 days from receipt of the first level appeal decision.

For preservice requests for Benefits and-pestice claim appeals,

we have delegated to the Claims Administrator the exclusive right to
interpret and administére provisions of the Plan. The Claims
Administrator's decisions are conclusive and binding.

Please note that the Claims Administrator's decision is based only on
whether or not Benefits are available under the Plan for the

proposed treatment or proceduriee determination as to whether

the pending health service is necessary or appropriate is between you
and your Physician.

Urgent Appeals that Require Immediate

Action

Your appeal may require immediate action if a delay in treatment
could significantly inease the risk to your health or the ability to
regain maximum function or cause severe pain. In these urgent
situations:

The appeal does not need to be submitted in writing. You or your
Physician should call the Claims Administrator as soon as possible.
The Claims Administrator will provide you with a written or
electronic determination within 72 hours following receipt by the

To continue reading, go to left column on next page.
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Claims Administrator of your request for review of the
determination taking into account the seriousness of your condition.

For urgent requests for Benefits appeals, we have delegated to the
Claims Administrator the exclusive right to interpret and administer
the provisions of the Plan.

External Review Program

If, after exhausting your internal appeals, you are not satisfied with
thefinal determination, you may choose to participate in the external
review program. This program only applies if the adverse benefit
determination is based on:

Clinical reasons.

The exclusions for Experimental or Investigational Services or
Unproven Serves.

As otherwise required by applicable law.

)l
)l

T

This external review program offers an independent review process
to review the denial of a requested service or procedure or the denia

of payment for a service or procedure. The process is available at no

chage to you after exhausting the appeals process identified above
and you receive a decision that is unfavorable, or if the Claims
Administrator fails to respond to your appeal within the time lines
stated below.

You may request an independent review @ithherse benefit
determination. Neither you nor the Claims Administrator will have
an opportunity to meet with the reviewer or otherwise participate in
the reviewer’s decision.

All requests for an independent review must be made within four (4)
months of tle date you receive the adverse benefit determination.
You, your treating Physician or an authorized designated

To continue reading, go to right column on this page.

representative may request an independent review by contacting the
toll-free number on your ID card or by sending a written request to
the addreson your ID card.

The independent review will be performed by an independent
Physician, or by a Physician who is qualified to decide whether the
requested service or procedure is a Covered Health Service under
the Plan. The Independent Review Organiz@R) has been
contracted by the Claims Administrator and has no material
affiliation or interest with the Claims Administrator or Us. The
Claims Administrator will choose the IRO based on a rotating list of
approved IROs.

In certain cases, the independewview may be performed by a
panel of Physicians, as deemed appropriate by the IRO.

Within applicable timeframes of
of a request for independent review, the request will be forwarded to
the IRO, together with:

All relexant medical records.

All other documents relied upon by the Claims Administrator in
making a decision on the case.

All other information or evidence that you or your Physician has
already submitted to the Claims Administrator.

T

T

If there is any informatiomnr evidence you or your Physician wish to
submit in support of the request that was not previously provided,
you may include this information with the request for an
independent review, and the Claims Administrator will include it
with the documents forwaad to the IRO. A decision will be made
within applicable timeframes. If the reviewer needs additional
information to make a decision, this time period may be extended.
The independent review process will be expedited if you meet the
criteria for an expedi external review as defined by applicable law.

To continue reading, go to left column on next page.
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The reviewer’'s decision wild/| be in writing and wild/l I nclude th
basis for the determination. The IRO will provide you and the

Claims Administrator with the reviewer’s decision, a descripti
the qualifications of the reviewer and any other information deemed

appropriate by the organization and/or as required by applicable

law.

If the final independent decision is to approve payment or referral,
the Plan will accept the decision and provide Befoefsuch

service or procedure in accordance with the terms and conditions of
the Plan. If the final independent review decision is that payment or
referral will not be made, the Plan will not be obligated to provide
Benefits for the service or procedure

You may contact the Claims Administrator at théeellnumber
on your ID card for more information regarding your external
appeal rights and the independent review process.

To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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Section 7:
Coordination of Benefits

This section provides you with informatabout:

under more than one plan.

1 Definitions specific to Coordination of Benefit
rules.

1 Order of payment rules.

Benefits When You Have Coverage under

More than One Plan
This section describes how Benefiteutite Plan will be

coordinated with those of any other plan that provides benefits to
you. The language in this section is from model laws drafted by the

National Association of Insurance Commissioners (NAIC) and
represents standard industry practicedordinating benefits.

When Coordination of Benefits Applies

expenses. A Secondary Coverage Plan pays after the Primary
Coverge Plan and may reduce the benefits it pays. This is to prevent
payments from all group Coverage Plans from exceeding 100 percent
of the total Allowable Expense.

Definitions
For purposes of this section, terms are defined as follows:

f What you need to know when you have covefage 1. "Coverage Plan" is any of the following that provides benefits or

services for medical or dental care or treatment. However, if
separate contracts are used to provide coordinated coverage for
members of a group, the separate cdataze considered parts

of the same Coverage Plan and there is no COB among those
separate contracts.

a.

This coordination of benefits (COB) provision applies when a person

has health care coverage under more than one benefit plan.

The order of benefit determination rules described in this section
determine which Coverage Plan will pay as the Primary Coverage

"Coverage Plan" includes: group insurance, closed panel or
other forms of group or grotigpe coverage (whether

insured or uninsured); medical carepaorants of group
longterm care contracts, such as skilled nursing care;
medical, ndault, or personal injury protection (PIP) benefits
under group or individual automobile contracts; medical
benefits coverage under homeowner's insurance; and
Medicare oother governmental benefits, as permitted by
law.

"Coverage Plan" does not include: individual or family
insurance; closed panel or other individual coverage (except
for grouptype coverage); school accident type coverage;
benefits for normedical compments of group lorterm

care policies; Medicare supplement policies, Medicaid policies
and coverage under other governmental plans, unless
permitted by law.

Plan. The Primary Coverage Plan that pays first pays without regardEach contract for coverage under a. or b. above is a separate
Coverage Plan. If a Coverage Plarva parts and COB rules apply

to the possibility that another Coverage Plan may cover some
To continue reading, go to right column on this page.

To continue reading, go to left column on next page.
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only to one of the two, each of the parts is treated as a separate
Coverage Plan.

2. The order of benefit determination rules determine whether this

Coverage Plan is a "Primary CayeRlan” or "Secondary
Coverage Plan" when compared to another Coverage Plan
covering the person.

When this Coverage Plan is primary, its benefits are determined
before those of any other Coverage Plan and without considering
any other Coverage Plan'sdiis. When this Coverage Plan is
secondary, its benefits are determined after those of another
Coverage Plan and may be reduced because of the Primary
Coverage Plan's benefits.

"Allowable Expense" means a heedite service or expense,
including deductibles and copayments, that is covered at least in
part by any of the Coverage Plans covering the person. When a
Coverage Plan provides benefits in the form of services, (for
example an HMO) the reasonable cask whleach service will

be considered an Allowable Expense and a benefit paid. An
expense or service that is not covered by any of the Coverage
Plans is not an Allowable Expense. Dental care, routine vision
care, outpatient prescription drugs, and headsgr@ examples

of expenses or services that are not Allowable Expenses under
the Plan. The following are additional examples of expenses or
services that are not Allowable Expenses:

a. If a Covered Person is confined in a private Hospital room,
the diffeence between the cost of a Samvate Room in
the Hospital and the private room, (unless the patient's stay in
a private Hospital room is medically necessary in terms of
generally accepted medical practice, or one of the Coverage
Plans routinely provideoverage for Hospital private rooms)
is not an Allowable Expense.

To continue reading, go to right column on this page.

4.

5.

b. If a person is covered by two or more Coverage Plans that
compute their benefit payments on the basis of usual and
customary fees, any amount in excess of the highest of the
usual andustomary fees for a specific benefit is not an
Allowable Expense.

c. If a person is covered by two or more Coverage Plans that

provide benefits or services on the basis of negotiated fees,
an amount in excess of the highest of the negotiated fees is
not anAllowable Expense.

If a person is covered by one Coverage Plan that calculates its
benefits or services on the basis of usual and customary fees
and another Coverage Plan that provides its benefits or
services on the basis of negotiated fees, theyGmaerage

Plan's payment arrangements shall be the Allowable Expense
for all Coverage Plans.

e. The amount a benefit is reduced by the Primary Coverage
Plan because a Covered Person does not comply with the
Coverage Plan provisions. Examples of thesgtsipres are
second surgical opinions, precertification of admissions, and
preferred provider arrangements.

"Claim Determination Period" means a calendar year. However,
it does not include any part of a year dushich a person has

no coverage under this Coverage Plan, or before the date this
COB provision or a similar provision takes effect.

"Closed Panel Plan" is a Coverage Plan that provides health
benefits to CovedePersons primarily in the form of services
through a panel of providers that have contracted with or are
employed by the Coverage Plan, and that limits or excludes
benefits for services provided by other providers, except in cases
of emergency or referktal a panel member.

"Custodial Parent" means a parent awarded custody by a court
decree. In the absence of a court decree, it is the parent with

To continue reading, go to left column on next page.
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whom the child resides more than one half of the calendar year primary to the Coverag&R covering the person as other

without regard to any temporary visitation.

Order of Benefit Determination Rules

When two or more Coverage Plans pay benefits, the rules for
determining the order of payment are as follows:

than a dependent (e.g. a retired employee); then the order of
benefits between the two Coverage Plans is reversed so that
the Coverage Plan covering the person as an employee,
member, subscriber or retiree is secondathamther
Coverage Plan is primary.

2. Child Covered Under More Than One Coverage Plan. The

A. The Primary Coverage Plan pays or provides its benefits as if the order of benefits when a child is covered by more than one
Secondary Coverage Plan or Coverage Plans did not exist. Coverage Plan is:

B. A Coverage Plan that does not contain a coordination of benefits a. The Primary Coverage Plan is the Coveftagefthe
provision that is consistent with this provision is always primary. parent whose birthday is earlier in the year if:

There is one exception: coverage that is obtained by virtue

membership in a group that is designed to supplement a part of a
basic package of benefits may provide that the supplementary
coverage shall be excess to any other parts of the Coverage Plan

provided by the contract holder. Examples of these types o

situatons are major medical coverages that are superimposed
over base Coverage Plan hospital and surgical benefits, and

insurance type coverages that are written in connection wit

of 1) The parents are married;

2) The parents are not separated (whether or not they
ever have been married); or

f 3) A court decree awards joint custody without
specifying that one party has the nesipdity to
provide health care coverage.

ha If both parents have the same birthday, the Coverage

closed panel Coverage Plan to providefesttwork benefits. Plan that covered either of the parents longer is primary.
. A CoveragelRn may consider the benefits paid or provided by b. If the specific terms of a court decree state that one of
another Coverage Plan in determining its benefits only when it is the parents is responsible for the thildalth care

secondary to that other Coverage Plan.

. The first of the following rules that describes which Coverage

Plan pays its benefits before aaptboverage Plan is the rule
use.

1. Non-Dependent or Dependent. The Coverage Plan that

covers the person other than as a dependent, for example as
an employee, member, subscriber or retiree is primary and the

expenses or health care coverage and the Coverage Plan
of that parent has actual knowledge of those terms, that
Coverage Plan is primary. This rule applies to claim
determination periods or plan years commencing after the
Coverage Plan isrgn notice of the court decree.

c. If the parents are not married, or are separated (whether
or not they ever have been married) or are divorced, the
order of benefits is:

to

Coverage Plan that covers the person as a dependent is _
secondary. However, if the person is a Medicare beneficiary 1) The Coverage Plan of the custodial parent;
and, as a result of federal law, Medicare is secondary to the 2) The Coverage Plan of the spoush@icustodial

Coverage Plan covering the person as a dependent; an
To continue reading, go to right column on this page.

d parent;
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3) The Coverage Plan of the noncustodial parent; and under this provision. In addition, this Coverage Plan will not

then pay more thait would have paid had it been primary.
4) The Coverage Plan of the spouse of the noncustodial E. A group or individual automobile contract that provides medical,
parent. no-fault or personal injury protection benefits or a homeowner's
3. Active or inactive employee. The Coverage Plan that covers a  Policy that provides medical benefits coverage shall provide
person a an employee who is neither laid off nor retired is primary coverage.

primary. The same would hold true if a person is a dependent ] .

of a person covered as a retiree and an employee. If the otheEffect on the Benefits of this Plan When
Coverage Plan does not have this rule, and if, as a result, the ; ;

Coverage Plam® not agree on the order of benefits, this Medlcar.e Is the Othe_r Covera_ge Plan . .
rule is ignored. Coverage provided an individual as a retired A. When this Coverage I?Ian is secondqry, it may reduce its benefits
worker and as a dependent of an actively working spouse will ~ so that the total benefits paid or provided by all Coverage Plans

be determined under the rule labeled D.1. for each claim are not more than 100 perceatadfAllowable

4. Cortinuation coverage. If a person whose coverage is Expenses. The difference betvyeen the benefit payments that this
provided under a right of continuation provided by federal or ~ C0verage Plan would have paid had it been the Primary Coverage
state law also is covered under another Coverage Plan, the Plan, and the benefit payments that it actually paid or provided
Coverage Plan covering the person as an employee, member, shall be reporded as a benefit reserve forother€dl Person and
subscriber or retiree (e #hat person's dependent) is used by this Coverage Plan to pay any Allowable Expenses
primary, and the continuation coverage is secondary. If the remaining for the claim. As each claim is submitted, this
other Coverage Plan does not have this rule, and if, as a Coverage Plan will:
result, the Coverage Plans do not agree on the order of 1. Determine its obligation to pay or provide benefits under its
benefits, this rule is ignored. contract;

5. Longer or shorter length of coverage. The Coverage Plan that 2. Determine whether a benteéserve has been recorded for
covered the person as an employee, member, subscriber or the Covered Person; and
retiree longer is primary. 3. Determine whether there are any unpaid Allowable Expenses

6. If a husband or wife is covered under@uiserage Plan as a remaining for the claim.
Participant and as an Enrolled Dependent, the dependent If there is a benefit reserve, the Secondary Coverage Plan will use
benefits will be coordinated as if they were provided under the Covered Person's benefit reserve topay 100 percent of
another Coverage Plan, this means the Participant's benefit total Allowable Expenses incurred. Following payment for each
will pay first. claim the benefit reserve returns to zero. A new benefit reserve

7. If the preceding rules do not determine the Primary Coverage must be created for each new claim.
Plan, the Allowable Expenses shall be shared equally between
the Coverage Plans meeting the definition of Coverage Plan

To continue reading, go to right column on this page. To continue reading, go to left column on next page.

MissvicHealth Benefit Plaf7/01/11
71 (Section 7: Coordination of Bengfits



. This Coverage Plan reduces its benefits as described below for Effect on the Benefits of this Plan When

CoveredPersons who are eligible for Medicare when Medicare
would be the Primary Coverage Plan.

Medicare benefits are determined as if the full amount that wouldA.
have been payable under Medicare was actually paid under
Medicare, even if:

The person is entitled txot enrolled for Medicare. Medicare
benefits are determined as if the person were covered under
Medicare Parts A and B.

The person is enrolled in a Medicare+Choice (Medicare Part C)
plan and receives noovered services because the person did
not followall rules of that plan. Medicare benefits are determined
as if the services were covered under Medicare Parts A and B.

The person receives services from a provider who has elected to
opt-out of Medicare. Medicare benefits are determined as if the
servicesvere covered under Medicare Parts A and B and the
provider had agreed to limit charges to the amount of charges
allowed under Medicare rules.

The services are provided in any facility that is not eligible for
Medicare reimbursements, including a Vet&dimsistration
facility, facility of the Uniformed Services, or other facility of the
federal government. Medicare benefits are determined as if the
services were provided by a facility that is eligible for
reimbursement under Medicare.

The person is entetl under a plan with a Medicare Medical
Savings Account. Medicare benefits are determined as if the
person were covered under Medicare Parts A and B.

To continue reading, go to right column on this page.

any other Plan is the other Coverage Plan

When this Coverad¥an is secondary, it may reduce its benefits

so that the total benefits paid or provided by all Coverage Plans
during a claim determination period are not more than 100
percent of total Allowable Expenses. The difference between the
benefit payments thitis Coverage Plan would have paid had it
been the Primary Coverage Plan, and the benefit payments that it
actually paid or provided shall be recorded as a benefit reserve for
the Covered Person and used by this Coverage Plan to pay any
Allowable Expensgsot otherwise paid during the claim
determination period. As each claim is submitted, this Coverage
Plan will:

1. Determine its obligation to pay or provide benefits under its
contract;

2. Determine whether a benefit reserve has been recorded for
the Coered Person; and

3. Determine whether there are any unpaid Allowable Expenses
during that claim determination period.

If there is a benefit reserve, the Secondary Coverage Plan will use
the Covered Person's benefit reserve to pay up to 100 percent of
total Allowable Expenses incurred during the claim determination
period. At the end of the claim determination period, the benefit
reserve returns to zero. A new benefit reserve must be created for
each new claim determination period.

B. If a Covered Personeasrolled in two or more closed panel

Coverage Plans and if, for any reason, including the provision of
service by a ngoanel provider, benefits are not payable by one
closed panel Coverage Plan, COB shall not apply between that
Coverage Plan and otherseld panel Coverage Plans.

To continue reading, go to left column on next page.
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Right to Receive and Release Needed any other person or organization that may be responsible for the
benefits or services provided for you. The "amount of the payments

Information made" includes the reasonalsh value of any benefits provided in
Certain facts about health care coverage and services are needed tahe form of services.

apply these COB rules and to determine benefits payable under this

Coverage Plan and other Coverage Plans.arh@drhinistrator

may get the facts it needs from, or give them to, other organizations

or persons for the purpose of applying these rules and determining

benefits payable under this Coverage Plan and other Coverage Plans

covering the person claiming beasefi

The Plan Administrator need not tell, or get the consent of, any

person to do this. Each person claiming benefits under this Coverage
Plan must give us any facts we need to apply those rules and
determine benefits payable. If you do not provide urgfdinenation

we need to apply these rules and determine the Benefits payable, your
claim for Benefits will be denied.

Payments Made

A payment made under another Coverage Plan may include an
amount that should have been paid under this Coverage Plan. If it
does, we may pay that amount to the organization that made the
payment. That amount will then be treated as though it were a benefit
paid under this Coverage Plan. We will not have to pay that amount
again. The term "payment made" includes providingtbéméifie

form of services, in which case "payment made" means reasonable
cash value of the benefits provided in the form of services.

Right of Recovery

If the amount of the payments we made is more than we should have
paid under this COB provision, we megover the excess from one
or more of the persons we have paid or for whom we have paid; or

To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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Section 8:
When Coverage Ends

This section provides you with information aboujall
of the following:

1 Events that cause coverage to end.
1 The date your coverage ends.

1 Extended coverage.
1

Continuatn of coverage under federal law
(COBRA).

General Information about When
Coverage Ends

We may discontinue this benefit Plan and/or all similar benefit plans
at any time.

Your entitlement to Benefits automatically ends on the date that
coverage ends, evégaou are hospitalized or are otherwise receiving
medical treatment on that date.

When your coverage ends, we will still pay claims for Covered
Health Services that you received before your coverage ended.
However, once your coverage ends, we do not @meitefits for

health services that you receive for medical conditions that occurred
before your coverage ended, even if the underlying medical
condition occurred before your coverage ended.

To continue reading, go to right column on this page.

An Enrolled Dependent's coverage ends on the date the
Participaris coverage ends.

To continue reading, go to left column on next page.
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Events Ending Your Coverage

Coverage ends on the earliest of the dates specified in the following table:

Ending Event What Happens
- - - -]

The Entire Plan Ends  Your coverage ends on the date the Plan ends. We are responsible for notifigingogmu t
coverage has ended.

You Are No Longer Your coverage ends on the date you are no longer eligible to be a Participant or Enrolled D
Eliaibl Please refer to (Section 10: Glossary of Defined Terms) for a more complete definitiomef tr
Iginle "Eligible Person”, "Participant”, "Dependent” and "Enrolled Dependent".

The Claims Your coverage ends on the date the Claims Administrator receives written notice from us ir
.- . the Claims Administratto end your coverage, or the date requested in the notice, if later.
Administrator Receives y 9 q

Notice to End
Coverage

. Your coverage ends on the date identified by the Plan Sponsor if you fail to pay a required
Failure to Pay contribution.
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Other Events Ending Your Coverage

When any of the followirigappen, we will provide prior written notice to the Participant that coverage will end on the date identified in the noti
if:
Ending Event What Happens

. . The Participant commits an act, practice, or omiggibconstituted fraud, or an intention
Fraud, Misrepresentation misrepresentation of a material fact. Examples include, but are not limited to, false in
or False Information relating to another person's eligibility or status as a Dependent. We have the right to
that you pay back 8enefits we paid to you, or paid in your name, during the time you
incorrectly covered under the Plan.
i . You commit an act of physical or verbal abuse that imposes a threat to our staff, the
Threatemng Behavior Administrator's staff, a pror, or other Covered Persons.
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: . Continuation of Coverage
Coverage for a Handlcapped Chlld . If your coverage ends under the Plan, you may be entitled to elect
Coverage for an unmarried Enrolled Dependent child who is not continuation coverage (coverage that continues on in some form) in
able to be sefupporting because of mental retardation or a physical accordance with federal law.

handicap will not end just because the child has reacérdin ' . _
age. We will extend the coverage for that child beyond the limiting ~ Continuation coverage under G®O®B(the federal Consolidated

age if both of the fo”owing are true regarding the Enrolled Omnibus BUdget Reconciliation ACt) is available Only to Plans that
Dependent child: are subject to the terms of COBRA. You can contact your Plan
Administrator to determine if we are subject to the provisions of

1 Is not able to be sedfipporting because of mental retardation COBRA.

or physical héndlcap. o If you selected continuati coverage under a prior plan which was
1 Depends mainlgn the Participant for support. then replaced by coverage under this Plan, continuation coverage

. . . will end as scheduled under the prior plan or in accordance with the

Coverage will continue as long as the Enrolled Dependent is ¢

. : . i . rminating events listed below, whichever is earlier.
incapacitated and dependent unless coverage is otherwise termlnateg g

in accordance with the terms of the Plan.
We will ask you to furnish the Claims Administratarpeoof of Continuation Coverage undeFederal

the child's incapacity and dependency within 31 days of the date Law (COBRA)

coverage would otherwise have ended because the child reached a \ych of the language in this section comes from the federal law that
certain age. Before the Claims Administrator agrees to this extensionyoyerns continuation coverage. You should call your Plan

of coverage for the child, the Claims Adstraior may require that Administrator if you have questions about your right to continue
a Physician chosen by us examine the child. We will pay for that coverage.
examination.

, o , In order to be eligible for contiation coverage under federal law,
The C!alms A_dmlmstrator may contlnug.to ask you for proof that you must meet the definition of a "Qualified Beneficiary". A
the child continues to meet these conditions of incapacity and Qualified Beneficiary is any of the following persons who was

dependency. Such proof hiigiclude medical examinations atour  oyered under the Plan on the day before a qualifying event:
expense. However, we will not ask for this information more than

once a year. f A Participant.
If you do not provide proof of the child's incapacity and dependency A Participant's Enrl@ld Dependent, including with respect to
within 31 days of the Claims Administrator's request as described the Participant's children, a child born to or placed for adoption
abowe, coverage for that child will end. with the Participant during a period of continuation coverage
under federal law.
To continue reading, go to right column on this page. To continue reading, go to left columgeon next pa
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T

Qualifying Events for Continuation

A Participant's former spouse. Notification Requirements and Election
Period for Continuation Coverage under

Coverage under Federal Law (COBRA) Federal Law (COBRA)

If the coverage of a Qualified Beneficiary would ordinarily terminate Notification Requirements for Qualifying Event

due to one of the following qualifying events, then the Qualified The Participant or other Qualified Beneficiary musyrbéfPlan
Beneficiary is entitled to continue coverage. The Qualified Administrator within 60 days of the latest of the date of the

Beneficiary is entitled étect the same coverage that she or he had  following events:
on the day before the qualifying event.

The qualifying events with respect to an employee who is a Qualified
Beneficiary are:

A.

B.

1 The Participant's divorce or legal separation, or an Enrolled
Dependent's loss of eligibility as an Enrolled Dependent.

1 The date the Qualified Beneficiary would tmverage under

Termination of employment, for any reason other than gross the Plan.
misconduct.  The date on which the Qualified Beneficiary is informed of his
Reductionin the Participant's hours of employment. or her obligation to provide notice and the procedures for

providing such notice.

With respect to a Participant's spouse or dependent child who is a
Qualified Beneficiary, the qualifying events are: The Participant or other Qualified Beneficiary must also notify the

A.

OGMmMmoOOw

o o Plan Administrar when a second qualifying event occurs, which
Termination of the Participant's employment (for reasons other may extend continuation coverage.

than the Participant's grossconduct).
Reduction in the Participant's hours of employment.
Death of the Participant.

If the Participant or other Qualified Beneficiary fails to notify the
Plan Administrator of these events within the 60 day period, the
Plan Administrator is not obligatecptovide continued coverage

Divorce or legal separation of the Participant. to the affected Qualified Beneficiary. If a Participant is continuing
Loss of eligibility by an Enrolled Dependent who is a child. coverage under federal law, the Participant must notify the Plan
Entitlement of the Participant to Medicheeefits. Administrator within 60 days of the birth or adoption of a child.

The Plan Sponsor's commencement of a bankruptcy under Title e . . .
11, United States Code. This is also a qualifying event for any  /Votffication Requirements for Disability

retired Participant and his or her Enrolled Dependents if there is  Determination or Change in Disability Status

a substantial elimination of coverage within ardogéore or The Participant or other Qualified Beneficiary must notify the Plan
after the date the bankruptcy was filed. Administrator as described under "Terminating Events for
To continue reading, go to right column on this page. To continue reading, go to left columgeon next pa
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Continuation Coverage under Federal Law (COBRA)," subsection
A. below.

The notice requirements will be satisfied by providing written notice
to the Plan Administrator at the address stated in Attachment Il to
this Summary Plan Description. The contents of the notice must be
such that the Plan Administrator is able to detethenvered
employee and Qualified Beneficiary or Qualified Beneficiaries, the
qualifying event or disability, and the date on which the qualifying
event occurred.

None of the above notice requirements will be enforced if the
Participant or other QualifidBeneficiary is not informed of his or
her obligations to provide such notice.

After providing notice to the Plan Administrator, the Qualified
Beneficiary shall receive the continuation coverage and election
notice. Continuation coverage must be elegtdwehdater of 60 days
after the qualifying event occurs; or 60 days after the Qualified
Beneficiary receives notice of the continuation right from the Plan
Administrator.

The Qualified Beneficiary's initial premium due to the Plan
Administrator must be jhon or before the 45th day after electing
continuation.

The Trade Act of 2002 amended COBRA to provide for a special
second 6@ay COBRA election period for certain Participants who
have experienced a termination or reduction of hours and who lose
grouphealth plan coverage as a result. The special second COBRA
election period is available only to a very limited group of
individuals: generally, those who are receiving trade adjustment

assistance (TAA) or 'alternative trade adjustment assistance' under a

federal law called the Trade Act of 1974. These Participants are
entitled to a second opportunity to elect COBRA coverage for
themselves and certain family members (if they did not already elect

To continue reading, go to right column on this page.

COBRA coverage), but only within a limited period of 60rdays f
the first day of the month when an individual begins receiving TAA
(or would be eligible to receive TAA but for the requirement that
unemployment benefits be exhausted) and only during the six
months immediately after their group health plan covecept e

If a Participant qualifies or may qualify for assistance under the
Trade Act of 1974, he or she should contact the Plan Administrator
for additional information. The Participant must contact the Plan
Administrator promptly after qualifying for agaist under the

Trade Act of 1974 or the Participant will lose his or her special
COBRA rights. COBRA coverage elected during the special second
election period is not retroactive to the date that Plan coverage was
lost, but begins on the first day of thecsal second election period.

Terminating Events for Continuation
Coverage under Federal Law (COBRA)

Continuation under the Plan will end on the earliest of the following
dates:

A. Eighteen months from trdate of the qualifying event, if the
Qualified Beneficiary's coverage would have ended because the
Participant's employment was terminated or hours were reduced
(i.e., qualifying events A and B).

If a Qualified Beneficiary is determined to have beeredisabl

under the Social Security Act at anywiitien the first 60 days

of continuation coverage for qualifying event A or B. then the
Qualified Beneficiary may elect an additional eleven months of
continuation coverage (for a total of tweritye months of

continued coverage) subject to the following conditions:

Y% Notice of such disability must be provided within the latest
of 60 days after:

To continue reading, go to left columgeon next pa
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the determination of the disability; or
the date of the qualifying event; or

the date the Qualified Beneficiary wonde kcoverage
under the Plan; and

§ in no event later than the end of the first eighteen
months.

% The Qualified Beneficiary must agree to pay any increase in
the required premium for the additional eleven months.

% If the Qualified Beneficiary who is entitiethe eleven
months of coverage has rtisabled family members who
are also Qualified Beneficiaries, then thoseisahled
Qualified Beneficiaries are also entitled to the additional
eleven months of continuation coverage.

Notice of any final deternaition that the Qualified Beneficiary is

no longer disabled must be provided within 30 days of such
determination. Thereafter, continuation coverage may be
terminated on the first day of the month that begins more than 30
days after the date of that deteation.

. Thirty-six months from the date of the qualifying event for an

Enrolled Dependent whose coverage ended because of the death

of the Participant, divorce or legal separation of the Participant,
or los of eligibility by an Enrolled Dependent who is a child (i.e.
gualifying events C, D, or E).

C. With respect to Qualified Beneficiaries, and to the extent that

the Participant was entitled to Medicare pritire qualifying
event:

% Eighteen months from the date of the Participant's Medicare
entitlement; or

% Thirty-six months from the date of the Participant's
Medicare entitlement, if a second qualifying event (that was
due to either the Participant's termimatibemployment or

To continue reading, go to right column on this page.

G.

the Participant's work hours being reduced) occurs prior to
the expiration of the eighteen months.

. With respect to Qualified Beneficiaries, and to the extent that

the Participant becametided to Medicare subsequent to the
gualifying event:

Y% Thirty-six months from the date of the Participant's
termination from employment or work hours being reduced
(first qualifying event) if:

§ The Participant's Medicare entitlement occurs within the
eigheen month continuation period; and

§ Absent the first qualifying event, the Medicare
entitlement would have resulted in a loss of coverage for
the Qualified Beneficiary under the group health plan.

The date @average terminates under the Plan for failure to make
timely payment of the premium.

The date, after electing continuation coverage, that coverage is
first obtained under any other group health plan.Hf suc
coverage contains a limitation or exclusion with respect to any
pre-existing condition, continuation shall end on the date such
limitation or exclusion ends. The other group health coverage
shall be primary for all health services except those health
sewices that are subject to the-pxésting condition limitation

or exclusion.

The date, after electing continuation coverage, that the Qualified
Beneficiary first becomes entitled to Medicare, exceptishat t
shall not apply in the event that coverage was terminated
because the Plan Sponsor filed for bankruptcy, (i.e. qualifying
event G). If the Qualified Beneficiary was entitled to
continuation because the Plan Sponsor filed for bankruptcy, (i.e.
qualifyig event G) and the retired Participant dies during the
continuation period, then the other Qualified Beneficiaries shall

To continue reading, go to left columgeon next pa
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be entitled to continue coverage for tkakymonths from the
date of the Participant's death.

H. The date the entire Plan ends.

|. The date coverage would otherwise terminate under the Plan as
described in this section under the hedfiregts Ending Your
Coverage

To continue reading, go to right column on this page. To continue reading, go to left columgeon next pa
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have any other relationship with Network providers such as

SECtI On 9 . principalagent or joint venture. Neither we nor the Claims
- Administratomare liable for any act or omission of any provider.

G e n e ral Leg aIP rOV| S | O nS The Claims Administrator is not considered to be an employer of

the Plan Administrator for any purpose with respect to the
administration or provision of benefits under this Plan.

This section provides you with information abouy. following:

We and the Plan Adminestor are solely responsible for all of the
1 General legal provisions concerning the Plarl.

1 Enroliment and classification changes (including classification

Plan Document changes resulting in yamroliment or the termination of your

. . _ coverage).
This Summary Plan Description presents an overview of your ) ,
Benefits. In the event of any discrepancy between this Summary 11 The timely payment of Benefits.
Plan Descriptio and the official Plan Document, the Plan 1 Notifying you of the terminath or modifications to the Plan.
Document shall govern.

Your Relationship with Providers

Relationship with Providers The relationship between you and any provider is that of provider
The relationships between us, the Claims Administrator, and and patient.
Network providers are solely contractual relationships between 1 You are responsible for choosing your own provider.

independent contractors. Network previdare not our agents or
employees. Nor are they agents or employees of the Claims
Administrator. Neither we nor any of our employees are agents or
employees of Network providers.

1 You must decide if any provider treating you is righbdor y
This includes Network providers you choose and providers to
whom you have been referred.

1 You must decide with your provider what care you should

We do not provide health care services or supplies, nor do we receive

practice medine. Instead, we pay Benefits. Network providers are ) _ _ _ )
independent practitioners who run their own offices and facilities. 1 Your provider is solely responsible for the quality of the services
The credentialing process confirms public information about the provided to you.

providers' licenses and other credentials, but does not assure the
qudity of the services provided. Network providers are not our
employees or employees of the Claims Administrator; nor do we

The relatiortsip between you and us is that of employer and
employee, Dependent or other classification as defined in the Plan.

To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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Incentives to Providers

The Claims Administrator pays Network providers through various
types of contractual arrangements, some of whicimchaje

financial incentives to promote the delivery of health care in a cost
efficient and effective manner. These financial incentives are not
intended to affect your access to health care.

Examples of financial incentives for Network providers are:

1 Bonuwses for performance based on factors that may include
quality, member satisfaction, and/or cost effectiveness.

1 Capitation a group of Network providers receives a monthly
payment for each Covered Person who selects a Network
provider within the group teegorm or coordinate certain
health services. The Network providers receive this monthly
payment regardless of whether the cost of providing or
arranging to provide the Covered Person's health care is less
than or more than the payment.

The methods used pay specific Network providers may vary.
From time to time, the payment method may change. If you have
guestions about whether your Network provider's contract includes

any financial incentives, we encourage you to discuss those question$

with your providr. You may also contact the Claims Administrator
at the telephone number on your ID card. They can advise whether
your Network provider is paid by any financial incentive, including
those listed above; however, the specific terms of the contract,

about whether or not to participate is yours alone but we
recommend that you discuss participating in such programs with
your Physician. These incentives are not Benefits and do not alter or
affect your Benefits. Contact the Claims Administfaton have

any questions.

Rebates and Other Payments

We and the Claims Administrator may receive rebates for certain
drugs that are administered to you in a Physician's office, or at a
Hospital or Alternate Facility. This includes rebates for those drugs
that are administered to you before you meet your Annual
Deductible. We and the Claims Administrator do not pass these
rebates on to you, nor are they applied to your Annual Deductible or
taken into account in determining your Copayments.

Interpretation of Benefits

We and the Claims Administrator have sole and exclusive discretion
to do all of the following:

1 Interpret Benefits under the Plan.

Interpret the other terms, conditions, limitations and exclusions
of the Plan, including this SPD and any Ridérs an
Amendments.

1 Make factual determinations related to the Plan and its Benefits.

includirg rates of payment, are confidential and cannot be disclosed. We and the Claims Administrator may delegate this discretionary

Incentives to You

Sometimes the Claims Administrator may offer coupons or other
incentives to encourage you to participate in various wellness
programs or certain disease management prograntecigion

To continue reading, go to right column on this page.

authority to other persons or entities who provide services in regard
to the administration of the Plan.

In certin circumstances, for purposes of overall cost savings or
efficiency, we may, in our sole discretion, offer Benefits for services
that would otherwise not be Covered Health Services. The fact that

To continue reading, go to left column on next page.
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we do so in any particular case shall not in any wagniedd®e
require us to do so in other similar cases.

Administrative Services
We may, in our sole discretion, arrange for various persons or

any material modification to the Plan. No one has the authority to
make any oral modification to the SPD.

Clerical Error
If a clerical error or other mistake occurs, that error does not create

entities to provide administrative services in regard to the Plan, sucha right to Benefits. These errors inglbdé are not limited to,

as claims processing. The identity of tlvecegproviders and the
nature of the services they provide may be changed from time to
time in our sole discretion. We are not required to give you prior
notice of any such change, nor are we required to obtain your
approval. You must cooperate with thpessons or entities in the
performance of their responsibilities.

Amendments to the Plan

We reserve the right, in our sole discretion and without your
approval, to change, interpret, modify, withdraw or add Benefits or
terminate the Plan. Plan AmendmentsRiders are effective on

the date we specify.

Any provision of the Plan which, on its effective date, is in conflict

providing misinformation on eligibility or Benefit coverages or
entitlements. It is your responsibility to confirm the accuracy of
statements made by us or our designees, including the Claims
Administrator, in accordance with thiens of this SPD and other
Plan documents.

Information and Records

At times we or the Claims Administrator may need additional
information from you. You agree to furnish us and/or the Claims
Administrator with all information and proofs that we may
reasoably require regarding any matters pertaining to the Plan. If
you do not provide this information when we request it, we may
delay or deny payment of your Benefits.

with the requirements of federal statutes or regulations, or applicableBy accepting Benefits under the Plan, you authorize and direct any

state law provisions not otherwise preempted by ERISA (of the
jurisdiction in which the Plan is delivered) is hereby amended to
conform to the minimum requirements of such statutes and
regulations.

Any change or amendment to or termination of the Plan, its benefits
or its terms and conditions, in whole or in part, lshatiade solely

in a written amendment (in the case of a change or amendment) or
in a written resolution (in the case of a termination), whether
prospective or retroactive, to the Plan, in accordance with the
procedures established by us. Covered Perfiaeseiwe notice of

To continue reading, go to right column on this page.

person or institution #t has provided services to you to furnish us
or the Claims Administrator with all information or copies of
records relating to the services provided to you. We or the Claims
Administrator have the right to request this information at any
reasonable tim&his applies to all Covered Persons, including
Enrolled Dependents whether or not they have signed the
Participant's enroliment form. We and the Claims Administrator
agree that such information and records will be considered
confidential.

We and the Claindsdministrator have the right to release any and
all records concerning health care services which are necessary to
To continue reading, go to left column on next page.
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implement and administer the terms of the Plan, for appropriate

medical review or quality assessment, or as we are required to do by,

law orregulation. During and after the term of the Plan, we, the
Claims Administrator, and our related entities may use and transfer
the information gathered under the Plan for research and analytic
purposes.

For complete listings of your medical records orgositatements

Medicare Eligibility

Benefits under the Plan are mb¢nded to supplement any

coverage provided by Medicare. Nevertheless, in some
circumstances Covered Persons who are eligible for or enrolled in
Medicare may also be enrolled under the Plan.

If you are eligible for or enrolled in Medicare, please

we recommend that you contact your health care provider. Providers reqd thefollowing information carefully.

may charge you reasonable fees to cover their costs for providing
records or completing requested forms.

If you are eligible for Medicare on a primary basis (Medicare pays
before Benefits under the Plan), sloould enroll for and maintain

If you request medical forms or records from us, we also may chargecgyerage under both Medicare Part A and Part B. If you don't enroll

you reasonable fees to cover costs for completing the forms or
providing the records.

In some cases, we or the Claims Administrator will designate other
persons or entities to request records or information from or related
to you, and to release those r@s@s necessary. Such designees
have the same rights to this information as the Plan Administrator.

Examination of Covered Persons

In the event of a question or dispute regarding your right to
Benefits, we may require that a Network Physician of our choice
examine you at our expense.

Workers' Compensation not Affected

Benefits provided under the Plan do not substitute for and do not
affect any requirements for coverage by workers' compensation
insurance.

To continue reading, go to right column on this page.

and maintain thabgerage, and if we are the secondary payer as
described in (Section 7: Coordination of Benefits), we will pay
Benefits under the Plan as if you were covered under both Medicare
Part A and Part B. As a result, you will be responsible for the costs
that Medtare would have paid and you will incur a largef-out

pocket cost.

If you are enrolled in a Medicare Advantage (Medicare Part C) plan
on a primary basis (Medicare pays before Benefits under the Plan),
youshouldfollow all rules of that plan that requioa to seek

services from that plan's participating providers. When we are the
secondary payer, we will pay any Benefits available to you under the
Plan as if you had followed all rules of the Medicare Advantage plan.
You will be responsible for any aiddial costs or reduced Benefits

that result from your failure to follow these rules, and you will incur

a larger oddf-pocket cost.

Subrogation and Reimbursement

The Plan has a right to subrogation and reimbursement, as defined
below.

To continue reading, go to left column on next page.
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Right to Subrogation

The right to subrogation means the Plan is substituted to any legal
claims that you may be entitled to pursue for Benefits that the Plan
has paid. Subrogation applies when the Plan has paid Benefits for a
Sickness or Injury for which a third party isiciEmed responsible,

e.g. an insurance carrier if you are involved in an auto accident.

Y Any other insurance carrier or third party administrator.

Subrogation and Reimbursement Provisions
Asa Covered Person, you agree to the following:

1 The Plarnas a first priority right to receive payment on any
claim against a third party before you receive payment from that
third party.

The Plan's subrogation and reimbursement rights apply to full

The Plan shall be subrogated to, and shall succeed to, all rights of
recovery from any or all third parties, under any legal theory of any

type, for 100 percent of asgrvices and Benefits the Plan has paid and patial settlements, judgments, or other recoveries paid or
party. proceeds are captioned or characterized. Payments include, but
are not limited to, economic, reconomic, and punitive

Right to Reimbursement damages. The Plamit required to help you to pursue your

The right to reimbursement means that if a third party causes a
Sickness or Injury for which you receive a setitejuégment, or
other recovery, you must use those proceeds to fully return to the

Plan 100% of any Benefits you received for that Sickness or Injury.

Third Parties
The following persons and entities are considered third parties:

1 A person or entity alled to have caused you to suffer a

Sickness, Injury or damages, or who is legally responsible for the

Sickness, Injury or damages.
1 The Plan Sponsor.

1 Any person or entity who is or may be obligated to provide you

with benefits or payments under:
Y, Underinsuredr uninsured motorist insurance.

% Medical provisions of AHault or traditional insurance (auto,
homeowners or otherwise).

% Workers' compensation coverage.
To continue reading, go to right column on this page.

claim for damages or personal injuries, or pay any of your
associated costs, including attorneys' fees-datless "Fund
Doctrine" or "Common Fund Doctrine" or "Attorney's Fund
Doctrine" shall defeat this right.

The Plan may enforce its subrogation and reimbursement rights
regardless of whether you have been "made whole" (fully
compensated for your injuries and damages).

You will cooperate with the Plan and its agents in a timely
manner to protect its legal anditdple rights to subrogation
and reimbursement, including, but not limited to:

Y% Complying with the terms of this section.
% Providing any relevant information requested.
Y% Signing and/or delivering documents at its request.

Y% Appearing at medical examinatiorslagal proceedings,
such as depositions or hearings.

% Obtaining the Plan's consent before releasing any party from
liability or payment of medical expenses.

To continue reading, go to left column on next page.
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 If you receive payment as part of a settlement or judgment from Benefits the Plan has paid relating to any Sickness or Injury

any third party as a result ofckSess or Injury, and the Plan caused by any third party to the extent not rezbbgrthe Plan
alleges some or all of those funds are due and owed to it, you due to you or your representative not cooperating with the Plan.
agree to hold those settlement funds in trust, either in a separate q |f 3 third party causes you to suffer a Sickness or Injury while
bank account in your name or in your attorney's trust account. you are covered under this Plan, the provisions of this section
You agree that you will seagea trustee over those funds to the continue to apply, even after you are no lan@evered

extent of the Benefits the Plan has paid. Person.

1 If the Plan incurs attorneys' fees and costs in order to collect
third party settlement funds held by you or your representative, Refund of Overpayments

the Plan has the right to recover those feksasts from you. If we pay Benefits for expenses incurred on account of a Covered
1 You may not accept any settlement that does not fully reimburse Person, that Covered Person, or any other person or organization
the Plan, without its written approval. that was paid, must make a refund to us if either of the following
1 You will assign to the Plan all rights of recovery against third apply:
parties to the extent of Benefits the Plan has provided for a 1 All or sone of the expenses were not paid by the Covered
Sicknes or Injury caused by a third party. Person or did not legally have to be paid by the Covered Person.
1 The Plan’s rights will not be reduced due to your own All or some of the payment we made exceeded the Benefits
negligence. under the Plan.

1 The Plan may file suit in your name and take appropriate action
to assert its rights under this section. The Plan is not required to
pay you part of amgcovery it may obtain from a third party,
even if it files suit in your name.

91 The provisions of this section apply to the parents, guardian, or o
other representative of an Enrolled Dependent child who incurs  If the Covered Person, or any other person or organization that was
a Sickness or Injury caused by a third party. paid, does not promptly refund td tmount, we may reduce the
amount of any future Benefits that are payable under the Plan. The
reductions will equal the amount of the required refund. We may
have other rights in addition to the right to reduce future benefits.

The refund equals the amount we paid in excess of the amount we
shouldhave paid under the Plan. If the refund is due from another
person or organization, the Covered Person agrees to help us get the
refund when requested.

1 In case of your wrongful death, the provisions of this section
apply to your estate, the personal representative of your estate,
and your heirs.

1 Your failure to cooperate with the Plan or its agents is o . .
considered a breach of contract. As such, the Pldrehiaght Limitation of Action
to terminate your Benefits, deny future Benefits, take legal action If you want to bring a legal action against us or the Claims
against you, and/or set off from any future Benefits the value of Administrator you must do so within three years from the expiration

To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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of the time period in which a request for reimbursement must be
submitted, or you lose any rights to bring such an action against u
or the Claims Administrator.

You cannot bring any legal action against us or the Claims
Administrator for any other reason unless you first complete all the
steps in the appeal process described in this document. After
completing that process, if you Warbring a legal action against us
or the Claims Administrator you must do so within three years of
the date you are notified of our final decision on your appeal, or you
lose any rights to bring such an action against us or the Claims
Administrator.

To continue reading, go to right column on this page.

To continue reading, go to left column on next page.
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Section 10:
Glossary of Defined
Terms

This section:
1 Defines the terms used throughout this SPD

M Is notintended to describe Benefits.

Alternate Facility- a health care facility that is not a Hospital and
that provides one or more of the following servicesmutpatient
basis, as permitted by law:

1 Surgical services.
1 Emergency Health Services.
1 Rehabilitative, laboratory, diagnostic or therapeutic services.

An Alternate Facility may also provide Mental Health Services or
Substance Use Disorder Services @augatient or inpatient basis.

Amendment- any attached written description of additional or
alternative provisions to the Plan. Amendments are effective only
when signed by us or the Plan Administrator. Amendments are
subject to all conditions, limitatgoand exclusions of the Plan,
except for those that are specifically amended.

To continue reading, go to right column on this page.

Annual Deductible- the amount you must pay for Covered Health
Services in a calendar year before we will beginfpajegvork
or Non-Network Benefits in that calendar year.

The actual amount that is applied to the Annual Deductible is
calculated on the basis of Eligible Expenses. The Annual Deductible
does not include any amount that exceeds Eligible Expenses. See the
definition of Eligible Expenses below.

Autism Spectrum Dsorders- a group of neurobiological disorders
that includegutistic DisorgdBihett's Syndrohsperger's Disorder
Childhood Disintegrated DiandiRarvasive Development Disorders Not
Otherwise Specified (PDDNOS)

Benefits- your right to paymembr Covered Health Services that

are available under the Plan. Your right to Benefits is subject to the
terms, conditions, limitations and exclusions of the Plan, including
this SPD and any attached Riders and Amendments.

Cancer Resource Serviceshe prgram made available by the
Plan Sponsor to Participants. The Cancer Resource Services
program provides information to Participants or their Enrolled
Dependents with cancer and offers access to additional cancer
centers for the treatment of cancer.

Claims Administrator - the company (including its affiliates) that
provides certain claim administration services for the Plan.

Congenital Anomaly- a physical developmental defect that is
present at birth, and is identified within the first twelve months of
birth.

Copayment- the charge you are required to pay for certain Covered
Health Services. A Copayment may be either a set dollar amount or
a percentage of Eligible Expenses.

To continue reading, go to left column on next page.
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Cosmetic Procedures procedures or services that change or A legally adopted child.
improve appearance withaignificantly improving physiological

function, as determined by the Claims Administrator on our behalf. T Achild placed for adoption.
1 A child for whom legal guardianshgs been awarded to the
Covered Health Service(sthose health services provided for the Participant or the Participant's spouse.
purpose of preventing, diagnosing or treating a Sickness, Injury,
Mental lliness, &stance use disorder, or their symptoms. To be eligible for coverage under the Policy, a Dependent must

reside within the United States.
A Covered Health Service is a health care service or supply

described in (Section 1: What's CoveBedefits) as a Covered The definition of Dependent is subject to the following conditions
Health Service, which is not excluded under (Section 2: What's Not and limitations:
CoveredExclusions).

1 A Dependat includes any dependent child under 26 years of age
Covered Persor either the Participant or an Enrolled Dependent, or,
but this term applies only while the person is enrolled under the
Plan. References to "you" and "your" throughout this SPD are

references to a Covered Person. 1 Any unmar.rlec.depe.ndent child under 30 if the Dependent:
Y% s an lllinois resident;

Custodial Care- services that: 15 Served as active or reserve member of an U.S. Armed

1 Are norhealth related services, such as assistance in activities of Forces, and
daily living (including but not limited to feeding, dressing, 2 Received release or discharge other than dishenorab
bathing, transferring and ambulating); or discharge.
1 Are healtirelated services which do not seek to cure, or which  Tg e eligible for this, the Dependent must submit to us a form
are provided duringeriods when the medical condition of the approved by the Illinois Depart.
patient who requires the service is not changing; or date on which the dependent was released from service.
1 Do not require continued administration by trained medical
personnel in order to be delivered safely and effectively. Dependent Child covered to age 26 regardless aftstatas and

. , . up to age 30 if a veteran as outlined above.
Dependent- the Participant's legal spquseil union partnesr a

dependent child of the Participant or the Participant's spouse. The

term child includes any of the following: Coverage terminates at the end of the month in which the

dependent attains the maximum age.

1 A natural child. Designated Facility- a facility that has entered into an agreement
1 A stepchild. on behalf of the facility and iféleated staff with the Claims
To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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Administrator, or with an organization contracting on its behalf, to
render Covered Health Services for the treatment of specified
diseases or conditions. A Designated Facility may or may not be
located within your geographrea. The fact that a Hospital is a
Network Hospital does not mean that it is a Designated Facility.

Durable Medjcal Equipment- medical equipment that is all of the
following:

1 Can withstand repeated use.
1 Is not disposable.

1 Is used to serve a medicalgmse with respect to treatment of a
Sickness, Injury or their symptoms.

1 Is generally not useful to a person in the absence of a Sickness,
Injury or their symptoms.

1 Is appropriate for use in the home.

Eligible Expenses- for Covered Health Services incumdle the
Plan is in effect, Eligible Expenses are determined as stated below:

For Network Benefits, Eligible Expenses are based on either of the
following:

T When Covered Health Services are received from Network
providers, Eligible Expenses are the cotetlafee(s) with that
provider.

1 When Covered Health Services are received froiataork
providers as a result of an Emergency or as otherwise arranged
through the Claims Administrator, Eligible Expenses are billed
charges unless a lower amount is ragoti

For Non-Network Benefits, Eligible Expenses are based on either of
the following:

To continue reading, go to right column on this page.

= =

T When Covered Health Services are received froiatmork
providers, Eligible Expenses are determined, at the Claims
Administrator's discretion, based on:

% Available da resources of competitive fees in that
geographic area.

Fee(s) that are negotiated with the provider.
% 50% of the billed charge.
Y% A fee schedule that the Claims Administrator develops.

1 When Covered Health Services are received from Network
providers, Elidple Expenses are the contracted fee(s) with that
provider.

Ya

Eligible Expenses are determined solely in accordance with the
Claims Administrator's reimbursement policy guidelines. The
reimbursement policy guidelines are developed, in the Claims

Administrato's discretion, following evaluation and validation of all

provider billings in accordance with one or more of the following
methodologies:

M As indicated in the most recent edition of the Current

Procedural Terminology (CPT), a publication of the American
Medical Association, and/or the Centers for Medicare and
Medicaid Services (CMS).

1 As reported by generally recognized professionals or

publications.
As used for Medicare.

As determined by medical staff and outside medical consultants
pursuant to other apgeoate source or determination that the
Claims Administrator accepts.

Eligible Person— a regular fulime employee other than a
substitute, who has reported for duty and is regularly scheduled to

To continue reading, go to left column on next page.
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work twentyone (21) or more hours per week, excludingoes
after being officially employed by a vote of the Board of Education.

Emergency- a serious medical condition or symptom resulting
from Injury, Sickness or Mental lllness which is both of the
following:

1 Arises suddenly.

1 In the judgment of a reasof@person, requires immediate care
and treatment, generally received within 24 hours of onset, to
avoid jeopardy to life or health.

Emergency Health Services health care services and supplies
necessary for the treatment of an Emergency.

Enrolled Dependert - a Dependent who is properly enrolled under
the Plan.

Experimental or Investigational Servicesmedical, surgical,
diagnostic, psychiatric, substance use disorder or other health care

services, technologies, supplies, treatments, procedures, drug
thergies or devices that, at the time a determination is made
regarding coverage in a particular case, are determined to be any of
the following:

1 Not approved by the U.S. Food and Drug Administration
(FDA) to be lawfully marketed for the proposed use and not
identified in théAmerican Hospital Formulary Servdcéhe
United States Pharmacopoeia Dispensing Infornaestion
appropriate for the proposed use.

Subject to review and approval by any institutional review board
for the proposed use.

The subject of an oampg clinical trial that meets the definition
of a Phase 1, 2 or 3 clinical trial set forth in the FDA regulations,

To continue reading, go to right column on this page.

regardless of whether the trial is actually subject to FDA
oversight.

If you have a lifhreatening Sickness or condition (one which is

likely to cause death within one year of the request for treatment) we
may, in our discretion, determine that an Experimental or
Investigational Service meets the definition of a Covered Health
Service for that Sickness or condition. For this to take ptace, w

must determine that the procedure or treatment is promising, but
unproven, and that the service uses a specific research protocol that
meets standards equivalent to those defined Natioaal

Institutes of Health

Home Health Agency- a program or oanization authorized by
law to provide health care services in the home.

Hospital - an institution, operated as required by law, that is both of
the following:

1 Is primarily engaged in providing health services, on an inpatient
basis, for the acute care tnedtment of injured or sick
individuals. Care is provided through medical, diagnostic and
surgical facilities, by or under the supervision of a staff of
Physicians.

1 Has 24 hour nursing services.

A Hospital is not primarily a place for rest, custodeabcaare of
the aged and is not a nursing home, convalescent home or similar
institution.

Initial Enrollment Period - the initial period of time, as
determined by the Plan Administrator, during which Eligible
Persons may enroll themselves and their Depesngnder the Plan.

[njury - bodily damage other than Sickness, including all related
conditions and recurrent symptoms.

To continue reading, go to left column on next page.
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Inpatient Rehabilitation Facility - a Hospital (or a special unit of
a Hospital that is designated as an Inpatient Rehabilitatiiy) Faci
that provides rehabilitation health services (physical therapy,

occupational therapy and/or speech therapy) on an inpatient basis,

as authorized by law.

Inpatient Stay- an uninterrupted confinement, following formal
admission to a Hospital, Skillarsing Facility or Inpatient
Rehabilitation Facility.

Intensive Quipatient Treatiment- a structured outpatient Mental
Health or Substance Use Disorder treatment program that may be
freestanding or Hospitdlased and provides services for at least
three tours per day, two or more days per week.

Medicare- Parts A, B, C and D of the insurance program
established by TitéVIII, United States Social Security Act, as
amended by 42.S.C. Sectiori894, et seq. and as later amended.

Mental Health Services Covered Health Services for the
diagnosis and treatment of Mental llinesses. The fact that a
condition is listed in the currddiignostic and Statistical Manual of
Mental Disorddogs not mean that treatment for the condition is a
Covered Health Service.

Mental Health/Substance Use Disorder (MH/SUD)

Administrator—the organization or individual designated by
Sample Company who provides or arranges Mental Health and
Substance Use Disorder Services under the Plan.

Mental lllness— mental health or psychiatdiagnostic categories
|l isted in the
Statistical Manual of Mental Djsontess they are listed in the
exclusions section of this SPD.

To continue reading, go to right column on this page.

Network - when used to describe a provider of healttseariees,

this means a provider that has a participation agreement in effect
(either directly or indirectly) with the Claims Administrator or with
the Claims Administrator's affiliate to participate in the Claims
Administrator's Network; however, thissloet include those
providers who have agreed to discount their charges for Covered
Health Services by way of their participation in the Shared Savings
Program. The Claims Administrator's affiliates are those entities
affiliated with them through commonreship or control with the
Claims Administrator or with its ultimate corporate parent, including
direct and indirect subsidiaries.

A provider may enter into an agreement to provide only certain
Covered Health Services, but not all Covered Health Services,

be a Network provider for only some of the Claims Administrator's
products. In this case, the provider will be a Network provider for
the Covered Health Services and products included in the
participation agreement, and a-Network provider for dter

Covered Health Services and products. The participation status of
providers will change from time to time.

Network Benefits- Benefits for Covered Health Services that are
provided by a Network Physician, Network facility, or other
Network provider.

Non-Network Benefits- Benefits for Covered Health Services that
are provided by a névetwork Physician, neMetwork facility, or
other nonNetwork provider.

Open Enrollment Period- a period of time that follows the Initial

Amer i c anDiagmsticand a tEprolimentLeriod,during whichigiple Rersqng,may eniolf

themselves and Dependents under the Plan, as determined by us.

Qut-of-Pocket Maximum - the maximum amount of Annual
Deductible and Copayments you pay every calendar year.

To continue reading, go to left column on next page.
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If you use both Network Benefits and Ndetwork Benefitdwo
separate Owtf-Pocket Maximums apply. Once you reach the Out
of-Pocket Maximum for Network Benefits, Benefits for those
Covered Health Services that apply to theoBGRbcket Maximum

are payable at 100% of Eligible Expenses during the rest of that
calendar year. Once you reach thedd&ocket Maximum for
Non-Network Benefits, Benefits for those Covered Health Services
that apply to the Owdf-Pocket Maximum are payable at 100% of
Eligible Expenses during the rest of that calendar year.

Copaymenttor some Covered Health Services will never apply to
the Outof-Pocket Maximum, as specified in (Section 1: What's
CoveredBenefits) and those Benefits will never be payable at 100%
even when the Owif-Pocket Maximum is reached.

The following costs witlever apply to the Owff-Pocket
Maximum:

)l
)l

Any charges for ne@overed Health Services.

Copayments for Covered Health Services available through any
Prescription Drug Rider.

The amount of any reduced Benefits if you don't notify the
Claims Administrator aescribed in (Section 1: What's
CoveredBenefits) under tHdust You Notify the Claims
Administrat®icolumn.

Charges that exceed Eligible Expenses.

Any Copayments for Covered Health Services in (Section 1:
What's CoveredBenefits) that do not apply teetOutof-
Pocket Maximum.

Even when the Owtf-Pocket Maximum has been reached, you will
still be required to pay:

1 Any charges for neGovered Health Services.
To continue reading, go to right column on this page.

Charges that exceed Eligible Expenses.

The amount of any reduced Benefits if you don't nogify th
Claims Administrator as described in (Section 1. What's
CoveredBenefits) under tHdust You Notify the Claims
Administratoc®lumn.

Copayments for Covered Health Services available through any
Prescription Drug Rider.

Copayments for Covered Healthvigess in (Section 1: What's
CoveredBenefits) that are subject to Copayments that do not
apply to the Oubf-Pocket Maximum.

= =

=

Partial Hospitalization/Day Treatment - a structured ambulatory
program that may be a figtanding or Hospitdlased program and
that provides services for at least 20 hours per week.

Participant- an Eligible Person who is properly enrolled under the
Plan. The Participant is the person (who is not a Dependent) on
whose behalf the Plan is established.

Physician- any Doctor of Medine, "M.D.", or Doctor of
Osteopathy, "D.O.", who is properly licensed and qualified by law.

Please Note: Any podiatrist, dentist, psychologist, chiropractor,
optometrist, or other provider who acts within the scope of his or
her license will be consideoedthe same basis as a Physician. The
fact that we describe a provider as a Physician does not mean that
Benefits for services from that provider are available to you under
the Plan.

Plan- Choice Plus Plan for Mississippi Valley Intergovernmental
Coopertve Health Benefit Plan.

Plan Administrator- is Mississippi Valley Intergovernmental
Cooperative or its designee as that term is defined under ERISA.
To continue reading, go to left column on next page.
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Plan Sponsor Mississippi Valley Intergovernmental Cooperative. Rider- any attached written description of additional Covered

References to "we", "us", and "our'btighout the SPD refer to the Health Services not described in this SPD. Riders are effective only
Plan Sponsor. when signed by us and are subject to all cosdiifitations and
_ . exclusions of the Plan except for those that are specifically amended
Pregnancy- includes all of the following: in the Rider.
1 Prenatal care. Routine Vision Network Provider- the organization, entity or
1 Postnatal care. individual, designated by the Claims Administrator, that provides
o vision services for whi@enefits are available under the Plan.
1 Childbirth. o _
1 Any complications associated with Pregnancy. Semtprivate Room- a room with two or more beds. When an

Residential Treatment Facility- a facility which provides a
program of effectevMental Health Services or Substance Use
Disorder Services treatment and which meets all of the following
requirements:

T

T

Inpatient Stay in a Seprivate Room is a Covered Health Service,
the difference in cost between a Seimate Room and a private
room is a Benefit only wina private room is necessary in terms of
generally accepted medical practice, or when-pri&@mei Room is
not available.

o ) _ ) _ Shared Savings Progranthe Shared Savings Program provides
it is established and operated in accordance with applicable stateaccess to discounts from the provider's charges when services are

law for residential treatment programs; rencered by those neNetwork providers that participate in that

it provides a program of &inent under the active participation program. The Claims Administrator will use the Shared Savings
and direction of a Physician and approved by the Mentall Program to pay claims when doing so will lower Eligible Expenses.
Health/Substance Use Disord&ministrator The Claims Administrator does not credential the Shared Savings

Program providers and the Shared Savings Program providers are
not Network providers. Accordingly, Benefits for Covered Health
Services provided by Shared Savings Program providers will be paid
at the NonNetwork Benefit level (except in situations when

it has or maintains a written, specific and detailed treatment
program requiring fufime residence and ftilihe paticipation
by the patient; and

it prOVideS at least the fOlIOWing basic services +hCﬂJQper Bendits for Covered Health Services provided byN‘mW(jrk

day, structured milieu: providers are payable at Network Benefit levels, as in the case of

1 room and board; Emergency Health Services). When the Claims Administrator uses

1 evaluation and diagnosis; the Shared Savings Program to pay a claim, patient responsibility is
f counseling; and limited to Copayments calculated on the contracted rate paid to the

1 referral and orientation to specialized community resources. Provider, in addition to any required Annual Deductible.

A Residentidlreatment Facility that qualifies as a Hospital is
considered a Hospital.

To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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Sickness physical illness, disease or Pregnancy. The term Sickness
as used in this SPD does not include Mental lliness or sahstan
disorder, regardless of the cause or origin of the Mental lliness or
substance use disorder.

Skilled Nursing Facility - a Hospital or nursing facility that is
licensed and operated as required by law.

Specialist Physiciar a Physician who has a onidy of his or her
practice in areas other than general pediatrics, internal medicine,
obstetrics/gynecology, family practice or general medicine. For
Mental Health Services and Substance Use Disorder Services, any
licensed clinician is considered ors#ime basis as a Specialist.

Spinal Treatment- detection or correction (by manual or
mechanical means) of subluxation(s) in the body to remove nerve
interference or its effects. The interference must be the result of, or
related to, distortion, misalignrnensubluxation of, or in, the
vertebral column.

Substance Use Disorder Services£overed Health Services for

the diagnosis and treatment of alcoholism and substance use
disorders that are listed in the current Diagnostic and Statistical
Manual of the Arican Psychiatric Association, unless those
services are specifically excluded. The fact that a disorder is listed in
the Diagnostic and Statistical Manual of the American Psychiatric
Association does not mean that treatment of the disorder is a
Covered lgalth Service.

Transitional Care- Mental Health Services/Substance Use
Disorder Services that are provided through transitional living
facilities, group homes and supervised apartments that previde 24
hour supervision that are either:

1 sober living arrangeents such as drifigge housing,
alohol/drug halfway houses. These are transitional, supervised

To continue reading, go to right column on this page.

living arrangements that provide stable and safe housing, an
alcohol/drugfree environment and support for recovery. A
sober living arrangement may be utibzeain adjunct to
ambulatory treatment when treatment doesn't offer the intensity
and structure needl¢éo assist the Covered Person with recovery.

supervised living arrangement which are residences such as
transitional living facilities, group homes apdrsised

apartments that provide members with stable and safe housing
and the opportunity to learn how to manage their activities of
daily living. Supervised living arrangements may be utilized as an
adjunct to treatment when treatment doesn't offer tivesity

and structure needed to assist the Covered Person with recovery.
Unproven Services services that are not consistent with

conclusions of prevailing medical research which demonstrate that
the health service has a beneficial effect on health estanchthat

are not based on trials that meet either of the following designs:

1 Wellconducted randomized controlled trials. (Two or more
treatments are compared to each other, and the patient is not
allowed to choose which treatment is received.)

Wellconducted cohort studies. (Patients who receive study
treatment are compared to a group of patients who receive
standard therapy. The comparison group must be nearly identical
to the study treatment group.)

T

Decisions about whether to cover new technologegdures and
treatments will be consistent with conclusions of prevailing medical
research, based on vaglhducted randomized trials or cohort
studies, as described.

If you have a litthreatening Sickness or condition (one that is likely
to cause deathithin one year of the request for treatment) we and
the Claims Administrator may, in our discretion, determine that an
Unproven Service meets the definition of a Covered Health Service

To continue reading, go to left column on next page.
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for that Sickness or condition. For this to take place, we and the
Clams Administrator must determine that the procedure or
treatment is promising, but unproven, and that the service uses a
specific research protocol that meets standards equivalent to those
defined by th&lational Institutes of Health.

Urgent Care Center afacility, other than a Hospital, that provides
Covered Health Services that are required to prevent serious
deterioration of your health, and that are required as a result of an
unforeseen Sickness, Injury, or the onset of acute or severe
symptoms.

To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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Attachments, Summary Plan Description

Attachment |

Attachment Il

The Use and Disclosure of Protected Health
Information and

Security of Electronic Protected Health
Information

To continue reading, go to right column on this page. To continue reading, go to left column on next page.
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Attachment |

Women's Health and Cancer Rights Act
of 1998

As required by the Women's Health and Cancer Rights Act of 1998,
we provide Benefits under the Plan for mastectomy, including

Statement of Rights

and Mot hersodo Heal th

Under Federal law, group health Plans and health insurance issuers
offering group health insurance coverage generally may not restrict
Benefits for any Hospital lehgif stay in connection with

childbirth for the mother or newborn child to less than 48 hours
following a vaginal delivery, or less than 96 hours following a
delivery by cesarean section. However, the Plan or issuer may pay
for a shorter stay if the attémgl provider€.g.your physician, nurse
midwife, or physician assistant), after consultation with the mother,
discharges the mother or newborn earlier.

Also, under Federal law, plans and issuers may not set the level of

reconstruction and surgery to achieve symmetry between the breastBenefits or oubf-pocket costs sihat any later portion of the-48

prostheses, and complications resulting from a mastectomy
(including lymphedema).

If you are receiving Benefits in connection with a mastectomy,
Benefits are also provided for the following Covered Health
Services, as you determine appropriate with yourragtendi
Physician:

1 All stages of reconstruction of the breast on which the
mastectomy was performed,;

Surgery and reconstruction of the other breast to produce a
symmetrical appearance; and

T

1 Prostheses and treatment of physical complications of the

mastectomy, atuding lymphedema.

The amount you must pay for such Covered Health Services

(including Copayments and any Annual Deductible) are the same as

are required for any other Covered Health Service. Limitations on
Benefits are the same as for any other Covesatht$ervice.

To continue reading, go to right column on this page. 10:

hour (or 9éhour) stay is treated in a manner less favorable to the
mother or newborn than any earlier portion of the stay.

In addition, a plan or issuer may not, under Federal law, require that
a physician or other heatilre provider obtain authorization for
prescribing a length of stay of up to 48 hours (or 96 hours).
However, to use certain providers or facilities, or to reduce your out
of-pocket costs, you may be required to obtain precertification. For
information orprecertification, contact your issuer.

To continue reading, go to left column on next page.
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obstetrics or gynecology, contact the Claims Administrator at the

AttaCh m e nt toll-free numler on the back of your ID card.
[l

Patient Protection and Affordable Care
Act (OPPACAOG)

Patient Protection Notices

The Claims Administrator generally allows the designation of a

primary care provider. You have the right to designgpeaayy

care provider who participates in the Claims Administrator’s
network and who is available to accept you or your family members.

For information on how to select a primary care provider, and for a

list of the participating primary care providergact the Claims

Administrator at the teftee number on the back of your ID card.

For children, you may designate a pediatrician as the primary care
provider.

You do not need prior authorization from the Claims Administrator

or from any other person ¢inding a primary care provider) in

order to obtain access to obstetrical or gynecological care from a

heal th care professional in the Claims Administrator’s networK
specializes in obstetrics or gynecology. The health care professional,

however, may lrequired to comply with certain procedures,

including obtaining prior authorization for certain services, following

a preapproved treatment plan, or procedures for making referrals.

For a list of participating health care professionals who specialize in

To continue reading, go to right column on this page. 10: To continue reading, go to left column on next page.
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Granite City Community Unit School Districtat8l

T h e U Se an d UnitedHealthcare may use individually identifiable information

about you to identify for you (and you algmegedures, products

D |SCIOS u re Of P rote Cted or services that you may find valuabtanite City Community Unit
School District #and UnitedHealthcare will use individually
identifiable information about you as permitted or required by law,

H ealth I nfo r m atl O n an d including in our operations and i c@searchGranite City

Community Unit School District #&@ UnitedHealthcare will use

I I deidentified data for commercial purposes including research.
Security of Electronic
Further,Granite City Community Unit School District #9
P rOte CtEd H ealth will take reasonable steps to ensure thatsanyr disclosure is the

. minimum necessary to accomplish the task.
Information

In addition, under the federal security regulations enacted pursuant
to the Health Insurance Portability and Accountability Act of 1996
(HIPAA), your health plans are required to safetheard
confidentiality and ensure the integrity and availability of your
Electronic Protected Health Information. Electronic Protected
Health Information (ePHI) is PHI that is maintained or transmitted
in electronic form. UnitddealtiCareServices, InandGranite

City Community Unit School District #8ll reasonably and
appropriately safeguard ePHI created, received, maintained, or
‘transmitted to or b@ranite City Community Unit School District
#9 on behalf of the Plan.

Under the federal privacy redigns enacted pursuant to the Health
Insurance Portability and Accountability Act of 1996 (HIPAA), your
health plans are required to protect the confidentiality of your
Protected Health Information. Protected Health Information (PHI)

is individually ideiftable health information related to your

condition, services provided to you, or payments made for your care
which is created or received by a health plan, a health care
clearinghouse, or a health care provider that electronically transmits
such informton. UnitedHealtlCareServices, InandGranite City
Community Unit School District #@ill not use or disclose health
information protected by HIPAA, except for treatment, payment,
health plan operations (collectively known as "TPQO"), as permitted
or required by other state and federal law, or to business associates
to help administer the Plan.

The Plan an@ranite City CommuyitUnit School District #9

are separate and independent legal entities, which exchange
information to coordinate your Plan coverage. In order to receive
PHI from the PlanGranite City Community Unit School District
#9 agrees to, and has certified to UrtitedltrCareServices, Inc.
that it will:

To continue reading, go to right column on this page. 10 To continue negdgo to left column on next page.
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Not use or further disclose PHI other than as permitted or
required by the Plan or as required by law;

Ensure that any agents, including subcontractors, to whom it

provides PHI received from Unitel@alttCareSernxes, Inc. 1
agree to the same restrictions and conditions that apply to
Granite City Community Unit School Districtw®h respect to q

such information;

Not use or disclose PHI for employmsziated actions and
decisions;

Not use or disclose PHI in connentwith any other benefit or
employee benefit plan@fanite City Community Unit School 1
District #9;

Notify the Plan of any improper use or disclosure of PHI of
which it becomes aware;

Make PHI available to an individual based on HIPAA's access
requiremets,;

Make PHI available for amendment and incorporate any changes
to PHI based on HIPAA's amendment requirements;

Make available the information required to provide an
accounting of disclosures of PHI;

Make its internal practices, books and recordsgdtatime use
and disclosure of PHI received from Plan available to the

|l

T

destruction is not feasiberanite City Community Unit School
District #9 will limit further uses and disclosures to those
purposes that make the return or destruction infeasible.

In order to receive ePHI from the Pl@manite City
Community Unit Schod@listrict #9 agrees that it will:

Implement administrative, physical, and technical safeguards that
reasonably and appropriately protect the confidentiality,

integrity, and availability of the ePHI Bednite City

Community Unit School District #9eatesreceives, maintains,

or transmits on behalf of the Plan;

Ensure that access to, and use and disclosure of ePHI by the
employees or classes of employees described in this Plan
document is supported by reasonable and appropriate security
measures;

Ensure hat any agent, including a subcontractor, to whom
Granite City Community Unit School Districtgt®vides this
information agrees to implement reasonable and appropriate
security measures to protect the information; and

Report to the Plan any securitydent of whichGranite City
Community Unit School District ##comes aware.

Only the following employees under the contr@rahite City
Community Unit School District #8ay have access to PHI or

Secretary of the U.S. Department of Health and Human Services ePHI: Human Resources Department including Insurance

to determine the Plan's compliance with HIPAA;

Repesentative(s). Such employees may only have access to, and use

as required byIPAA; and

described in this Plan documé@manite City Community Unit

School District #performs for the group health plan.

If feasible, return or destroy all PHI received from Plan that
Granite City Community Unit School Districtstl maintains

in any form and retain no copies of such PHI when no longer
needed for the specified disclosure purpose. If return or

To continue reading, go to right column on this page. 10«

If you kelieve your rights under HIPAA have been violated, you
have the right to file a complaint with the Plan or with the Secretary

To continue negdgo to left column on next page.
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of the U.S. Department of Health and Human Ser@casite City
Community Unit School District #8as provided a mechanism for
resolving issues of noncompliance by employees described above
who have access to PHI or ePHI.

All other terms, provisions and conditions shown in this Summary
Plan Description will continue to apply

To continue reading, go to right column on this page. 10¢ To continue negdgo to left column on next page.
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Mississippi Valley Intergovernmental Cooperative
Pharmagy Benefit Plan for the UnitedHealthcare POS Plan

EFFECTIVE JuLY 1,2011
SUMMARY PLAN DESCRIPTION

For the Following School Districts and Entities:
Alton Community Unit School District #11
Cahokia Community Unit School District #187

Calhoun Community Urschool District #40
Collinsville Community Unit School District #10

Columbia Community Unit School District #4
Edwardsville Community Unit School District #7
Granite City Community Unit School District #9

Madison Community Unit School District #12

Madi®n County Region Il Special Education Cooperative
MissvicAdministrative Offices
Roxana Community Unit School District #1

Venice Community Unit School District #3

To continue reading, go to right colypageon this 10¢ To continue reading, go to left column on next page.
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Introduction

The Prescription Drug Program is an independent program, separate fregultreMedical Plan, administered by the Prescription Drug
Program vendor, Express Scripts. This provision is included for descriptive purposes only. Refer to the Manage®rge stogtiam
vendor for complete details of the Prescription Drugr&m You may visit the website or call the Customer Service Number on your 1.D. card.

Benefits are available through Express Scripts for Outpatient Drug Products on the Prescription Drug Listing at NetiesloRlyarifizaese
products are availabtelze copays described in the Summary Plan Description or at other payments that may vary depending upon the tier th
medication falls under on the Prescription Drug Listing.

Express Scripts may change the Prescription Drug Listing as factors ndeesbitaitges. Changes may occur without prior notice to you.

The change in tier status of a Prescription Drug Product may result in an increase or decrease in the cost ofoyoul presaaiptiisit the
website for the most up to date informationh&nPrescription Drug Listingwatvw.expresscripts.conthrough the Internet, or call the
Customer Service Number on your I.D. card.

Please note: If a clerical error or other mistake occurs, that errat doeata a right to Benefits. These errors include, but are not limited to
providing misinformation on eligibility or Benefit coverages or entitlements. It is your responsibility to confiracyhef atat@ments made
by us or our designees in adaace with the terms of this SPD and other Plan documents.

We reserve the right in our sole discretion and without your approval, to change, interpret, modify, withdraw oraddmenatéthe Plan.
Plan Amendments and Riders are effective atatheve specify and will be in writing. No one has the authority to make any oral modification
to the Benefit plan.
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http://www.express-scripts.com/

Benefit Summary

PROVIDER : EXPRESSSCRIPTS, INC.
ACCOUNT NAME: MISSISSIPPIVALLEY |NTERGOVERNMENTAL COOPERATIVE
DivisioN NUMBER:ZZ8

FORMULARY : NATIONAL PREFERRED FORMULARY

DESCRIPTION OF PRESCRIPTION DRUG PRESCRIPTION DRUG PROGRAM
BENEFITS PAYS

Drugs available only through the Prescription Drug Program

Retail (3Xday supply)

Generic $10.00 Per Bscription Order or Refill

Brand $25.00 Per Prescription Order or Refill

Non-Formulary Brand $40.00 Per Prescription Order or Refill

Fertility Drugs 50% Per Prescription Order or Refill
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Mail Order (90-day supply)

Generic $20.00 Per Prescriptiomd@r or Refill
Brand $50.00 Per Prescription Order or Refill
Non-Formulary Brand $80.00 Per Prescription Order or Refill
Fertility Drugs 50% Per Prescription Order or Refill

You are responsible for paying 100% of the cost (the amount the plchangey you) for any roavered drug product at
contracted rates (Prescription Drug Cost) will not be available to you.

Benefit Summary continued . . .

= =4
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You must be covered under the regular Medical Plan to be covered under the Prescription Drug Plan.

Only prescriptions obtained through Express Scripts network pharmacies or the Home Delivery Program are covered. Prescriptio
obtained through nenetwork pharmacies are not covered.

Supply I imits may be adj ust engsibeasbasdd oo supptyhmets. dr ug manuf act ur e
Oral contraceptives are limited to a-oywe supply.

Mail order prescription supply limits may be adjusted in the same manner.

For a retail prescription, your physician must write a 30 (31) day prescription ordeagewdaynted.

For a mail order prescription, your physician must write a 90 day prescription.

Items covered under your medical plan are not covered under the prescription drug plan, soshliassganges.

When a Generic drug product becomesadaifor a Brand name drug product, the tier placement of the Brand name drug product may
change. As a result, youpay may change. You will pay the applicalplaycfor the tier to which the Prescription Drug Product is
assigned. Changes may oadtinout prior notice to you.
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1 When a Prescription Drug Product requires prior authorization, you may not be able to receive your prescriptioharizsttbe sut
in place. Your physician may call Express Scripts in advance of your filling ifpteoprasarretail pharmacy to eliminate or reduce your
wait.

To Obtain A Prescription

The Prescription Drug card benefit provides up tedagbupply of covered medications when filled at participating Pharmaciespayse co
shown in the Schedule Piffescription Drug Benefits apply to each Prescription Drug or refill. The Prescription-paygl@s not apply to

the medical Plan Deductible or @fHPocket Maximum. At the time of purchase, the drug card should be presented to the pharimacist and t
Co-pay should be paid.

When a prescription is filled on an emergency basis afparticipating Pharmacy, full payment for the drug will be required at the time of
purchase. Thereafter, a claim must be filed with the Prescription Drug Prograrhudmsengient. Reimbursement will be based on the cost of
the drug under the Prescription Drug Program minus the appliephle co

Participating Pharmacy

A participating Pharmacy is a Pharmacy that has entered into an agreement with the PrescRppigramrugarticipating Pharmacies can be
located on the Express Scripts website.

Mail Order Prescription Drug Benefit

All maintenance medications may be received through the mail order Prescription Drug benefit, the Express ScriptsyHerograrelive
Maintenance drugs are those taken regularly over an extended period of time.

The mail order Prescription Drug benefit provides home delivery of maintenance drugs for wayosap@ly. The qmys shown in the
Schedule of Prescription Drug Benedpiply to each Prescription Drug ordered or refilled through the mail order Prescription Drug benefit.
These cgays do not apply to the medical Plan Deductible esfdRdcket Maximum.

You can obtain a Home Delivery form on the website and can ondibite your physician fax it to Express Scripts. You may also call the
number on the back of your card to set up your prescription by phone
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Prescribed medications that are covered by the Prescription Drug card benefit are also covered by tRees@iptotteDrug benefit if they
are normally available at a local Pharmacy. However, certain medications cannot be supplied easily by mail. Viersiyripiibntr g
Program that the medication is available through the mail order benefit.

Coverdal Prescription Drugs

The Prescription Drug Program will provide benefits for the drugs and supplies listed in this section which are préduygieimy There
may be specific limitations and requirements for specific drugs. Please be $yrkttereare any limitations prior to purchase. Examples of
covered drugs include, but are not limited to:

)l
)l

=4 =4 =4 4 -

Medication of which at least one ingredient is a legend drug.

Insulin, insulin needles and syringes, blood glucose test strips, urine glstgse, lascets, swabs, blood monitors and kits (example:
glucose or ketone), blood glucose calibration solutions and lancet devices.

Contraceptives, includes oral and injectable (examplePiDgpca).

Tretinoin agents used in the treatment of acamfde: Retid\) (through age 24).
Impotence nosinjectable (example: Viagra, Levitra) with supply limitations.
Respiratory therapy supplies (example: aerochamber, spacers).

Legend vitamins, oral only.
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Prescription Drugs Not Covered

The Prescription DguProgram will not provide benefits for any of the drugs or supplies listed in this section, regardless of the peescription
Physician. The list includes, but is not limited to the following specifically excluded drugs:

1 Drugs for cosmetic uses, exapstated above.

Photoaged skin products (example: Renova).

Hair growth agents (example: Propecia, Vaniga).

Depigmentation products.

Contraceptive implants (example: Norplant), diaphragms, IUDs, and emergency (example: Plan B, Preven).
Impotence injectdds or Yohimbine

Drugs used for weight loss or appetite suppression.

Serums, toxoids and/or vaccines.

Allergens.

Smoking Cessation products (example: Zyban, Chantix).

Overthecounter (OTC) drugs and drugs with OTC equivalents, except insulin and cavetiecdsdpplies.
Medical Foods.

Durable Medical Equipment, Peak Flow Meters, Ostomy supplies.

Non-FDA approved drugs, dosages or indications/uses.

Experimental/investigational drugs.

Therapeutic devices or appliances, support garments and othedia@substances.

= =42 4 4 -4 A4 -4 -4 -4 -5 -4 -4 -4 -4 A -

Drugs intended for use in a physician's office or another setting other than home use.
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1 Drugs which are prescribed, dispensed or intended for use while you are an inpatient in a Hospital, Skilled NwsiA{jefaatkty,
Facility.

1 Presaption Drug Products, including New Prescription Drug Products or new dosage forms that are determined to not be a Cove
Health Service.

Prescription Drugs Not Covered continued . . .

1 Prescriptions which an eligible person is entitled to receive wlithim# under any worker's compensation law, or any municipal state, or
federal program.

1 Growth hormone for children with familial short stature (short stature based upon heredity and not caused by a diegnosed me
condition).

1 Outpatient Prescription Dg Products obtained from a aogtwork pharmacy.

Since new drugs are continually under research and development it will be necessary to contact the Prescriptioné&yagliigbgoaerage
of these drugs. Certain drugs that may be classifiedt@e l#fed notherapeutic drugs may not be covered by the Plan, but the Prescription
Drug Program vendor will be more explicit regarding the availability and consideration of specific drugs.

Contact the Managed Prescription Drug Program vendor for a congik list of covered and nortovered Prescription Drugs and for
any questions regarding the Prescription Drug card benefits or mail order Prescription Drug benefits.
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Definitions

The following terms define specific wording used in this Plan. Thesierethould not be interpreted to extend coverage unless specifically
provided for under the benefit sections.

Brand Name Drug

A Prescription Drug which is or was at one time under patent protection.

Co-pay(ment)

A dollar amount that must be paid by @overed Person for specific services identified on the Schedules of Benefits as regaying a co
Covered Person

An Employee/Retiree or Dependent who is covered under the regular Medical Plan and under this Plan.
Generic Drug

A prescribed medicine thatchemically equivalent and has the equal standards of safety, efficacy and quality with the FDA as the name &
medications but is not trademarked. Generic Drugs are available for many commonly prescribed medicines.

Pharmacy
A licensed establishmevtiere drugs are dispensed by a pharmacist licensed in that state, including a Hospital Pharmacy.

Preferred Drug

A Prescription Drug that is preferred by the Prescription Drug Program for dispensing to Covered Persons when aperdigtiate. T
Prefered Drugs is subject to the periodic review and modification of the Prescription Drug Program.

Prescription Drug

A medication or drug that can be given to the publ i stratomday wi -
class fy a medication or drug as a “prescription medication” or *“
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Prescription Drug Program
The independent program through which Covered Persons may purchase Prescription Drugs or medicines, either atPhaamagdpaing

through tle mail order service, for a specifiedaypamount.

End of Prescription Drug Benefit Summary Plan Description
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