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SCHEDULE OF MEDICAL BENEFITS — POS 298, CLASS 0001

I n-Networ k

Out-of-
Network

Limitations and Explanations

|

ACSMHP 100116

Co-pay $10 Not applicable
Individual .
: Not licabl $250 _ . . .
Deductible ot applicable The family deductible applies collectively to all
Family _ covered persons in the same family.
Deductible Not applicable $500
Coinsurance is your share of the costs of a covere
Coinsurance 0% 20% service, calculated as a percent ofdlewed
amountfor the service.
Individual
Maximum $5,000 $2,000 | Includes co-pays, deductible and coinsuraideen
Out-Of-Pocket :
acovered person or family reaches the annual
Amount . 0 "
Family maximum, the Plan pays 100% of additional cover
Maxirmunm expenses for the remainder of the calendar year.
Out-Of-Pocket $10,000 $4,000 | Penalties do not apply to the Out-of-Pocket Amoun
Amount

\ A visit co-pay applies to any Physician supervisedtment encounter unless stated otherwise.
\ Co-pay applies per provider, per day unless sttteetwise.

v Maximums are combined for In-Network and Out-of\Metk services.

\ Out-of-Network claims are considered based on ge%$chedule, except where noted otherwise.
\ Out-of-Area Out-of-Network claims are considereddzhon the Host Plan Fee Schedule.

L.




POS Plan

Your Cost for

In-Network
Providers

Your Cost for
Out-of-
Network

Providers

Limitations and Explanations

Accidental Limited to treatment of sound and natuesth
o $10 co-pay No Charge | within 12 months of the injury. Prior authorization
Dental —Facility is required
Accidental
Dental - $10 co-pay 20%*
Physician
Allergy Testing Opx . :
and Injections $10 co-pay 20% The co-pay is waived for the allergy serum.
Ambulance — : N . .
Ground / Air $50 co-pay $50 co-pay | Prior authorization is required for air transport.
T . . 0 |
Anesthesia No charge 20%6* Non part|C|p_at|ng services are paid at 100% when
related services are in-network.
Applied
Behavioral ok . R .
Analysis for $10 co-pay 20% Prior authorization is required.
Autism
Artificial ok
Insemination $10 co-pay 20%
Assistive
Communication ok . e .
Devices (ACD) $10 co-pay 20% Prior authorization is required.
for Autism
Cardiac ok - S :
Rehabilitation $10 co-pay 20% Limited to 24 visits in a 12 week period.
Cast Room No charge No charge
Chemotherapy
Radiation $10 co-pay 20%*
Therapy
Chiropractic ok
Care $10 co-pay 20%
Diabetic Opx
Education No charge 20%
Diabetic
Equipment and $10 (i:t(()a-r?]ayper 20%*
Supplies
Diagnostic PAP No charge 20%6*
Smear
Diagnostic i -
Mammogram $10 co-pay 20%
* Deductible applies.
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Your Cost

1S

=

Your Cost for = for Out-of-
In-Network Network
POS Plan Providers Providers Limitations and Explanations
Diagnostic
;abo_ratory No charge 20%* Routine services are not covered Out-of-Network.
ervices —
Outpatient
- ; Out-of-Network benefits are limited to Out-of-Area
Diagnostic $10 co-pay 20%%* ) ; > a1 ;
MRI/ MRA proylo_lers.. Prior a_uthorlzatlon is required for
participating providers.
2'?3; ostic $10 co-pay 20%*
Dialysis No charge 20%*
Durable
Medical 20% 50%* Prior authorization is required for some equipment
Equipment
Limited to one out-of-network test per calendarrye
EEG $10 co-pay 20%* (reduced by the number of in-network tests). Rautin
benefits are not available out-of-network.
Limited to two out-of-network test per calendarryez
EKG $10 co-pay 20%* (reduced by the number of in-network tests). Rautin
benefits are not available out-of-network.
False Labor No charge No Charge
:i:rrrll?r?ation $10 co-pay 20%*
CH:gnmtgLohllla $10 co-pay 20%*
Out-of-Network services are limited to 365 visits p
Home Health calendar year (reduced by the number of In-Network
Care $10 co-pay 20%* visits). Ea%ly m(aternity dis)(/:harge home care is not
subject to deductibles, co-insurance or co-pay.
Home Care —
Respiratory No charge Not covered
Therapy
Hospice Care No charge 2004 Il;imited to 210 q§ys per calendar year and 5 additio
ereavement visits.
Hospital -
Emergency $50 co-pay $50 co-pay | The co-pay is waived if the patient is admitted.
Room
Hospital -
Inpatient Acute
Physical No charge 20%* Prior Authorization is required.
Rehabilitation
Facility

* Deductible applies.
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Your Cost
Your Cost for | for Out-of-

In-Network Network
POS Plan Providers Providers Limitations and Explanations
Hospital —
Inpatient
Substance No charge 20%* Prior Authorization is required.
Abuse
Detoxification

Hospital —

Inpatient

Substance No charge 20%* Prior Authorization is required.
Abuse
Rehabilitation
Hospital —
Inpatient
Treatment of
Mental/
Nervous
Conditions
Hospital —
Inpatient
Treatment Of No charge 20%* Prior Authorization is required.
Other Covered

Conditions

No charge 20%* Prior Authorization is required.

Hospital -
Outpatient
Ambulatory
Surgery or
Free-Standing
Surgical Facility

Prior Authorization is required for certain

- 0fH*
$10 co-pay 20% procedures.

Hospital —

Urgent Care $10 co-pay 20%*
Facility
Hospital — All
Other
Outpatient
Services
Infusion
Therapy — No charge 20%* Prior authorization is required.
Home

No charge 20%*

Infusion

Therapy — All $10 co-pay 20%*
Other

* Deductible applies.
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Your Cost
Your Cost for = for Out-of-

In-Network Network
POS Plan Providers Providers Limitations and Explanations
Injectable
Medications —
Non-self
Administer

$10 co-pay 20%* The co-pay applies when billed alone.

Observation/

Acuity No charge No charge

Evaluation

Orthotics/

External 20% Not covered | Prior authorization is required.
Prosthetics
Outpatient
Therapy —
Mental/
Nervous

Outpatient

Therapy —

Substance

Abuse/ $10 co-pay 20%* Prior authorization is required.
Substance

Abuse

Codependence

Physician Visit-

Emergency No charge No charge

Room

Physician Visit-

Office / Clinic/ | $10 co-pay 20%* The co-pay is waived for members under age 19.

Home

Physician Visit- Out-of-Network consultations are limited to two

Inpatient visits per hospital stay. Out-of-Network inpatient

No charge 20%* visits are limited to one per day per conditionnNo

participating services are paid at 100% when rdlate
services are in-network.

Prior authorization is required. Applicable to
$10 co-pay 20%* individual therapy sessions and electroshock thyerap
sessions.

Physician Visit

— Skilled $10 co-pay 20%*
Nursing Facility
Physician —
Critical Care
Physician —
Observation No charge No charge
Room

Physician —

Inpatient No charge 20%*
Surgeon

* Deductible applies.

Non participating services are paid at 100% when

0/
No charge 20% related services are in-network.

Non participating services are paid at 100% when
related services are in-network.
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Your Cost for
Your Cost for Out-of-

In-Network Network
POS Plan Providers Providers Limitations and Explanations
Physician —
Hospital or Free-
Standing No charge 20%*
Surgical Center
Surgeon

Services rendered in a participating facility void
reimbursed at the participating provider benefiele
regardless of whether the provider is a particijgati
provider.

Physician —
Office Surgeon
Physician —
Assistant No charge 20%*
Surgeon
Physician —
Electroshock
Podiatry
Services — $10 co-pay 20%* Routine services are not covered.
Office Visit
Podiatry
Services — $10 co-pay 20%* Co-pay applies to office surgery only.
Surgery
Post-
Mastectomy
External
Prosthetic
Post-
Mastectomy 20% 50%* Limited to four per calendar year.
Surgical Bra
Pre-Admission
Testing
Rehabilitative
Therapy -
Physical / $10co-pay 20%* Limited to an aggregate of 20 visits per calendary
Occupational/
Speech

Sleep Studies $10 co-pay 20%*

Skilled Nursing
Facility

T™J $10 co-pay 20%*

$10 co-pay 20%*

Non participating services are paid at 100% when
related services are in-network.

No charge 20%* Includes anesthesiologists and other physicians.

Limited to one per affected breast in any two

No charge 20%*
calendar years.

No charge 20%*

No charge 20%* Prior authorization is required.

Transfusion $10 co-pay 20%*

* Deductible applies.
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Preventive Care

Well Child Visits
and No charge 20%*
Immunizations
Adult Annual

Physical No charge | Not covered
Examinations

Adult
Immunizations

Includes lab work ordered as part of a routine iays
Limited to one examination per year.

Uy

No charge | Not covered

Routine
Gynecological
Services/ Well No charge 20%*
Woman
Examinations

Lab work ordered as part of a routine gynecological
examination is not covered out-of-network.
Examinations are limited to 2 per year. Pap snwar i
limited to 1 per year.

Limited to 1 baseline age 35-39; annual age 40+;
Mammography o additionally: 1 mammogram per year for individual,
Screenings No charge 20%*  any age, having a prior history of breast cancer ts
degree relative with prior history of breast cancer

Sterilization
Procedures for No charge 20%*
Women

Bone Density

0/a%
Testing No charge 20%

Screening For
Prostate Cancer —
Primary Care
Physician

No charge | Not covered

Screening For
Prostate Cancer- No charge | Not covered
Specialist

*Deductible applies
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Preventive Care

All Other
Preventive No charge
Services

20%*

Includes all mandated preventive testing as requi
under the Patient Protection and Affordable Care
(PPACA). The following services are not covered
Out-of-Network: Bacteriuria screening (lab),
chlamydial infection screenir(¢pb), cholesterol
abnormalities screening (lab), Congenital

hypothyroidism screenin@.ab), diabetes screening

(lab), Gonorrhea: screening (Lab), Sickle cell,
screening (Lab), Hepatitis B screening (Lab,) HIV

screening (Lab), Iron deficiency anemia screening

(Lab), PKU screening (Lab), Rh incompatibility
screening (Lab), Vision - Routine Eye Exam (Wel
(Office visit).

e
AcC

)

)

~

*Deductible applies
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SCHEDULE OF MEDICAL BENEFITS, Indemnity 998, Classes 0T01, 0T02 and 0T03

M edical Plan Basic Benefit M ajor M edical L imitati ons and Explanati ons

Individual Lifetime

Maximum Benefit Unlimited
Class 0TO1 -$50
Individual Deductible N/A Class 0TO2 - $100

The family deductible applies
collectively to all covered persons i
the same family.

Class 0TO3 - $250
Class 0TO1 - $100
Family Deductible N/A Class 0T02 - $200
Class 0TO03 - $500

-

Coinsurance is your share of the
costs of a covered service, calculated
as a percent of thedlowed amount
for the service.

Coinsurance 0% 20%

Individual Maximum

Out-Of-Pocket Includes co-pays, deductible and
Amount - $5,000 coinsurance. When a covered person
Participating or family reaches the annual
Providers maximum, the Plan pays 100% of
Family Maximum additional covered expenses for the
Out-Of-Pocket remainder of the calendar year.
Amount - $10,000 Penalties do not apply to the out-of-
Participating pocket amount.
Providers
Individual Maximum Excludes deductible. When a covered
Out-Of-Pocket .

. N/A $400 person or family reaches the annual
Amount — Major . o
Medical maximum, the Plan pays 100% of

additional covered expenses for the
remainder of the calendar year. Co-
N/A N/A pays and penalties do not apply to the
out-of-pocket amount.

Family Maximum
Out-Of-Pocket
Amount- Major
Medical
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Basic Benefit

Your cost
Your cost for Out-of-
Indemnity 998 Your cost for In-Area Area Non- Your cost
Classes 0TO1, for Par ~ Non-Par Par for Major | imitations and Explanations
0T02,0T03 Providers Providers Providers Medical
Allergy Testingand |/ N/A N/A 20%*
Injections
Basic benefit pays a maximum of
Ambulance No charge No charge No chargel  20%* $250. The balance is covered under
Major Medical.
Anesthesia No charge No charge No charge N/A
Applied
Behavioral $10 co-pay ok
Analysis (ABA) N/A N/A 20%
for Autism
Atrtificial
Insemination — No charge No charge  20% N/A
Outpatient Facility
Atrtificial
Insemination — No charge No charge No charge N/A
Physician
Assistive
Communication
Device (ACD) for No charge No charge No charge N/A
Autism
Cardiac Ok
Rehabilitation N/A NIA | NiA 20%
Chemotherapy No charge No charge No charge N/A
Chqupractlc Care | $10 co- N/A N/A 20%*
— Chiropractor pay
Chiropractic Care $10 co- N/A N/A 20%%*
— Physician pay
Diabetic Education N/A N/A N/A 20%*
Diabetic
Equipment & N/A N/A N/A 20%*
Supplies

*Deductible applies.
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Basic Benefit

Your cost Your cost
for In-  for Out-of-
Indemnity 998  Your cost Area  Area Non- Your cost
Classes 0T01, for Par Non-Par Par {e] @\ F1le]
0T02, 0TO3 Providers Providers Providers Medical Limitations and Explanations
Diagnostic
Laboratory No charge No charge No charge N/A
Services
Prior authorization is required.
Diagnostic MRI /
MRA/ PET/CT No charge No charge No charge N/A
Diagnostic X-Ray | No charge No charge No charge N/A
Dialysis - Facility | No charge No charge  20% N/A
Dialysis -Physician | No charge No charge No charge N/A
Durgble Medical N/A N/A N/A 20%6* Prior authprlzatlon is required for
Equipment some equipment.
Hearing L
Examination No charge No charge No charge N/A
Home Health Care | No charge No charge 20% N/A
Hospice Care No charge No charge 20% N/A
Hospital - No charge No charge No charge N/A
Emergency Room 9 9¢ 9
Hospital -
Inpatient Acute Prior authorization is required.
Physical No charge No charge No charge N/A Limited to 45 days per calendar
Rehabilitation year.
Facility
Hospital - Inpatient
Substance Abuse /| No charge No charge No charge N/A Prior authorization is required.
Mental Health
Hospital - Inpatient
Treatment Of 0 : T .
Other Covered No charge No charge  20% N/A Prior authorization is required.
Conditions

*Deductible applies.
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Basic Benefit
Your cost Your cost

for In-  for Out-of-
Indemnity 998  Your cost Area  Area Non- Your cost
Classes 0T01, for Par Non-Par Par for Major
0T02, 0TO3 Providers Providers Providers Medical Limitations and Explanations

Hospital -
Outpatient
Ambulator Prior authorization is required for
Surgery oryFree- No charge No charge  20% N/A certain services. A
Standing Surgical
Facility
'I:gsplta_l - Pre- _ No charge No charge No charge N/A Should be pgrfprmed within 7 days

mission Testing prior to admission.
Hospital - Urgent | $10 co- | $10 co- 20% 20
Care Center pay pay
Hospital — Clinic $10 co- N/A N/A 0%+
Visit pay
Hospital —
Outpatient No charge No charge  20% N/A
Observation Room
Hospital - All
Other Outpatient | No charge No charge No charge N/A
Services
Infusion Therapy - |\ N/A N/A 20%*
Office
E;ﬁgg[ﬂs;g; No charge No charge No charge N/A
Injectable
Medications Non- | No charge  N/A N/A 20%*
Self Administered
Insulin, Glucagon,
& Prescription
Oral Agents for N/A N/A N/A 20%*
Controlling Blood
Sugar
Medical Supplies | No charge No charge No charge N/A
Orthoptic Therapy N/A N/A N/A 20%* |Prior authorization is required.

. Prior authorization is required. Wigs
Orthotlc§ & Externiy N/A N/A N/A 20%* |are limited to a lifetime r(laximum ’
Prosthetics

of $400.
Outpatient Facility No charge No charge No charge N/A  |Prior authorization is required
- Mental Health '
*Deductible applies.
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Basic Benefit

Your cost Your cost
for In-  for Out-of-
Indemnity 998  Your cost Area  Area Non- Your cost
Classes 0TO01, for Par  Non-Par Par for Major
0T02, 0TO3 Providers Providers Providers Medical Limitations and Explanations
Outpatient
Therapy - Mental |$10 co-pay N/A N/A 20%*
Health/ - Physician
. Prior authorization is required.
Outpatient Includes co-dependence and
Facility-Substance | No charge No charge No charge N/A : . . .
Abuse Rehab intensive 0L_Jtpat|ent/ partial
hospitalization.
Outpatient
Therapy -
Substance Abuse/ $10 co-pay N/A N/A 20%*  |Prior authorization is required.
Codependence
Physician
Physician Visit- N/A N/A N/A 20%*
Emergency Room
Physician Visit-
Office / Clinic/ $10 co-pay N/A N/A 20%*
Home
Phys!man Visit- No charge No charge No charge N/A
Inpatient
Physician Visit —
Skilled Nursing No charge  N/A N/A 20%*
Facility
:Dhysician - No charge No charge No charge N/A Prior_author_ization is required for
npatient Surgeon certain services.
Physician -
Hospi'gal or Frge- No charge No charge No charge N/A Prior.author'ization is required for
Standing Surgical certain services.
Center Surgeon
Physician - Office No charge No charge No charge N/A Prior_authotization is required for
Surgeon certain services.
Physician - Assistant No charge No charge No charge N/A
Surgeon
ﬁ(r)os;hMee:isctectomy No charge No charge No charge N/A
gaf;-igﬂaallsécre;tomy No charge No charge No charge N/A
Prescription drug co-pays are
Prescription Drugs N/A N/A N/A 20% reimbursed under the Major Medic

Benefit.

*Deductible applies.
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Indemnity 998
Classes 0TO01,
0T02, 0TO3
Radiation Therapy

Basic Benefit

Your cost
for Par
Providers
No charge

Your cost
for In-
Area
Non-Par
Providers
No charge

Your cost
for Out-of-
INCERI B
Par
Providers
No charge

Your cost
for Major
Medical
N/A

Limitations and Explanations

Rehabilitative

Therapy —Physical / N/A N/A N/A 20%*
Occupational/ Speech
Rehabilitative N/A N/A N/A 2004
Therapy — Pulmonary
Rehabilitative N/A N/A N/A 20%%*
Therapy — Respiratory
Se(_:o_nd Surgical No charge No charge No charge N/A
Opinions
Skilled Nursin Prior authorization is required.
Eacilit 9 No charge No charge No charge N/A Limited to 365 days per
y confinement.
Sleep Studies No charge No charge No charge N/A
Transfusion No charge No charge No charge N/A
Limited to the initial purchase for
Vision — Lenses N/A N/A N/A 20%* lenses purchased after cataract
surgery.
Vision — Medical opk
Eye Exam $10 co-pay N/A N/A 20%
Includes wigs when baldness is a
Wigs No charge No charge No charge N/A result of chemotherapy or radiation

*Deductible applies.

Preventive Care

Well Child Visits and

therapy. Limited to a maximum of
$400.

I o No charge No charge No charge N/A

mmunizations

édult Ann_ual Physical No charge 2096+ 2004 20%* Limited to one examination per
xamination year.

Adult Immunizations | No charge 20%* 20%* 20%*

Routine Gynecological Examinations are limited to 2 pe

Services/ Well WomanNo charge  20%* 20%* 20%* year. Pap smear is limited to 1 p

Examination

*Deductible applies.
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Basic Benefit

Your cost Your cost
for In-  for Out-of-
Indemnity 998  Your cost Area  Area Non- Your cost
Classes 0T01, for Par  Non-Par Par for Major
0T02, 0TO3 Providers Providers Providers Medical Limitations and Explanations
Limited to 1 baseline age 35-39;
annual age 40+; additionally: 1
Mammoaraph mammogram per year for individual,
Screeningg P No charge  20%* 20%* 20%"  any age, having a prior history of
breast cancer or a 1st degree relative
with prior history of breast cancer.

Sterilization Procedur

0f* 0/n* 0/n%
for Women No charge 20% 20% 20%

Bone Density Testing No charge 20%* 20%* 20%*

Screening For Prostate

Cancer — Primary CardNo charge  20%* 20%* 20%*
Physician
Screening For Prostalq, charge  2006¢ | 2006+ 209
Cancer — Specialist
Includes all mandated preventive
All Other Preventive No charge  20%* 2004 20%* testing as required

under the Patient Protection and
Affordable Care Act (PPACA).

Services

*Deductible applies.
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SCHEDULE OF MEDICAL BENEFITS, Indemnity 998, Classes 0T04, 0TO5 and 0T06

Basic
Medical Plan Benefit Major Medical Limitations and Explanations
Individual Lifetime -
Maximum Benefit Unlimited
- Class 0T04 -$50
g‘g&‘ﬂgzs: o $0 Class 0T05 - $100 | | | |
Class 0T06 - $250The family deductible applies collectively
Class 0T04 - $100to all covered persons in the same family.
Family Deductible $0 Class 0TO05 - $200
Class 0TO06 - $500
Coinsurance is your share of the costs of
. a covered service, calculated as a
Coinsurance No charge 20%
percent of thallowed amounfor the
service.
Individual
Maximum
grliltéS;}P?Cket $5,000 Includes co-pays, deductible and
Particinati coinsurance. When a covered person or
pating : [
Providers family reaches the annga}l maximum, the
Plan pays 100% of additional covered
Family Maximum expenses for the remainder of the
Out-Of-Pocket calendar year. Penalties do not apply to
Amount - $10,000 the out-of-pocket amount.
Participating
Providers
Individual
Maximum Excludes deductible. When a covered
Out-Of-Pocket N/A $400 person or family reaches the annual
Amount — Major maximum, the Plan pays 100% of
Medical additional covered expenses for the
Family Maximum remainder of the calendar year. Co-pays
Out-Of-Pocket N/A N/A and penalties do not apply to the out-of-
Amount- Major pocket amount.
Medical

ACSMHP 100116
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Indemnity 998
Classes 0T04,
0TO05, 0T06

Basic Benefit

Your cost
Your cost for Out-of-

Your cost for In-Area Area Non-

for Par
Providers

Non-Par
Providers

Par
Providers

Your cost
for Major
M edical

L imitations and Explanati ons

er

AI_Ierg_y Testing and N/A N/A N/A 20%*
Injections
Basic benefit pays a maximum of
Ambulance No charge No charge No charge| 20%* $250. The balance is covered und
Major Medical.

Anesthesia No charge No charge No charge,  N/A
Applied
Behavioral $10 co- .
Analysis (ABA) pay N/A N/A 20%
for Autism
Artificial
Insemination — No charge No charge No charge N/A
Outpatient Facility
Artificial
Insemination — No charge No charge No charge N/A
Physician
Assistive
Communication
Device (ACD) for No charge No charge No charge N/A
Autism
Cardiac ok
Rehabilitation N/A N/A N/A 20%
Chemotherapy No charge No charge No charge N/A
Chiropractic Care — i ok
Chiropractor $10 co-pay N/A N/A 20%

. . 20%*
Chiropractic Care —
Physician $10 co-pay N/A N/A
Diabetic Education N/A N/A N/A 20%*
Diabetic
Equipment & N/A N/A N/A 20%*
Supplies

*Deductible applies.

ACSMHP 100116

XVii




Basic Benefit

Your cost
Your cost for Out-of-

Indemnity 998 Your cost for In-Area Area Non- Your cost
Classes 0T04, for Par Non-Par Par for Major
0TO05, 0T06 Providers Providers Providers Medical L imitations and Explanati ons
glagnostlc Laboratg No charge No charge No charge N/A
ervices
Diagnostic MRI / : T .
MRA / PET / CT No charge No charge No charge N/A Prior authorization is required.
Diagnostic X-Ray | No charge No charge No charge N/A
Dialysis - Facility No charge No charge  20% N/A
Dialysis -
Physician No charge No charge No charge N/A
Durgble Medical N/A N/A N/A 20%* Prior authprlzatlon is required for
Equipment some equipment.
Hearing
Examination No charge No charge No charge N/A
Home Health Care | No charge No charge  20% N/A ;gg'rted to 365 visits per calendar
Hospice Care No charge No charge  20% N/A
Hospital - No charge No charge No charge N/A
Emergency Room 9 9 9
Hospital -
Inpatient Acute Prior authorization is required.
Physical No charge No charge  20% N/A Limited to 45 days per calendar
Rehabilitation year.
Facility
Hospital - Inpatient
Substance Abuse/ | No charge No charge No charge N/A Prior authorization is required.
Mental Health
Hospital - Inpatient
Treatment Of 0 . . .
Other Covered No charge No charge  20% N/A Prior authorization is required.
Conditions
Hospital -
Outpatient
Ambulatory No charge No charge  20% N/A Pr|or.author'|zat|on is required for
Surgery or Free- certain services.
Standing Surgical
Facility

*Deductible applies.
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Indemnity 998
Classes 0T04,
0TO05, 0TO6
Hospital - Pre-
Admission Testing

Basic Benefit

Your cost
for Par
Providers

No charge

Your cost
for In-
Area

Non-Par

Providers

No charge

Your cost
for Out-of-
INCERI B
Par
Providers

No charge

Your cost
for Major
Medical

N/A

Limitations and Explanations
Should be performed within 7 days
prior to admission.

Hospital - Urgent
Care Center
Hospital — Clinic
Visit

$10 co-pay

$10 co-pay

$10 co-pay

N/A

20%

N/A

80%*

20%*

Hospital - All
Other Outpatient
Services

Infusion Therapy -
Office

No charge

N/A

No charge

N/A

No charge

N/A

N/A

20%*

Infusion Therapy —
Home/ Outpatient

No charge

No charge

No charge

N/A

Injectable
Medications Non-
Self Administered

No charge

N/A

N/A

20%*

Insulin, Glucagon,
& Prescription Oral
Agents for
Controlling Blood
Sugar

N/A

N/A

N/A

20%*

Medical Supplies
Orthoptic Therapy

No charge
N/A

No charge
N/A

No charge
N/A

N/A
20%*

Prior authorization is required.

Orthotics & External
Prosthetics

Outpatient Facility
— Mental Health
Outpatient
Therapy — Mental
Health/ - Physician

N/A

No charge

N/A

No charg

$10 co-payN/A

N/A

No charge

N/A

20%*

N/A

20%*

Prior authorization is required.

Prior authorization is required.

Outpatient Facility-
Substance
Abuse Rehab

No charge No charge No charge

N/A

Prior authorization is required.
Includes co-dependence and
intensive outpatient/ partial
hospitalization.

Outpatient Therapy -
Substance Abuse/
Codependence
Physician

*Deductible applies

$10 co-pay

N/A

N/A

20%*

Prior authorization is required.
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Basic Benefit

Your cost Your cost

for In-  for Out-of-
Indemnity 998  Your cost Area  Area Non- Your cost
Classes 0T04, for Par  Non-Par Par for Major
0TO05, 0TO6 Providers Providers Providers Medical Limitations and Explanations
Physician Visit- N/A N/A N/A 20%*
Emergency Room
Physician Visit-
Office / Clinic/ $10 co-pay N/A N/A 20%*
Home
Phys!uan Visit No charge No charge No charge N/A
Inpatient
Physician Visit —
Skilled Nursing No charge N/A N/A 20%*
Facility
Phys!man - No charge No charge No charge N/A Prlor_author_lzatlon is required for
Inpatient Surgeon certain services.
Physician —
Hospl'gal or Frge- No charge No charge No charge N/A Pr|or.author'|zat|on is required for
Standing Surgical certain services.
Center Surgeon
Physician — Office No charge No charge No charge N/A Prlor_author_lzatlon is required for
Surgeon certain services.
Physician —
Assistant Surgeon No charge No charge No charge N/A
Post-Mastectomy
Prosthetic No charge No charge No charge N/A
Post-Mastectomy
Surgical Bra No charge No charge No charge N/A
Certain medications considered
o preventive care under tidfordable
Prescription Drugs N/A N/A N/A 20%*

Care Act (ACA) are payable at $0
co-pay to the member.

*Deductible applies.
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Indemnity 998
Classes 0T04,
0TO05, 0TO6
Radiation Therapy

Basic Benefit

Your cost
for Par
Providers
No charge

Your cost
for In-
Area
Non-Par
Providers
No charge

Your cost
for Out-of-
INCERI B
Par
Providers
No charge

Your cost
for Major
Medical

Limitations and Explanations

Rehabilitative

Therapy —Physical / N/A N/A N/A 20%*
Occupational/ Speech
Rehabilitative
Therapy — N/A N/A N/A 20%*
Pulmonary
Rehabilitative
Therapy — N/A N/A N/A 20%*
Respiratory
Se(_:o_nd Surgical No charge No charge No charge N/A
Opinions
Skilled Nursing 0 Prior authorization is required. Limit
Facility No charge No charge  20% N/A to 365 days per confinement.
Sleep Studies No charge No charge No charge N/A
Transfusion No charge No charge No charge N/A
Limited to the initial purchase for
Vision — Lenses N/A N/A N/A 20%* lenses purchased after cataract
surgery.
Vision — Medical opk
Eye Exam $10 co-pay N/A N/A 20%
Includes wigs when baldness is a
Wigs No charge No charge No charge N/A result of chemotherapy or radiation

therapy. Limited to a maximum of
$400.

*Deductible applie:

Preventive Care

Well Child Visits and

I L No charge No charge No charge N/A

mmunizations

Adult Annual Physical No charge  20%* 2096* 20%%* Limited to one examination per
Examination year.

Adult Immunizations | No charge 20%* 20%* 20%*

Routine Gynecological Examinations are limited to 2 pe
Services/ Well WomanNo charge  20%* 20%* 20%* year. Pap smear is limited to 1 p

Examination
*Deductible applie:

year.

ed

=
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Basic Benefit

Your cost Your cost
for In-  for Out-of-
Indemnity 998  Your cost Area  Area Non- Your cost
Classes 0T04, for Par  Non-Par Par for Major
0TO05, 0TO6 Providers Providers Providers Medical Limitations and Explanations
Limited to 1 baseline age 35-39;
annual age 40+; additionally: 1
Mammoaraph mammogram per year for individual,
Screeningg P No charge  20%* 20%* 20%"  any age, having a prior history of
breast cancer or a 1st degree relative
with prior history of breast cancer.

Sterilization Procedur

0f* 0/n* 0/n%
for Women No charge 20% 20% 20%

Bone Density Testing No charge 20%* 20%* 20%*

Screening For Prostate

Cancer — Primary CardNo charge  20%* 20%* 20%*
Physician
Screening For Prostalq, charge  2006¢ | 2006+ 209
Cancer — Specialist
Includes all mandated preventive
All Other Preventive No charge  20%* 20%%* 20%* testing as required under the Patient

Protection and Affordable Care Act
(PPACA).

Services

*Deductible applies
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SCHEDULE OF MEDICAL BENEFITS, Indemnity 998, Classes 0T07, 0T08 and 0T09

Basic

Medical Plan

Individual Lifetime
Maximum Benefit

Benefit

Major Medical

Unlimited

Class 0TO7 -$50

Amount- Major
Medical

ACSMHP 100116

g‘ggﬂgg&'e $0 Class 0T08 - $100
Class 0T09 - $250
Class 0T07 - $100

Family Deductible $0 Class 0T08 - $200
Class 0T09 - $500

Coinsurance No charge 20%

Individual

Maximum

Out-Of-Pocket N/A $400

Amount — Major

Medical

Family Maximum

Out-Of-Pocket N/A N/A

xXiii

Limitations and Explanations

The family deductible applies collectively
to all covered persons in the same family.

Coinsurance is your share of the costs of
a covered service, calculated as a percent
of theallowed amounfor the service.

Excludes deductible. When a covered
person or family reaches the annual
maximum, the Plan pays 100% of
additional covered expenses for the
remainder of the calendar year. Co-pays
and penalties do not apply to the out-of-
pocket amount.




Basic Benefit

Your cost
Your cost for Out-of-

Indemnity 998 Your cost for In-Area Area Non- Your cost

Classes 0T07,
0T08,0T09

for Par
Providers

Non-Par
Providers

Par
Providers

for Major
M edical

L imitations and Explanati ons

AI_Ierg_y Testing and N/A N/A N/A 20%*

Injections

Ambulance Basic benefit pays a maximum of
No charge No charge No charge| 20%* $250. The balance is covered unde

Major Medical.

Anesthesia No charge No charge No charge,  N/A

Applied

Behavioral opx

Analysis (ABA) N/A N/A N/A 20%

for Autism

Artificial

Insemination — No charge No charge  20% N/A

Outpatient Facility

Artificial

Insemination — No charge No charge No charge N/A

Physician

Assistive

Communication

Device (ACD) for No charge No charge No charge N/A

Autism

Cardiac ok

Rehabilitation NIA NIA NIA 20%

Chemotherapy No charge No charge No charge N/A

Ch!ropractlc Care — N/A N/A N/A 20%*

Chiropractor

Chlro_p_ractlc Care — N/A N/A N/A 20%*

Physician

Diabetic Education N/A N/A N/A 20%*

Dlabep|c Equipment N/A N/A N/A 20%*

Supplies

Diagnostic

Laboratory No charge No charge No charge N/A

Services

*Deductible applies.
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Indemnity 998
Classes 0T07,
0TO08, 0T09

Diagnostic MRI /

Basic Benefit

Your cost
for In-
Area

Non-Par

Providers

Your cost
for Par
Providers

Your cost

for Out-of-

INGERN 1B
Par
Providers

Your cost
for Major
Medical

Limitations and Explanations

MRA / PET / CT No charge No charge No charge N/A Prior authorization is required.

Diagnostic X-Ray | No charge No charge No charge N/A

Dialysis - Facility No charge No charge  20% N/A

Dialysis -Physician | No charge No charge No charge N/A

Durgble Medical N/A N/A N/A 20%* Prior authprlzatlon is required for

Equipment some equipment.

Hearing

Examination No charge No charge No charge N/A

Home Health Care | No charge No charge  20% N/A

Hospice Care No charge No charge  20% N/A

Hospital - No charge No charge No charge N/A

Emergency Room

Hospital -

Inpatient Acute Prior authorization is required.

Physical No charge No charge  20% N/A Limited to 45 days per calendar

Rehabilitation year.

Facility

Hospital - Inpatient

Substance Abuse / | No charge No charge No charge N/A Prior authorization is required.

Mental Health

Hospital - Inpatient

Treatment Of 0 : T .

Other Covered No charge No charge  20% N/A Prior authorization is required.

Conditions

Hospital -

Outpatient

émbulatory No charge No charge  20% N/A Prlor_author_lzatlon is required for
urgery or Free- certain services.

Standing Surgical

Facility

Hosplta_l - Pre- _ No charge No charge No charge N/A Should be pgrfprmed within 7 days

Admission Testing prior to admission.

Hospital - Urgent N/A N/A N/A 2096+

Care Center
*Deductible applies.
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Basic Benefit
Your cost Your cost

forIn- ¢or out-of-

Indemnity 998 Yourcost A"®@  Area Non- Your cost

Classes 0T07, for par |~ Non-Par - pg; for Major
0T08, 0T09 Providers PTOVIder providers  Medical Limitati ons and Explanations
Hospital — Clinic

- N/A N/A N/A 20%*
Visit
Hospital - All
Other Outpatient No charge No charge No charge N/A
Services
Infusion Therapy - N/A N/A N/A 2096+
Office
:L];L:ﬁg;no-ms;zg; No charge No charge No charge N/A
Injectable
Medications Non- N/A N/A N/A 20%*

Self Administered
Insulin, Glucagon,
& Prescription Oral

Agents for N/A N/A N/A 20%*

Controlling Blood

Sugar

Medical Supplies No charge No charge No charge N/A

Orthoptic Therapy N/A N/A N/A 20%* |Prior authorization is required.
Orthotics &

External N/A N/A N/A 20%* |Prior authorization is required.
Prosthetics

Outpatient Facility
— Mental Health
Outpatient
Therapy — Mental N/A N/A N/A 20%*
Health/ - Physician

No charge|No charge No charge N/A Prior authorization is required.

Prior authorization is required.
Includes co-dependence and
intensive outpatient/ partial
hospitalization.

Outpatient
Facility-Substance | No charge/No charge No charge N/A
Abuse Rehab

Outpatient
Therapy —
Substance Abuse/ N/A N/A N/A 20%*  |Prior authorization is required.
Codependence
Physician
Physician Visit-
Emergency Room
*Deductible applies.

N/A N/A N/A 20%*
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Basic Benefi

t

Or

Your cost vour cost
forin-— for Out-of-

Indemnity 998 Your cost "3 Area Non- Your cost
Classes 0T07, for par |~ Non-Par - pgy for Major
0T08, 0T09 Providers PTOVIder providers  Medical Limitati ons and Explanations
Physician Visit-
Office / Clinic/ N/A N/A N/A 20%*
Home
Phys!uan Visit No charge No charge No charge N/A
Inpatient
Physician Visit —
Skilled Nursing No charge No charge No charge N/A
Facility
Phys!man - No charge No charge No charge N/A Prlor.author'lzatlon is required for
Inpatient Surgeon certain services.
Physician — Prior authorization is required for
Hospital or Free- L certain services.
Standing Surgical No charge No charge No charge N/A
Center Surgeon
Physician — Office No charge No charge No charge N/A Prlor_ autho_rlzatlon is required f
Surgeon certain services.
Physician — L
Assistant Surgeon No charge No charge No charge N/A
Post-Mastectomy L
Prosthetic No charge No charge No charge N/A
Post-Mastectomy L
Surgical Bra No charge No charge No charge N/A
Prescription Drugs N/A N/A N/A 20%*
Radiation Therapy | No charge /No charge No charge N/A
Rehabilitative
Therapy —Physical / N/A N/A N/A 20%*
Occupational/ Speech
Rehabilitative
Therapy — N/A N/A N/A 20%*
Pulmonary
Rehabilitative
Therapy — N/A N/A N/A 20%*
Respiratory
Segqnd Surgical No charge|No charge No charge N/A
Opinions
Radiation Therapy | No charge No charge No charge N/A

*Deductible applies.
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Basic Benefit
Your cost Your cost

forIn- ¢or out-of-

Indemnity 998 Yourcost A"®@  Area Non- Your cost

Classes 0T07, for par |~ Non-Par - pg; for Major
0T08, 0T09 Providers PTOVIder providers  Medical Limitati ons and Explanations

Rehabilitative
Therapy —Physical / N/A N/A N/A 20%*
Occupational/ Speec

=y

Rehabilitative

Therapy — N/A N/A N/A 20%*
Pulmonary

Rehabilitative

Therapy — N/A N/A N/A 20%*

Respiratory

Second Surgical No charge No charge No charge N/A

Opinions

Skilled Nursing L 0 Prior authorization is required. Limited

Facility No charge No charge  20% N/A to 365 days per confinement.

Sleep Studies No charge|No charge No charge N/A

Transfusion No charge No chargdo charge N/A

Vision — Lenses N/A N/A N/A 0%+ Limited to the initial purchase for
lenses purchased after catal

Vision — Medical Ok

Eye Exam N/A N/A N/A 20%

Wigs No charge No chargé&o charge N/A Includes wigs when baldness is a

result of chemotherapy or radiat

*Deductible applies

Preventive Care

YVeII Ch"d .V|5|ts and No charge No charge No charge N/A

mmunizations

Adult Annual Physica No charge  0%* 0%* 0%* Limited to one examination per
Examination year.

Adult Immunizations | No charge 0%* 0%* 0%*

Routine Gynecological Examinations are limited to 2 per
Services/ Well WomarNo charge ~ 0%* 0%* 0%* |year. Pap smear is limited to 1 per
Examination year.

*Deductible applies
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Basic Benefit
Your cost Your cost

for Out-of-

for In-

Area  area Non-
Non-Par Par

Provider prqyiders

Your cost
for Major
M edical

Indemnity 998
Classes 0T07,
0T08, 0T09

Your cost
for Par
Providers

L imitations and Explanati ons

—

Limited to 1 baseline age 35-39;
annual age 40+; additionally: 1

Mammography mammogram per year for individual,

Screening No chargg  0%* 0%* 0% any age, having a prior history of
breast cancer or a 1st degree relative
with prior history of breast cancer.

Sterilization Procedur No charge 0%+ 0%* 0%+

for Women

Bone Density Testing No charge 0%* 0%* 0%*

Screening For Prostate

Cancer — Primary CardNo charge  0%* 0%* 0%*

Physician

Screening For Prostatq\lo charge  0%* 0%+ 0%+

Cancer — Specialist
Includes all mandated preventive

All Other Preventive 0fk Ofk o«  testing as required under the Patien

Services No charge 0% 0% 0% Protection and Affordable Care Act
(PPACA).

*Deductible applies
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SCHEDULE OF MEDICAL BENEFITS, Indemnity 998, Classes 0T10, 0T11 and 0T12

Basic

M edical Plan

Individual Lifetime
Maximum Benefit

Benefit

Maior M edical

Unlimited

Class 0T10 -$50

Amount- Major
Medical

ACSMHP 100116

g‘g&‘ﬂgzs: o $0 Class 0T11 - $100
Class 0T12 - $250
Class 0T10 - $100

Family Deductible $0 Class 0T11 - $200
Class 0T12 - $500

Coinsurance No charge 20%

Individual

Maximum

Out-Of-Pocket N/A $400

Amount — Major

Medical

Family Maximum

Out-Of-Pocket N/A N/A

XXX

Limitations and Explanations

The family deductible applies collectively
to all covered persons in the same family.

Coinsurance is your share of the costs of
a covered service, calculated as a percent
of theallowed amounfor the service.

Excludes deductible. When a covered
person or family reaches the annual
maximum, the Plan pays 100% of
additional covered expenses for the
remainder of the calendar year. Co-pays
and penalties do not apply to the out-of-
pocket amount.




Indemnity 998
Classes 0T10,
0T11,0T12
Allergy Testing and

Basic Benefi
Your cost
for In-

Area
Non-Par
Provider

Your cost
for Par
Providers

t

Your cost
for Out-of-
Area Non-
Par
Providers

Your cost
for Major
M edical

L imitations and Explanati ons

er

2 N/A N/A N/A 20%*

Injections
Basic benefit pays a maximum of
Ambulance No charge No charge No charge,  20%* $250. The balance is covered und
Major Medical.

Anesthesia No charge No charge No charge N/A
Applied Behavioral
Analysis (ABA) for N/A N/A N/A 20%*
Autism
Artificial
Insemination — No charge No charge No charge N/A
Outpatient Facility
Artificial
Insemination — No charge|No charge No charge N/A
Physician
Assistive
Communication
Device (ACD) for No charge No charge No charge N/A
Autism
Cardiac opx
Rehabilitation N/A N/A N/A 20%
Chemotherapy No charge No charge No charge N/A
Chlrc_)practlc Care N/A N/A N/A 20%*
— Chiropractor
Chiropractic Care N/A N/A N/A 20%*
— Physician
Diabetic Education N/A N/A N/A 20%*
Diabetic
Equipment & N/A N/A N/A 20%*
Supplies
Diagnostic
Laboratory No charge|No charge No charge N/A
Services

*Deductible applies.
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Basic Benefit
Your cost Your cost

forIn- ¢or out-of-

Area  area Non-
Non-Par Par

Provider prqyiders

Indemnity 998
Classes 0T10,
0T11,0T12

Your cost
for Par
Providers

Diagnostic MRI /
MRA/PET/CT
Diagnostic X-Ray
Dialysis - Facility

No charge|No charge No charge

No charge|No charge No charge
No charge/No charge  20%

Your cost
for Major
M edical

N/A

N/A
N/A

L imitations and Explanati ons

Prior authorization is required.

Dialysis -

Physician No charge No charge No charge

N/A

Durable Medical

Equipment N/A

N/A N/A

20%*

Prior authorization is required for
some equipment.

Hearing
Examination
Home Health Care

No charge|No charge No charge
100% 100% 20%

N/A
N/A

100% 100% 20%
100% 100% 100%

Hospice Care
Hospital -
Emergency Room
Hospital -
Inpatient Acute
Physical
Rehabilitation
Facility

No charge|No charge  20%

N/A
N/A

N/A

Prior authorization is required.
Limited to 45 days per calendar
year.

Hospital - Inpatient
Substance Abuse /
Mental Health
Hospital - Inpatient
Treatment Of
Other Covered
Conditions
Hospital -
Outpatient
Ambulatory
Surgery or Free-
Standing Surgical
Facility
Hospital - Pre-
Admission Testing
Hospital - Urgent
Care Center
*Deductible applies.

No charge|No charge No charge

No charge/No charge  20%

No charge/No charge  20%

No charge|No charge No charge

N/A N/A N/A

N/A

N/A

N/A

N/A

20%*

Prior authorization is required.

Prior authorization is required.

Prior authorization is required for
certain services.

Should be performed within 7 days
prior to admission.
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Indemnity 998
Classes 0T10,
0T11,0T12
Hospital — Clinic
Visit

Hospital - All
Other Outpatient
Services

Basic Benefit

Your cost

Your cost for In-Area
for Par Non-Par
Providers Providers

N/A N/A

No charge| No charge

Your cost

for Out-of-
Area Non- v r cost

Par
Provider

N/A

No charge

for Major
M edical

20%*

N/A

L imitations and Explanati ons

Infusion Therapy -
Office

N/A N/A

N/A

20%*

Infusion Therapy —
Home/ Outpatient
Injectable
Medications Non-
Self Administered

No charge| No charge

N/A N/A

No charge

N/A

N/A

20%*

Insulin, Glucagon,
& Prescription Oral
Agents for
Controlling Blood
Sugar

Medical Supplies

N/A N/A

No charge| No charge

N/A

No charge

20%*

N/A

Orthoptic Therapy
Orthotics &
External
Prosthetics

N/A N/A

N/A N/A

N/A

N/A

20%*

20%*

Prior authorization is required.

Prior authorization is required.

Outpatient Facility
— Mental Health

No charge| No charge

No charge

N/A

Prior authorization is required.

Outpatient
Therapy — Mental
Health/ - Physician

Outpatient
Facility-Substance
Abuse Rehab

Outpatient
Therapy —
Substance Abuse/
Codependence
Physician

N/A N/A

No charge| No charge

N/A N/A

N/A

No charge

N/A

20%*

N/A

20%*

Prior authorization is required.
Includes co-dependence and
intensive outpatient/ partial
hospitalization.

Prior authorization is required.

*Deductible applies.
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Basic Benefit

Your cost

Your cost for Out-of-
Indemnity 998 Your cost for In-Area Ar€a NON- v, cost
Classes 0T10, for Par = Non-Par _ Par  for Major
0T11,0T12 Providers = Providers PTOVIder \jegical Limitations and Explanati ons
Physician Visit- N/A N/A N/A 20%*
Emergency Room
Physician Visit-
Office / Clinic/ N/A N/A N/A 20%*
Home
:Dhys!uan Visit No charge| No charge No charge  N/A
npatient
Physician Visit —
Skilled Nursing No charge| No charge No charge N/A
Facility
Phys!man - No charge No charge No charge N/A Pnor_author_lzatlon is required for
Inpatient Surgeon certain services.
Physician —
Hospl'FaI or Frge- No charge No charge No charge N/A Pr|or.author'|zat|on is required for
Standing Surgical certain services.
Center Surgeon
Physician — Office No charge No charge No charge N/A Prlor_ autho_rlzanon is required for
Surgeon certain services.
Physician —
Assistant Surgeon No charge| No charge No charge N/A
Post-Mastectomy
Prosthetic No charge| No charge No charge N/A
Post-Mastectomy
Surgical Bra No charge| No charge No charge  N/A
Prescription Drugs N/A N/A N/A 20%*
Radiation Therapy | No charge No charge No charge  N/A
Rehabilitative
Therapy —Physical / N/A N/A N/A 20%*
Occupational/ Speech
Rehabilitative
Therapy — No charge| No charge No charge No charge
Pulmonary
Rehabilitative
Therapy — N/A N/A N/A 20%*
Respiratory
Segqnd Surgical No charge| No charge No charge N/A
Opinions
Skilled Nursing o Prior authorization is required. Limited
Facility No charge No charge  20% N/A to 365 days per confinement.

*Deductible applies.
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Basic Benefit

Your cost
Your cost for Out-of-
Indemnity 998 Your cost for In-Area Ar€a NON- v, cost
Classes 0T10, for Par = Non-Par _ Par  for Major
0T11,0T12 Providers = Providers PTOVIder \jegical Limitations and Explanati ons
Sleep Studies No charge| No charge No charge N/A
Transfusion No charge| No charge No charge N/A
Limited to the initial purchase for
Vision — Lenses N/A N/A N/A 20%* lenses purchased after cataract
surgery.
Vision — Medical N/A N/A N/A 20%*
Eye Exam
Includes wigs when baldness is a
Wigs No charge No charge No charge N/A result of chemotherapy or radiation

therapy. Limited to a maximum of
$400.

*Deductible applies

Preventive Care

Yr\:]?ﬂlﬁ?zllgti\é:]s:s and No charge No charge No charge N/A
édult Annual Physical No charge  0%* 0%* 0%* Limited to one examination per
Xamination year.
Adult Immunizations | No charge 0%* 0%* 0%*
Routine Gynecological Examinations are limited to 2 per
Services/ Well WomarnNo charge  0%* 0%* 0%* |year. Pap smear is limited to 1 per
Examination year.
Limited to 1 baseline age 35-39;
annual age 40+; additionally: 1
Mammography mammogram per year for individual,
Screening Nocharge 0% 0%* 0% any age, having a prior history of
breast cancer or a 1st degree relative
with prior history of breast cancer.
%fwéﬁfg Procedur \; charge 0%+ 0%* 0%*
Bone Density Testing No charge 0%* 0%* 0%*

*Deductible applies
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Basic Benefit

Your cost

Your cost for Out-of-
Indemnity 998 Your cost for In-Area Ar€a NON- v, cost
Classes 0T10, for Par Non-Par _ Par for Major
0T11,0T12 Providers = Providers PTOVIder \jegical Limitations and Explanati ons
Screening For Prostate
Cancer — Primary CaréNo charge  0%* 0%* 0%*
Physician
Screening For Prostatc-i\\IO charge  0%* 0%+ 0%+

Cancer — Specialist

Includes all mandated preventive

testing as required under the Patien
Of* 0/n* 0/a%*

No charge 0% 0% 0% Protection and Affordable Care Act

(PPACA).

—

All Other Preventive
Services

*Deductible applies
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INTRODUCTION

Allegany — Cattaraugus Schools has prepared tlusrdent to help you understand your benefits.
PLEASE READ IT CAREFULLY AS YOUR BENEFITS ARE AFFEC TED BY CERTAIN
LIMITATIONS AND CONDITIONS. Also, benefits are not provided for certain kinds o
treatments or services, even if your health caogiger recommends them.

This Plan provides benefits only for covered expsnpayment is based on the lesser of actual
charges or the applicaldiee scheduleHowever, any amounts you are obligated to paxoess of
the amount listed in odee scheduler in excess of any dollar limitation on benefitdl wot be
counted in determining when you, or a member of family, have reached the maximum payments
in a calendar year. In addition, you will remaispensible for all charges in excess of the amount
listed in the applicableee scheduleven after the thresholds are met.

This document is written in simple, easy-to-undardtlanguage. Technical terms are printed in
italics and defined in the Definitions section. The heaslimghe Plan are inserted for convenience
of reference only and are not to be construed ed ts interpret any of the provisions of the Plan.

As used in this document, the warelarrefers to thealendar yeawhich is the twelve (12) month
period beginning January 1 and ending DecembekiBannual benefit maximums and deductibles
accumulate during thmalendar yearThe wordifetimeas used in this document refers to the period
of time a covered person is a participant in themRBponsored by Allegany — Cattaraugus Schools.

Benefits described in this document are effectiaoBer 1, 2016. The terms and conditions of
the Allegany — Cattaraugus Schools Health Plargaverned by the provisions in this document.
Any and all other written communication regardihg tPlan or the benefits provided under the
Plan are superseded and are of no force or effect.

This Plan is in compliance with all applicable fesldaws. In the event of a change in federal law,
the Plan will be deemed to be in compliance andimidtered accordingly.
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ARTICLE | - ELIGIBILITY AND PARTICIPATION

A. Who Is Eligible

You are eligible to participate in this Plan if yate:

1. aregularly scheduled employee of a particigegimployer, as determined by the individual
school, or

2. aretiree.

Your eligible dependents may also participate.iBlegdependents include:

1. Alegal spouse. In the event of legal separation may but are not required to cover your
spouse. However, coverage for your spouse will itgate at the time of divorce.

2. Achild from birth to age twenty-six (26).

The term child includes:

a.
b.

C.

a natural child;
a step-child by legal marriage;

a child who is adopted or has been placed waithfgr adoption by a court of competent
jurisdiction;

a proposed adopted child is eligible for coverag the same basis as a natural child
during any waiting period prior to the finalizatiohthe child’s adoption.

a child for whom legal guardianship has beenrded

a child who is the subject ofQualified Medical Child Support OrdéQQMCSO) dated
on or after August 10, 1993. To be "qualified, tate court medical child support order
must specify: the name and last known mailing esldaé the Plan participant and each
alternate recipient covered by the order, a redsderescription of the type of coverage
or benefit to be provided to the alternate recipigre period to which the medical child
support order applies, and each plan to which tHerapplies; and

Your unmarried child who is older than the ageahdent coverage would otherwise
terminate and who is incapable of self-sustainmg@leyment because of mental iliness,
developmental disability or mental retardationd@Bned in the New York State Mental
Hygiene Law, or because of physical handicap. Tmelition must have occurred before
the child reached the age at which dependent cgeevauld otherwise have terminated.
The child’s disability must be certified by a phogran. In addition to this certification we
have the right to check whether a child is and icoes to qualify as an incapacitated
child.
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In order to continue coverage, you must furnishttemi proof of the disability within
thirty-one (31) days of the child's twenty-sixtt6(®) birthday. Thd’lan Administrator
may require you to furnish periodic proof of théds continued disability but not more
often than annually after the child's twenty-six@6th) birthday. If such proof is not
satisfactory to th@lan Administratoy coverage for the child will end immediately.

Under New York Law, coverage for unmarried childresiding, living, or working in
New York State or the service area for the Plavaslable through age twenty-nine (29)
regardless of the child’s financial dependencelosg as they are not insured by or
eligible for coverage under any employee healthefieplan as an employee or plan
participant. Contact your individual school distrio obtain this coverage, which is
provided under a single contract. The covered idd&f is responsible for 100% of the
premium under the single contract and after exiayie benefits (reaching age twenty-
nine), is not eligible for COBRA or New York Statentinuation coverage.

No one who is on active duty with the armed fonwdkbe eligible for coverage under
this Plan.

B. Who Pays For Your Benefits

Allegany — Cattaraugus Schools shares the costr@figing benefits for you and your
dependents.

C. Enrollment Requirements
If you want Plan benefits, you must enroll in tHarPby properly completing and returning an
enrollment form to youemployemvithin thirty-one (31) days of your eligibility datIf you also
desire dependent coverage, you must enroll yogibéi dependents by this deadline.
If you do not have any eligible dependents at ittne ©f initial enrollment but acquire eligible
dependents at a later date, you must enroll depesdacluding newborns, by properly
completing and returning an enroliment form to yewnnployemithin thirty-one (31) days of the
date they become your dependent(s).

Failure to enroll by the deadline noted above silbject you and your dependents to the Late
Enroliment, or Special Enrollment Period provisidetow.

D. When Coverage Begins
Your coverage begins according to each schoolsiregents.

Coverage for your eligible dependents begins ttee tf when your coverage begins or the first
day a dependent becomes your dependent.
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A young adult may also enroll during the annuaityh(30) day open enrollment period.
Coverage is effective within thirty (30) days oétPRlan’s receipt of notice of the election to
enroll and payment of first premium.

If you have a newborn or adopted newborn child ymat employer receives notice of such
birth within 31 days thereafter, coverage for tfewhorn starts at the moment of birth;
otherwise, coverage begins on the date on whichPihe receives notice. The adopted
newborn child will be covered from the moment atiif you take physical custody of the
infant as soon as the infant is released from tepital after birth and you file a petition
pursuant to Section 115-c of the New York DomeR@&ations Law within 31 days of the
infant’s birth; and provided further that no notkrevocation to the adoption has been filed
pursuant to Section 115-b of the New York Dome&alations Law, and consent to the
adoption has not been revoked. However, the pidmuat provide hospital benefits for the
adopted newborn’s initial hospital stay if one loé infant’s natural parents has coverage for
the newborn’s initial hospital stay. If you havelividual or family coverage, you must also
notify your employer of your desire to add the dfdhildren to your family coverage and pay
any additional premium.

When coverage begins for a Late Enrollee or a $pétirollee is described in the following
sections.

Any time you or your eligible dependents have aaglated toward the satisfaction ohaiting
periodunder theemployer'sprevious Employee Plan will be counted toward titesgaction of
thewaiting periodof this Plan.

E. Late Enrollment

If you declined coverage or did not enroll yoursatid your eligible dependents at the time
initially eligible, coverage cannot become effeetuntil the next annualpen enrollment period
unless application for coverage is due to a Spéamabliment as defined under the Special
Enroliment Period provision below. The employedependent must request enroliment in this
Plan within theopen enroliment periodlhis provision does not apply to a dependent who
becomes eligible for coverage as the result@tialified Medical Child Support Ordegor who

is adopted or is placed with you for adoption lzpart of competent jurisdiction, as long as he is
enrolled within thirty-one (31) days of his elidiby date.

Theenroliment datdor alate enrollees the first day of coverage. Thus, the time betwibe
date alate enrolleefirst becomes eligible for enrollment under thenP#nd the first day of
coverage is not treated asvaiting period aglefined in Article XV.

F.  Special Enrollment Periods

Theenrolliment datéor anyone who enrolls under a Special Enrolimenmidd is the first date of

coverage. Thus, the time between the dafeeaial enrolledirst becomes eligible for enrollment
under the Plan and the first day of coverage isreated as waiting period Special Enroliment

Periods apply to the following:
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1. Individuals losing other coverage. An employeedependent who is eligible, but not
enrolled in this Plan, may enroll if each of thédwing conditions is met:

a. The employee or dependent was covered undeua bealth plan, Medicaid including
coverage under state funded Children’s Health brseer Plan (CHIP), or had health
insurance coverage at the time coverage undePthis was previously offered to the
individual.

b. If required by thé’lan Administratoy the employee stated in writing at the time that
coverage was offered that the other health covevea®e the reason for declining
enrollment.

c. The coverage of the employee or dependent wisoldsd the coverage was under
COBRA and the COBRA coverage was exhausted, onoataisnder COBRA and either
the coverage was terminated as a result of loslkgifbility for the coverage (including as
a result of legal separation, divorce, death, teation of employment, or reduction in
the number of hours of employment) or employerountions toward the coverage were
terminated.

d. The employee requests enroliment in this Pldarnater than:

i.  thirty (30) days following the termination ofwerage or employer contributions, as
described above;

ii. thirty (30) days following the date COBRA coage was exhausted,;

iii. sixty (60) days following the termination of édiicaid or CHIP.

Coverage will begin on the day following the lo$soverage.

If the employee or dependent lost the other coweaa result of the individual’s failure to
pay premiums or for cause (such as making a framtlglaim), that individual does not have
a special enrollment right.

2. Dependent beneficiaries. If:

a. The employee is a participant under this Plahds met thevaiting periodapplicable to
becoming a participant under this Plan and is laigio be enrolled under this Plan but
for a failure to enroll during a previous enrolimgeriod), and

b. A person becomes a dependent of the employeaghrmarriage, birth, adoption or
placement for adoption then the dependent (anatibtherwise enrolled, the employee)
may be enrolled under this Plan as a covered deped the employee. In the case of
the birth or adoption of a child, the spouse of émployee may be enrolled as a
dependent of the employee if the spouse is othereligible for coverage.
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3. Transitional rule dependent beneficiaries aiggl@é to enroll in the Plan if either of the
following conditions is met:

a. The dependent beneficiary was previously erdoliehe Plan and their eligibility was

terminated due to age: or

The dependent beneficiary was previously ngildk under the Plan when the
employee first became eligible as their age attthreg exceeded the Plan limitation.
Other changes in circumstances, for example, agyadnlt moving back to New York
State after living outside of the state or losieglth insurance sponsored by an
employer.

The special enrollment period is a periodtlofty (30) days that begins on the
date of notification regarding the transitionderuCoverage begins on the date the plan
adopts the transitional rule provision.

G. When Coverage Ends

Coverage under this plan will automatically be teated on the first of the following to
apply:

1.

2.

The date as defined by the individual school.

The date on which the employee ceases to meetigjigliy requirements as defined
by the plan.

Upon the employee’s death, coverage will termingiess the employee has coverage
for dependents.

The date you fail to make the required contribugiorhis will account for the thirty
(30) day grace period for the payment of premiums.

For spouses in cases of divorce, the date of theah.
For children, until the day in which the child tark6 years of age.
For all other dependents, the day in which the deeet ceases to be eligible

If the employee or the employee’s dependent hdsmpeed an act that constitutes fraud
or the employee has made an intentional misreprats@m of material fact in writing on
his or her enrollment application, or in order bdaon coverage for a service, coverage
will terminate immediately upon written notice efinination delivered by the plan to
the employee and/or the employee’s dependent,@dsalple. If termination is a result
of the employee’s action, coverage will terminatethe employee and any dependents.
If termination is a result of the dependent’s atticoverage will terminate for the
dependent.
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9. The date the plan is terminated. The plan will tewinety (90) days prior written
notice before terminating.

10.The plan has performed an act or practice thattitotes fraud or made an intentional
misrepresentation of material fact under the tesfithe coverage.

No termination shall prejudice the right to a cldon benefits which arose prior to such
termination.

See the COBRA Continuation of Benefits sectionhas tocument for rights to
continuation of this coverage.

H. Extension Of Coverage
If you cease to be eligible for coverage due tagproved leave of absence dotal disability,
you and your eligible dependents may continue tadeered under the Plan. The benefit
termination date will be treated the same as anl@ment termination date with respect to
COBRA Continuation of Benefits.

1 Leave of Absence

If you qualify for an approved family or medicabiee of absence (as defined in the Family
and Medical Leave Act of 1993 (FMLA) and as amendsdthe National Defense
Authorization Act of 2008), eligibility may contieuor the duration of the leave. Failure to
make payment within thirty (30) days of the dueedastablished by yowemployerwill
result in the termination of coverage. If you failreturn to work after the leave of absence,
your employerhas the right to recover from you any contributitimst were made on your
behalf toward the cost of coverage during the leave

If you are on any other approved leave of abseslggbility may continue as defined by
the individual school following the date that tleave of absence began provided you make
any required contribution to the Plan.

2. Total Disability

If you are covered under the Plan and your aceveice terminates due total disability,
you may continue to be covered under the Plan foeréod as defined by the individual
school or until the disability ends, whichever asclirst. Continuation under this section of
the Plan may be combined with that period of tireeetmined to be allowable under the
Family and Medical Leave Act of 1993.

You may not be engaged in any other occupatiorcdonpensation, profit or gain while
totally disabled.In addition, if you fail to make the required cobhtition, when due,
coverage will terminate at the end of the periodvidniich you made the last required
contribution.
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I.  The Uniformed Services Employment And Re-employment Rights Act (USERRA)

This Plan will comply with the requirement of alet terms of The Uniformed Services
Employment And Re-employment Rights Act of 1994 HRIRA) including § 4305 (g) and (h)
and Circular Letter No. 7 (2003). This is a feddeal which gives members and former

members of the U.S. armed forces (active and resgtiae right to return to their civilian job
they held before military service.
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ARTICLE Il -- MEDICAL MANAGEMENT PROGRAM

Allegany-Cattaraugus Schools desires to provideayalyour family with a health care benefit plan
that helps protect you from significant health caxpenses and helps to provide you with quality
care. While part of increasing health care cosslte from new technology and important medical
advances, another significant cause is the wayheate services are used.

THE PROGRAM IS NOT INTENDED TO DIAGNOSE OR TREAT MHCAL CONDITIONS,
GUARANTEE BENEFITS, OR VALIDATE ELIGIBILITY. The mdical professionals who conduct
the program focus their review on the approprisgera@ treatment. Any questions pertaining to
eligibility, Plan limitations orfee scheduleshould be directed to the eligibility and icla
department.

Your participatingphysicianor provider is required to call to obtain certification priay the
following services:

« Any inpatient hospitakdmission, including admission to the hospitaldwihg a visit to
the emergency room. Certification is not requiredemergency services that do not result
in aninpatientadmission.

« Home Health Aide

+  MRI/MRA/PET/Nuclear Radiology, for local participag providers only

« Any Skilled Nursing Facilityadmission

« Somedurable medical equipment

+ Orthotics

« External Prosthetics

« Non-emergency Air Ambulance transport

+ Injectable medications, non-self administered]doal participating providers only

« Outpatient alcohol and substance abuse rehalmlitati

« Outpatient mental health/ electroshock

« Applied behavioral analysis for autism

« Assistive Communication Devices (ACD) for Autism

When the required review procedures outlined aloed¢ollowed, your benefits will be unaffected.
However, failure to comply with this provision megsult in a penalty being applied to eligible
expenses related to the treatment:

+ When services are received from a participatingipges, precertification will be obtained by
thehealth care providerlf certification is not received, the benefitgp&o the provider may
be reduced. You cannot be billed for the amounhefbenefit reduction.

« If services are not provided by a participatingvider, no benefit will be paid toward
treatment that is determined not torbedically necessary
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ARTICLE Il = NETWORK PROVISIONS
Applicable to those enrolled in the POS Plan

In the POS Plan, you may see dmalth care providem or out of the network for covered
health care services whenever you like. Howeveenwjou see health care providewho is

not a participating provider, you may receive adédenefit as outlined on the Schedule of
Medical Benefits, and your out-of-pocket expensgisbe greater.

A surprise bill is a bill you receive for Coveredr8ices in the following circumstances:

» For services performed by a non-participating Rtigeiat a participating Hospital or
Ambulatory Surgical Center, when:

0 A participating Physician is unavailable at thedithe health care services are
performed,;

0 A non-participating Physician performs serviceshaiit your knowledge; or

o0 Unforeseen medical issues or services arise dintieethe health care services are
performed.

A surprise bill does not include a bill for heatthre services when a participating
Physician is available and you elected to recedreises from a non-participating
Physician.

* You were referred by a participating Physician toa-participating Provider without Your
explicit written consent acknowledging that theeredl is to a Non-Participating Provider
and it may result in costs not covered by us. @&suarprise bill, a referral to a Non-
Participating Provider means:

o Covered Services are performed by a non-particigd&rovider in the participating
Physician’s office or practice during the sametyisi

0 The participating Physician sends a specimen takem you in the participating
Physician’s office to a non-participating laborgtor pathologist; or

o For any other covered services performed by a rastiepating Provider at the
participating Physician’s request, when Referradsraquired under your plan.

You will be held harmless for any non-participatiigovider charges for the surprise bill that
exceed your In-Network Copayment, Deductible omSuorance if you assign benefits to the
non-participating Provider in writing. In such easthe non-participating Provider may only
bill you for your In-Network Copayment, Deductilile Coinsurance.

The assignment of benefits form for surprise hdlavailable atvww.dfs.ny.govor you can
visit the website for the claims processor for pycof the form. You need to mail a copy of
the assignment of benefits form to the claim preoesat the address on your ID card and to
your Provider.
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Exceptions:

If you receive emergency room treatment at an imoik facility, any services rendered by
a physician during the emergency room encountelr lveil reimbursed at the in-network
benefit level, regardless of whether the providerparticipating with the contracted
network.

Professional Componentharges rendered in an in-network facility regassllef whether
the provider is participating with the network wile reimbursed at the in-network benefit
level when:

* A participating provider is unavailable at the tirttee health care services are
performed,;

* A non-participating provider performs services withyour knowledge; or

* Unforeseen medical issues or services arise dirtteethe health care services are
performed.

If specialist services cannot be obtained throughe@vork provider within the network
service area, benefits for treatment rendered pplss received from an out-of-network
specialty provider will be reimbursed at the invmatk benefit level.

When laboratory services are performed within theeBross Blue Shield Of Western
New York operating area or the Blue Shield Of Neds$tern New York operating area,
services must be provided by the designated latayrat

Operating Area Designated Laboratory

BlueCross Blue Shield Of Western New YorkAllegany;,
Cattaraugus, Chautauqua, Erie, Genesee, NiagdesnSr Quest Diagnostic Laboratory
and Wyoming Counties

Exceptions:

Laboratory services by a non-designated laboraayider will be reimbursed at the in-
network benefit whenever:

1. Services cannot be performed by the designateatatory listed above and prior
approval was obtained,

2. Specific laboratory test is approved to be penéd in the treatin@hysician’soffice, or

3. Services are performed in conjunction with treait in a free-standing surgical facility or
hospital
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ARTICLE IV -- MEDICAL BENEFITS
A. About Your Medical Benefits
All medical benefits provided under this Plan naagtsfy some basic terms. The following terms
which apply to your Plan's benefits are commongjuded in medical benefit plans but often

overlooked or misunderstood.

1. Medical Necessity

Medically necessary care is care which accordingiteria, is:

- consistent with the symptoms or diagnosis andrreat of your condition, disease,
ailment or injury,

* in accordance with standards of good medical practi
* not for your convenience or that of your physiciarother provider,

- the most appropriate supply, level of care, oriserwhich can be safely provided to
you.

ThePlan Administratomay consult théledical Directorof theClaims Processan order
to determine the medical necessity of treatmentdibé treatments which are not proven,
effective and appropriate are not covered by thas Bnless specifically mentioned.

2. Health Care Providers

The Plan provides benefits only for covered ses/aed supplies rendered bplaysician
practitioner, nurse, hospitagr specialized treatment faciligs those terms are specifically
defined in the Definitions section.

3. Custodial Care

The Plan does not provide benefits for servicessaipglies furnished primarily to assist an
individual in the activities of daily living, unlesmedically necessary. Activities of daily
living include such things as help in transferriegting, dressing, bathing, toileting, and
other such related activities.

4. Calendar Year
The wordyear,as used in this document, refers to¢akendar yeakvhich is the twelve (12)

month period beginning January 1 and ending DeceBthe\ll annual benefit maximums
and deductibles accumulate during tiadendar year.
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5. Alternate Benefit Provision

The Plan Administratormay elect to provide alternative benefits which ao¢ listed as
covered services in this contract. The alternatoreered benefits should be determined on a
case by case basis by tRan Administratorfor services which th&lan Administrator
deems aramedically necessarycost effective and agreeable to the covered peasal
participating provider. ThEelan Administratoshall not be committed to provide these same,
or similar alternative benefits for another covepedson nor shall thelan Administrator
lose the right to strictly apply the express primns of this contract in the future.

B. Deductibles

A deductible is the amount of covered expenseswast pay during eaatalendar yeabefore
the Plan will consider expenses for reimbursenidmg.individual deductible applies separately
to each covered person. The family deductible applollectively to all covered persons in the
same family. When the family deductible is satdfieo further deductible will be applied for
any covered family member during the remainderhat talendar year Co-payments and
penalties do not apply to the deductible.

Any covered expenses that you or your dependentsradated toward the deductible under the
Allegany — Cattaraugus Schools plan prior to thetatement date, October 1, 2016, will be
counted toward the satisfaction of the deductiloléen this Plan.

C. Deductible Carry-Over

When covered expenses incurred in the last threen@ths of theyear are applied to the
deductible, that amount will also be used to satis¢ deductible for the followingear.

D. Member Coinsurance

Member coinsurance percentages represent the mpooficcovered expenses paid by the
member after satisfaction of any applicable detietiThese percentages apply only to
covered expenses which do not exceed the applitedlechedule.

The member coinsurance percentages are shown ofdhedule of Medical
Benefits.

E. Maximum Out-Of-Pocket Amount

A maximum out-of-pocket amount is the maximum antairtovered expenses you must pay
during acalendar yearbefore the payment percentage of the Plan incred$esindividual
maximum out-of-pocket amount applies separatelgach covered person. When a covered
person reaches their annual maximum out-of-pockeiuat, the Plan will pay one hundred
percent (100%) of additional covered expensesgstib) any applicable co-payments, for that
individual during the remainder of thealendar year.
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The family maximum out-of-pocket amount appliesexively to all covered persons in the
same family. When the family reaches their annuaximum out-of-pocket amount, the Plan
will pay one hundred percent (100%) of additioralered expenses, subject to any applicable
co-payments, for that family during the remaindehatcalendar yearExpenses excluded from
the maximum out-of-pocket amount are shown in thbe8ule of Medical Benefits. The
maximum out-of-pocket amount also excludes chargegcess of théee schedule.

Any covered expenses that you or your dependepotgsradated toward the maximum out-of-
pocket amount under the Allegany — Cattaraugus @shaan prior to the restatement date,
October 1, 2016, will be counted toward the sattsda of the maximum out-of-pocket

amount under this Plan.

If applicable, the annual individual and family nmaxm out-of-pocket amounts are shown on
the Schedule of Medical Benefits.

F. Benefit Maximums

Total Plan payments for each covered person artetinto certain maximum benefit amounts. A
benefit maximum can apply to specific benefit categs or to all benefits. A benefit maximum
amount also applies to a specific time period, saglannual olifetime. Whenever the word
lifetimeappears in this Plan in reference to benefit marigiut refers to the time you or your
dependents are covered by this Plan.

The benefit maximums applicable to this Plan amshin the Schedule of Medical Benefits.
Any benefit amounts that you or your dependentsractated toward the benefit maximums and
lifetime benefit maximums under the Allegany — CattaraugokoS8Is plan prior to the
restatement date, October 1, 2016, will be coutdgedrd the benefit maximums atfeétime
benefit maximums under this Plan.

G. Covered Medical Expenses

When all of the requirements of this Plan are 8atisthe Plan will provide benefits as outlined
on the Schedule of Medical Benefits but only far flervices and supplies listed in this section.

Hospital Services

Please refer to the Schedule of Benefits sectidhisfplans cost-sharing requirements, day or
visit limits, and any Preauthorization or refemadjuirements that apply to these benefits.

A. Inpatient Hospital Services.
The plan covers inpatient hospital services fotecare or treatment given or ordered by

a health care professional for an illness, injurdisease of a severity that must be treated
on an inpatient basis including:
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* Semiprivate room and board;

e General, special and critical nursing care;

* Meals and special diets;

e The use of operating, recovery and cystoscommand equipment;

» The use of intensive care, special care or carchae units and equipment;

» Diagnostic and therapeutic items, such as drags@edications, sera, biologicals and
vaccines, intravenous preparations and visualidyegs and administration, but not
including those which are not commercially avaiatdr purchase and readily
obtainable by the hospital;

» Dressings and plaster casts;

» Supplies and the use of equipment in connectiitim @xygen, anesthesia,
physiotherapy, chemotherapy, electrocardiograghstreencephalographs, x-ray
examinations and radiation therapy, laboratory@attiological examinations;

« Blood and blood products except when participairoa volunteer blood replacement
program is available to you;

* Radiation therapy, inhalation therapy, chemotbgraulmonary rehabilitation,
infusion therapy and cardiac rehabilitation;

e Short-term physical, speech and occupationabthgrand

* Any additional medical services and supplies Wtace provided while you are a
registered bed patient and which are billed byhibepital.

The plan does not cover personal comfort or sentéres while confined in a hospital
including, but not limited to, radio, televisioe)éphone, and guest meals.

The cost-sharing requirements in the Schedule aéfis section of this plan apply to a
continuous hospital confinement, which is conseeutiays of in-hospital service
received as an inpatient.

B. Observation Services.

The plan covers observation services in a hospifdiservation services are hospital
outpatient services provided to help a physiciaziddewhether to admit or discharge you.
These services include use of a bed and periodiataring by nursing or other licensed
staff.

C. Inpatient Medical Services.

The plan covers medical visits by a health carégssional on any day of inpatient care
covered under this plan.

D. Inpatient Stay for Maternity Care.

The plan covers inpatient maternity care in a haspor the mother, and inpatient
newborn care in a hospital for the infant, forestdt 48 hours following a normal delivery
and at least 96 hours following a caesarean sedgbwery, regardless of whether such
care is medically necessary. The care providell isichude parent education, assistance,
and training in breast or bottle-feeding, and teggrmance of any necessary maternal
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and newborn clinical assessments. The plan vetl abver any additional days of such
care that it determines are medically necessaryhd event the mother elects to leave the
hospital and requests a home care visit beforenieof the 48-hour or 96-hour minimum
coverage period, the plan will cover a home casé.viThe home care visit will be
provided within 24 hours after the mother's disgkaor at the time of the mother's
request, whichever is later. The plans coveraghisthome care visit shall be in addition
to home health care visits under this plan and sledlbe subject to any cost-sharing
amounts in the Schedule of Benefits section ofilas that apply to home care benefits.

E. Inpatient Stay for Mastectomy Care.

The plan covers inpatient services for members nguileg a lymph node dissection,
lumpectomy, mastectomy or partial mastectomy fertteatment of breast cancer and
any physical complications arising from the mastest, including lymphedema, for a
period of time determined to be medically apprderiay you and your attending
physician.

F. Autologous Blood Banking Services.

The plan covers autologous blood banking serviogswhen they are being provided in
connection with a scheduled, covered inpatientgutace for the treatment of a disease or
injury. In such instances, the plan covers stofage for a reasonable storage period that
is appropriate for having the blood available wites needed. The plan does not cover
blood and storage of self-donated blood.

G. Rehabilitation Services.

The plan covers inpatient rehabilitation servicesststing of physical therapy, speech
therapy and occupational therapy. Please refégret&chedule of Benefits for any plan
limitations.

H. Skilled Nursing Facility.

The plan covers services provided in a Skilled Mgr$-acility, including care and
treatment in a semi-private room, as describedHiospital Services” above. Custodial,
convalescent or domiciliary care is not coveree (be Exclusions and Limitations
section of this plan). Please refer to the SchedBenefits for any plan limitations.

. End of Life Care.

If you are diagnosed with advanced cancer and goe Fewer than 60 days to live, the
plan will cover acute care provided in a licensatiche 28 facility or acute care facility
that specializes in the care of terminally ill patis. Your attending physician and the
facility’'s medical director must agree that yourecwill be appropriately provided at the
facility. If the plan disagrees with your admissio the facility, it has the right to initiate
an expedited external appeal to an external agggadt. The plan will cover and
reimburse the facility for your care, subject ty applicable limitations in this plan until
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the external appeal agent renders a decision ipl#mes favor.
The plan will reimburse Non-Participating Providésthis end of life care as follows:

1. We will reimburse a rate that has been negatib&tween the plan and the provider.
2. If there is no negotiated rate, the plan wilhmgurse acute care at the facility’s current
Medicare acute care rate.

J. Limitations/Terms of Coverage.

1. When you are receiving inpatient care in a iigcithe plan will not cover additional
charges for special duty nurses, charges for @ik@ms (unless a private room is
medically necessary), or medications and suppbestgke home from the facility. If
you occupy a private room, and the private roomoismedically necessary, the
plan’s coverage will be based on the facility’s maxm semi-private room charge.
You will have to pay the difference between thairge and the private room charge.

2. The plan does not cover radio, telephone ovitgtmn expenses, or beauty or barber
services.

Outpatient Hospital Services.

The plan covers hospital services and supplieessritbed in the Inpatient Hospital Services
section of this plan that can be provided to youlevbeing treated in an outpatient facility.
For example, covered services include but areimateld to inhalation therapy, pulmonary
rehabilitation, infusion therapy and cardiac rehdtion.

The plan covers infusion therapy which is the adstviation of drugs using specialized
delivery systems which otherwise would have reguyeu to be hospitalized. Drugs or
nutrients administered directly into the veins @vasidered infusion therapy. Drugs taken by
mouth or self-injected are not considered infugfm@rapy. The services must be ordered by a
physician or other authorized health care profesdiand provided in an office or by an
agency licensed or certified to provide infusioartpy.

Please refer to the Schedule of Benefits sectidhisfplan for cost-sharing requirements, day
or visit limits, and any Preauthorization requirensethat apply to these benefits.

Emergency Services.

The plan covers Emergency Services for the tredtnoénan Emergency Condition in
hospital.

The plan defines afEmergency Condition” to mean: A medical or behavioral condition
that manifests itself by acute symptoms of suffitigeverity, including severe pain, such that
a prudent layperson, possessing an average knosvlefignedicine and health, could

reasonably expect the absence of immediate meatiesition to result in:

* Placing the health of the person afflicted withtswondition or, with respect to a
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pregnant woman, the health of the woman or her kmbloild in serious jeopardy, or
in the case of a behavioral condition, placing liealth of such person or others in
serious jeopardy;

» Serious impairment to such person’s bodily function

» Serious dysfunction of any bodily organ or parso€h person; or

» Serious disfigurement of such person.

For example, an Emergency Condition may include, ibunot limited to, the following
conditions:

* Severe chest pain

» Severe or multiple injuries

» Severe shortness of breath

* Sudden change in mental status (e.g., disorienfatio

* Severe bleeding

e Acute pain or conditions requiring immediate ati@misuch as suspected heart attack

or appendicitis
* Poisonings
» Convulsions

Coverage of Emergency Services for treatment ofr y@mergency Condition will be
provided regardless of whether the provider is dig@pating provider. The plan will also
cover Emergency Services to treat your Emergenaydifion worldwide. However, the plan
will cover only those Emergency Services and seagpilhat are medically necessary and are
performed to treat or stabilize your Emergency Giordin a hospital.

Please follow the instructions listed below regesdlof whether or not you are in the plan’s
service area at the time your Emergency Condittaurs:

1. Hospital Emergency Department Visits. In the event that you require treatment for an
Emergency Condition, seek immediate care at theesehospital emergency department
or call 911. Emergency Department Care does mptine preauthorization. However,
only Emergency Services for the treatment of an fgemecy Condition are covered in an
emergency department.

The plan does not cover follow-up care or routineegprovided in a hospital emergency
department.

2. Emergency Hospital Admissions.In the event that you are admitted to the hospytal,
or someone on your behalf must notification to ¢keems processor at the number on
your ID card within 48 hours of your admissionasrsoon as is reasonably possible.

3. Payments Relating to Emergency Services Renderedrhe amount the plan pays a
Non-Participating Provider for Emergency Servicedl e the amount the plan has
negotiated with the Non-Participating Provider tbe Emergency Service or the Non-
Participating Provider's charge. However, the tieged amount will not exceed the
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Non-Participating Provider’s charge and will bdestst the greater of: 1) the amount the
plan has negotiated with participating providenstfe Emergency Service (and if more
than one amount is negotiated, the median of theuats); 2) 100% of the allowed

amount for services provided by a Non-Participattigvider (i.e., the amount the plan
would pay in the absence of any cost-sharing thatldvotherwise apply for services of
Non-Participating Providers); or 3) the amount tatild be paid under Medicare.

You are responsible for any in-network copaymegatjuttible or coinsurance. You will
be held harmless for any Non-Participating Proviadrarges that exceed Your
Copayment, Deductible or Coinsurance.

4. Emergency Ambulance Transportation.

The plan covers Pre-Hospital Emergency Medical iSesvfor the treatment of an
Emergency Condition when such services are provigeah ambulance service.

“Pre-Hospital Emergency Medical Services” meansgrempt evaluation and treatment

of an Emergency Condition and/or non-airborne fpartstion to a hospital. The plan

will, however, only cover transportation to a haapprovided by such an ambulance
service when a prudent layperson, possessing amage/&knowledge of medicine and
health, could reasonably expect the absence oftsaichportation to result in:

* Placing the health of the person afflicted witkcls condition or, with respect to a
pregnant woman, the health of the woman or her tmbloild in serious jeopardy, or
in the case of a behavioral condition, placing liealth of such person or others in
serious jeopardy;

* Serious impairment to such person’s bodily fuprcs:

» Serious dysfunction of any bodily organ or pdrsach person; or

» Serious disfigurement of such person.

An ambulance service may not charge or seek reiseiment from you for Pre-Hospital
Emergency Medical Services except for the collectad any applicable copayment,
deductible or coinsurance.

The plan also covers emergency ambulance trangportdy a licensed ambulance
service (either ground, water or air ambulancehtnearest hospital where Emergency
Services can be performed.

The plan covers Pre-Hospital Emergency Medical iSesvand emergency ambulance
transportation worldwide.

The plan does not cover non-emergency ambulancspoatation.
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Urgent Care.

Urgent Care is medical care for an illness, injuny condition serious enough that a
reasonable person would seek care right away, busm severe as to require Emergency
Department Care. Urgent Care is typically avadadfter normal business hours, including
evenings and weekends. Urgent Care is coveredontmf the plan’s service area

1. In-Network. We Cover Urgent Care from a participating Physiamira participating
Urgent Care Center. You do not need to contactcthiens processor prior to or after
your Visit.

2. Out-of-Network. The plan covers Urgent Care from a non-particigatiirgent Care
Center or Physician outside the plan’s service.area

If Urgent Care results in an emergency admission, please follow the instruction®r
emergency Hospital admissions described above.

Surgical Services

The plan covers physicians' services for surgicat@dures, including operating and cutting
procedures for the treatment of a sickness orynpmd closed reduction of fractures and
dislocations of bones, endoscopies, incisionspacfures of the skin on an inpatient and
outpatient basis, including the services of thgean or specialist, assistant (including a
physician’s assistant or a nurse practitioner), @mesthetist, anesthesiologist or certified
registered nurse anesthetist, together with prediperand post-operative care. Benefits are
not available for anesthesia services providedaasgh a surgical procedure when rendered by
the surgeon or the surgeon’s assistant.

A. Sometimes two (2) or more surgical proceduresbEperformed during the same
operation.

1. Through the Same Incision. If covered multiple surgical procedures are penkd
through the same incision, the plan will pay fag grocedure with the highest
allowed amount, except for secondary procedurdsabeording to nationally-
recognized coding rules, are exempt from multiplgEal procedure reductions. The
plan will not pay anything for a secondary procedilat is billed with a primary
procedure when that secondary procedure is inadlemthe primary procedure].

2. Through Different Incisions. If covered multiple surgical procedures are pranked
during the same operative session but throughrdiftancisions, the plan will pay:

* For the procedure with the highest allowed ampaimd
* 50% of the amount the plan would otherwise payttie other procedures.
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B. Oral Surgery.

The plan covers the following limited dental andl@urgical procedures:

» Oral surgical procedures for jaw bones or surdmgntissue and dental services
for the repair or replacement of sound naturahtéedt are required due to
accidental injury. Replacement is covered only nviepair is not possible.
Dental services must be obtained within 12 monfttikeinjury.

» Oral surgical procedures for jaw bones or surdmgntissue and dental services
necessary due to congenital disease or anomaly.

» Oral surgical procedures required for the coromcdf a non-dental physiological
condition which has resulted in a severe functiomglairment.

* Removal of tumors and cysts requiring patholdggzamination of the jaws,
cheeks, lips, tongue, roof and floor of the moutlysts related to teeth are not
covered.

» Surgical medical procedures for temporomandibjoiisut disorders and
orthognathic surgery (applicable to Class 0001).

The plan does not cover orthodontics for cleft fgala
C. Reconstructive Breast Surgery.

The plan covers breast reconstruction surgery afteastectomy or partial mastectomy.
Coverage includes: all stages of reconstructiamefreast on which the mastectomy or
partial mastectomy has been performed; surgeryeswhstruction of the other breast to
produce a symmetrical appearance; and physical locatipns of the mastectomy or
partial mastectomy, including lymphedemas, in ameamletermined by you and your
attending physician to be appropriate. The plan abvers implanted breast prostheses
following a mastectomy or partial mastectomy.

D. Other Reconstructive and Corrective Surgery.

The plan covers reconstructive and corrective syrgeher than reconstructive breast
surgery only when it is:

» Performed to correct a congenital birth defec cbvered child which has resulted in
a functional defect;

* Incidental to surgery or follows surgery that wesessitated by trauma, infection or
disease of the involved part; or

* Otherwise Medically Necessary.

The plan does not cover kerato-refractive eye syr@e improve nearsightedness,
farsightedness, and/or astigmatism by changingliape of the cornea including, but not
limited to, radial keratotomy and keratomileusisgguy). The plan also does not cover
reversal of any elective surgical procedure, realedkvoluntary sterilization or sex change
surgery.
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E. Assistant surgeon's expenses if:
1. surgeryis performed in a hospital where themol house staff.

2. surgery is performed in a hospital where themoi hospital resident in the specialty
involved, certified, or authorized, to assist apsuy.

3. the complexity of the procedure is such thay aghysiciancan assist.

4. the assistance is in connection with a surgipakation or procedure which is covered
under this Plan.

F. Non-experimental human organ and tissue transgdaivices to an organ transplant recipient
who is covered under this Plan.

The plan covers only those transplants determimetbet non-experimental and non-
investigational. Covered transplants include atreot limited to: kidney, corneal, liver,
heart, and heart/lung transplants; and bone manavgplants.

In addition, benefits will be provided farpatient hospitaéxpenses of the donor of an organ
for transplant to a covered recipient anddbysician'sxpenses for surgical removal of the

donor organ if the donor does not have coveragedfranother group plan. No benefits will

be provided for organ selection, transportation atatage costs, or when benefits are
available through government funding of any kindyben the recipient is not covered under
this Plan.

The plan does not cover: travel expenses, lodgmegls, or other accommodations for
donors or guests; donor fees in connection withargransplant surgery; or routine
harvesting and storage of stem cells from newbord blood.

G. Circumcision.

H. Amniocentesis.

I. Surgical treatment ofmorbid obesitywhen medically necessarZriteria used when
reviewing for medical necessity includes:

1. bodymass index (BMI) is greater than 40 or tgretlan 35 with associated diagnosis of
high blood pressure, diabetes, sleep apnea, onagrartery disease;

2. over 18 years of age;
3. active in weight reduction program for at lesist(6) months with proof of attempt, such

as a letter of medical necessity from the primafy,Mdr log of diets without significant,
long-term weight loss achieved,;
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4. psychological evaluation that indicates the ced@erson is mentally appropriate for the
procedure and has determination and support teesdgc

5. notes from bariatric surgeon that state he erhsts reviewed all of this information.

J.. Applicable to Class 0001: Surgical treatmemn¢ofporomandibular joint dysfunction (TMJ)
and other craniomandibular disorders.

K. Voluntary sterilization.
L. Voluntary termination of pregnancy.
Mental/Nervous Conditions and Substance (Drug or Alohol) Abuse Treatment

Please refer to the Schedule of Benefits sectidghisfplan for cost-sharing requirements, day
or visit limits, and any preauthorization requirertgethat apply to these benefits.

A. Mental Health Care Services.

1. Inpatient Services. The plan covers inpatieantal health care services relating to the
diagnosis and treatment of mental, nervous andienatdisorders comparable to
other similar hospital, medical and surgical cogerprovided under this plan.
Coverage for inpatient services for mental headite ¢s limited to facilities defined in
New York Mental Hygiene Law Section 1.03(10), sash

* A psychiatric center or inpatient facility undée jurisdiction of the New York
State Office of Mental Health;

» A state or local government run psychiatric imngatt facility;

* A part of a hospital providing inpatient mentaklith care services under an
operating certificate issued by the New York St@apenmissioner of Mental
Health;

* A comprehensive psychiatric emergency programtioer facility providing
inpatient mental health care that has been issuegerating certificate by the
New York State Commissioner of Mental Health;

* and, in other states, to similarly licensed oritied facilities.

We also cover inpatient mental health care servielasing to the diagnosis and
treatment of mental, nervous and emotional diserdeseived at facilities that provide
residential treatment, including room and boardgbs. Coverage for residential
treatment services is limited to facilities definadNew York Mental Hygiene Law
Section 1.03(33) and to residential treatment itgesl that are part of a comprehensive
care center for eating disorders identified purst@irticle 27-J of the New York
Public Health Law; and, in other states, to faeditthat are licensed or certified to
provide the same level of treatment.
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2. Outpatient Services. The plan covers outpatretital health care services, including
but not limited to partial hospitalization progra@rvices and intensive outpatient
program services, relating to the diagnosis aratrment of mental, nervous and
emotional disorders. Coverage for outpatient ses/for mental health care includes
facilities that have been issued an operatingfote pursuant to Article 31 of the
New York Mental Hygiene Law or are operated by York State Office of
Mental Health and, in other states, to similartghised or certified facilities; and
services provided by a licensed psychiatrist ochselogist; a licensed clinical social
worker; a licensed mental health counselor; a sednmarriage and family therapist; a
licensed psychoanalyst; or a professional corpamadr a university faculty practice
corporation thereof.

3. Limitations/Terms of Coverage. The plan doescowver:

» Benefits or services deemed to be cosmetic inraeain the grounds that changing
or improving an individual's appearance is justifigy the individual’s mental
health needs.

B. Substance Use Services.

1. Inpatient Services. The plan covers inpatiebstance use services relating to the
diagnosis and treatment of substance use disofides.includes coverage for
detoxification and rehabilitation services as asamuence of chemical use and/or
substance use. Inpatient substance use servieémded to facilities in New York
State which are certified by the Office of Alcolsph and Substance Abuse Services
(“OASAS”); and, in other states, to those faciktidnat are licensed or certified by a
similar state agency or which are accredited bylthet Commission as alcoholism,
substance abuse or chemical dependence treatnogmams.

The plan also covers inpatient substance use ssrugtating to the diagnosis and
treatment of substance use disorder received iitiézcthat provide residential
treatment, including room and board charges. Gmesfor residential treatment
services is limited to OASAS-certified facilitidsat provide services defined in 14
NYCRR 819.2(a)(1) and Part 817; and, in other statethose facilities that are
licensed or certified by a similar state agencwbich are accredited by the Joint
Commission as alcoholism, substance abuse or ched@pendence treatment
programs to provide the same level of treatment.

2. Outpatient Services. The plan covers outpatighstance use services relating to the
diagnosis and treatment substance use disordérding methadone treatment. Such
Coverage is limited to Facilities in New York St#tat are certified by OASAS or
licensed by OASAS as outpatient clinics or medjcallpervised ambulatory substance
abuse programs, and, in other states, to thosatbdttensed or certified by a similar
state agency or which are accredited by the Janti@ission as alcoholism, substance
abuse or chemical dependence treatment programger&le is also available in a
professional office setting for outpatient substanse disorder services relating to the
diagnosis and treatment of alcoholism, substaneend dependency or by physicians
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who have been granted a waiver pursuant to thedeBeug Addiction Treatment Act
of 2000 to prescribe Schedule 1ll, IV and V narcatiedications for the treatment of
opioid addiction during the Acute detoxificatiomge of treatment or during stages of
rehabilitation.

The plan also covers outpatient visits for famiynseling. A family member will be
deemed to be covered, for the purposes of thisigiopy so long as that family
member: 1) identifies himself or herself as a fgmilember of a person suffering from
substance use disorder; and 2) is covered undeathe family plan that covers the
person receiving, or in need of, treatment for tarnse use disorder. The plan’s
payment for a family member therapy session wilthtesame amount, regardless of
the number of family members who attend the faithigrapy session.

Medical Services

1. Physicianoffice visits for the diagnosis and treatment gdfing, disease and medical
conditions. Office visits may include house callke plan does not cover expenses for
telephone conversations, charges for failure tglkeescheduled appointment, or charges
for completion of medical reports, itemized bilks,claim forms, acupuncture and/or
acupressure, dispensing fees for drugs, medicmés@pplies received in a physician’s
office, holistic medical treatment, or hypnosiseT#lan also does not cover weight
reduction or control, including treatments, instioies, activities, or drugs and diet pills,
whether or not prescribed by a physician.

2. Initial physician examination and subsequentspign office visits for prescription of
medication for the treatment of Attention Deficitsbrder (ADD) and Attention Deficit
Hyperactivity Disorder (ADHD). The plan does notveo education, counseling, or job
training for Attention Deficit disorder, AttentioDeficit/Hyperactivity learning disorders
or behavioral problems whether or not servicesemdered in a facility that also provides
medical and/or mental/nervous treatment.

3. Inpatient physiciawisits by the attending or non-attendipigysician

4. Second/Third (if medically necessary) Opinions.

A. Second Cancer Opinion. The plan covers a seowdical opinion by an appropriate
specialist, including but not limited to a speatéffiliated with a specialty care
center, in the event of a positive or negative wlesjs of cancer or a recurrence of
cancer or a recommendation of a course of treatfoectincer.

B. Second Surgical Opinion. The plan covers amsgcargical opinion (or third, if
medically necessary) by a qualified physician aariked for surgery.

ACSMHP:100116
24



C. Second Opinions in Other Cases. There mayh®s otstances when you will disagree
with a provider's recommended course of treatmbnsuch cases, you may request
that the plan designate another provider to readscond opinion. If the first and
second opinions do not agree, the plan will deseggaaother provider to render a third
opinion. After completion of the second opiniogess, the plan will approve
covered services supported by a majority of the&igiess reviewing your case.

5. Pregnancy and related maternity care for alleoed females. Eligible expenses include
parent education, training in breast or bottle ilegdand the performance of any necessary
maternal and newborn clinical assessments.

The plan covers services for maternity care pravidg a physician or midwife, nurse
practitioner, hospital or birthing center. Therpleovers prenatal care (including one (1)
visit for genetic testing), postnatal care, delyeand complications of preghancy. In
order for services of a midwife to be covered, tiidwife must be licensed pursuant to
Article 140 of the New York Education Law, practigi consistent with Section 6951 of
the New York Education Law and affiliated or pratgtg in conjunction with a facility
licensed pursuant to Article 28 of the New York Rultealth Law. The plan will not
pay for duplicative routine services provided byhba midwife and a physician. See the
Inpatient Services section of this plan for coverafjinpatient maternity care.

The plan covers the cost of renting one (1) brpastp per pregnancy for the duration of
breast feeding.

6. Services to achieve the diagnosis of infertility

7. The plan covers services for the treatmeng{sal and medical) of infertility when such
infertility is the result of malformation, diseas® dysfunction. Such coverage is
available as follows:

A. Basic Infertility Services. Basic infertilityesvices will be provided to a member who
is an appropriate candidate for infertility treatrhe In order to determine eligibility,
the plan will use guidelines established by the Aca@ College of Obstetricians and
Gynecologists, the American Society for ReprodctMedicine, and the State of
New York. However, members must be between the afjgl and 44 (inclusive) in
order to be considered a candidate for these s=vic

Basic infertility services include:

» Initial evaluation;

* Semen analysis;

* Laboratory evaluation;

» Evaluation of ovulatory function;
» Postcoital test;

* Endometrial biopsy;

* Pelvic ultra sound;
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» Hysterosalpingogram;

* Sono-hystogram;

» Testis biopsy;

* Blood tests; and

* Medically appropriate treatment of ovulatory dysftion.

Additional tests may be covered if the tests aterd@ned to be Medically Necessary.

B. Comprehensive Infertility Services. If the basgiertility services do not result in
increased fertility, the plan covers comprehensiertility services.

Comprehensive infertility services include:

* Ovulation induction and monitoring;
* Pelvic ultra sound;

* Atrtificial insemination;

* Hysteroscopy;

e Laparoscopy; and

* Laparotomy.

C. Exclusions and Limitations. Then plan does notecov

* In vitro fertilization, gamete intrafallopian tulieansfers or zygote intrafallopian
tube transfers;

» Costs for an ovum donor or donor sperm;

* Sperm storage costs;

» Cryopreservation and storage of embryos;

* Ovulation predictor Kits;

* Reversal of tubal ligations;

* Reversal of vasectomies;

» Costs for and relating to surrogate motherhood émél services are covered for
members acting as surrogate mothers);

» Cloning; or

* Medical and surgical procedures that are experiahenmt investigational, unless
the plan’s denial is overturned by an External Ag@egent.

* Adoption expenses

» Surrogate expenses, including use of a surrogata lwpvered individual or
services as a surrogate by a covered individual.

All services must be provided by providers who guelified to provide such services
in accordance with the guidelines established atupt@d by the American Society
for Reproductive Medicine.
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8. The plan covers the following limited dental awel surgical procedures:

» Oral surgical procedures for jaw bones or surding tissue and dental services for
the repair or replacement of sound natural teedh &ne required due to accidental
injury. Replacement is covered only when repaina$ possible. Dental services
must be obtained within 12 months of the injury.

e Oral surgical procedures for jaw bones or surdmgp tissue and dental services
necessary due to congenital disease or anomaly.

* Oral surgical procedures required for the coroeciof a non-dental physiological
condition which has resulted in a severe functiomglairment.

* Removal of tumors and cysts requiring patholdgesamination of the jaws, cheeks,
lips, tongue, roof and floor of the mouth. Cystkted to teeth are not covered.

» Applicable to Class 0001: Non-surgical treatmeait Temporomandibular joint
dysfunction (TMJ), prevention of TMJ, craniomanddr disorders, and other
conditions of the joint linking the jawbone and Kkumuscles, nerves, and other
related tissues to that joint:

a. Intra-oral reversible devices/appliances (enassing fabrication, insertion, and
adjustment).

b. Physical therapy for chronic myospasms and nbamali hypomobility or
hypermobility; such as, ultrasound, massage, argtlaexercise programs.

9. Radiation therapy.

10. Chemotherapy in an outpatient facility or inealth care professional’s office. Orally-
administered anti-cancer drugs are covered unedpibscription Drug Coverage section
of this plan.

11. Dialysis treatments of an acute or chronic &idailment.

12. Chiropractic care is covered when performed Boctor of Chiropractic (“chiropractor”)
in connection with the detection or correction bgmaal or mechanical means of structural
imbalance, distortion or subluxation in the humadybfor the purpose of removing nerve
interference and the effects thereof, where suighference is the result of or related to
distortion, misalignment or subluxation of the edral column. This includes assessment,
manipulation and any modalities. Any laboratorstsewill be covered in accordance with
the terms and conditions of this plan. This exekrdaintenance carand palliative
treatment.

13. Podiatric services for treatment of ilness or injury or due to metabolic or peripheral
vascular disease.
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14. Habilitation/Rehabilitation Services consistiofyphysical therapy, speech therapy and
occupational therapy in the outpatient departmdnta dfacility or in a health care
professional’s office. Please refer to the SchedtiBenefits section of this plan for cost-
sharing requirements, day or visit limits, and &ngauthorization requirements that apply
to these benefits.

* Physical therapy received from a qualifigdhctitioner under the direct supervisor of
the attendingphysician, excluding maintenance care and palliative treatmen
Massage therapy or rolfing are not covered.

» Speech therapy from a qualified practitioner tdaes normal speech loss due to an
illness, injury or surgical procedure. If the laxfsspeech is due to a birth defect, any
required corrective surgery must have been perfdnpner to the therapy.

* Occupational therapy but not to include vocatiorelucational, recreational, art,
dance or music therapy.

15. Cardiac rehabilitation therapy received frongualified practitioner under the direct
supervision of the attendinpysicianexcludingmaintenance carand palliative treatment.

16. Home health care provided in your home by a elétealth Agency certified or licensed
by the appropriate state agency. The care muptdeded pursuant to your physician's
written treatment plan and must be in lieu of htadjzation or confinement in a skilled
nursing facility. Home care includes:

* Part-time or intermittent nursing care by or untlee supervision of a registered
professional nurse;

* Part-time or intermittent services of a home tieaide;

» Physical, occupational or speech therapy provigethe Home Health Agency; and

* Medical supplies, Prescription Drugs and medueiprescribed by a physician, and
laboratory services by or on behalf of the Home [theAgency to the extent such
items would have been covered during a hospitadizadr confinement in a skilled
nursing facility.

* Nutritional counseling that is provided by or undbe supervision of a registered
dietician;

Please refer to the Schedule of Benefits sectionthed plan for cost-sharing
requirements, day or visit limits, and any Preau#abion requirements that apply to
these benefits. Each visit by a member of the Hblaalth Agency is considered one
(1) visit. Each visit of up to four (4) hours byname health aide is considered one (1)
visit. Any Rehabilitation or Habilitation Servicesceived under this benefit will not
reduce the amount of services available under thbaBilitation or Habilitation
Services benefits. Private duty nursing is not cede

17.Hospice carghat includes the care and treatment of a covezezbp who has been certified
by the primary attendinghysicianas having a life expectancy of six months or lesgEkwis
provided by a hospice organization certified purst@Article 40 of the Public Health Law
or under a similar certification process requirgdhe state in which the hospice is located.
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Benefits are subject to the maximums, if any, dsf@eh in the Schedule of Benefits.
Coveredhospice careand bereavement expenses are limited to:

a.

b.

room and board for confinement ih@spice facility

ancillary charges furnished by the hospice wihidepatient is confined therein, including
rental ofdurable medical equipmenthich is used solely for treating amury orillness

nursing care by a registeredrse a licensed practicalurse or a licensed vocational
nurse(L.V.N.);

home health aide services;
home care charges for home care furnishedhmspitalor home health care agency
under the direction of a hospice, including cusabdare if it is provided during a regular

visit by a registeredurse a licensed practicalurse or a home health aide;

laboratory services, drugs, medicines, IV thgramd medical supplies which are
prescribed by the doctor.

medical social services by licensed or trainediad workers, psychologists, or
counselors;

nutrition services provided by a licensed diati¢

counseling and emotional support services bigented social worker or a licensed
pastoral counselor;

up to 5 bereavement counseling visits by a beehsocial worker or a licensed pastoral
counselor for the covered person’s immediate fafoilpwing the patient’s death.

The plan does not cover: funeral arrangementsppastinancial, or legal counseling;
homemaker, caretaker, or respite care.

18. Orthoptic therapy.

19. Pulmonary therapy.

20. Respiratory therapy.

21. Allergy testing and evaluatiomluding injections, and scratch and prick tests t
determine the existence of an allergy. The plan abvers allergy treatment, including
desensitization treatments, routine allergy intdiand serums.

22. Preparation of serum and injections for alksgi
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23. Sleep apnea treatment including surgical amdsuogical services.

24. Sleep studies.

25. Diabetic Equipment, Supplies and Self-Manageriaencation.

The plan covers diabetic equipment, supplies, atfehsanagement education if
recommended or prescribed by a physician or otbensed health care professional
legally authorized to prescribe under Title 8 af tew York Education Law as described
below:

A. Equipment and Supplies.

The plan covers the following equipment and rela@gplies for the treatment of

diabetes when prescribed by your physician or gthavider legally authorized to

prescribe:

» Acetone reagent strips

» Acetone reagent tablets

» Alcohol or peroxide by the pint

» Alcohol wipes

* Allinsulin preparations

» Automatic blood lance kit

* Blood glucose kit

» Blood glucose strips (test or reagent)

* Blood glucose monitor with or without special tié@s for visually impaired,
control solutions, and strips for home blood glecosonitor

e Cartridges for the visually impaired

» Diabetes data management systems

» Disposable insulin and pen cartridges

» Drawing-up devices for the visually impaired

* Equipment for use of the pump

* Glucagon for injection to increase blood glucosacentration

* Glucose acetone reagent strips

* Glucose reagent strips

* Glucose reagent tape

* Injection aides

* Injector (Busher) Automatic

e Insulin

* Insulin cartridge delivery

* Insulin infusion devices

* Insulin pump

* Lancets

» Oral agents such as glucose tablets and gels

* Oral anti-diabetic agents used to reduce blogauslevels

» Syringe with needle; sterile 1 cc box

» Urine testing products for glucose and ketones

» Additional supplies, as the New York State Conwsiaiser of Health shall
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designate by regulation as appropriate for thedrireat of diabetes.

B. Self-Management Education.

Diabetes self-management education is educatiagrossto educate persons with
diabetes as to the proper self-management andanteeabf their diabetic condition,
including information on proper diets. The plavexs education on self-management
and nutrition when: diabetes is initially diagnosaghysician diagnoses a significant
change in your symptoms or condition which necasssta change in your self-
management education; or when a refresher coursscessary. It must be provided in
accordance with the following:

* By a physician, other health care provider auttgat to prescribe under Title 8 of
the New York Education Law, or their staff during @ffice visit;

* Upon the Referral of Your Physician or other tieahre Provider authorized to
prescribe under Title 8 of the New York EducatiawLto the following non-
Physician, medical educators: certified diabetgseeducators; certified
nutritionists; certified dietitians; and registemidtitians in a group setting when
practicable; and

* Education will also be provided in your home widedically Necessary.

C. Limitations.

The items will only be provided in amounts that @raccordance with the treatment
plan developed by the physician. The plan covalg lsasic models of blood glucose
monitors unless you have special needs relatipgoo vision or blindness.

26. Examination for or the purchase or fitting ehhing aids when required as the result of an
injury.

27. Charges related to a provider discount for mvenedical expenses resulting in savings to
this Plan.

28. Screening, diagnosis, and treatment of Autipec8um Disorder

The plan covers the following services when suchises are prescribed or ordered by a
licensed physician or a licensed psychologist ardiatermined by the claims processor
to be Medically Necessary for the screening, diag@nd treatment of autism spectrum
disorder. For purposes of this benefit, “autismactpum disorder” means any pervasive
developmental disorder defined in the most recditiom of the Diagnostic and Statistical
Manual of Mental Disorders at the time servicesranelered.

A. Screening and Diagnosis. The plan covers ass®ds, evaluations, and tests to
determine whether someone has autism spectrunddisor
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B. Assistive Communication Devices. The plan cexaeformal evaluation by a speech-
language pathologist to determine the need forsaist&ve communication device.
Based on the formal evaluation, the plan coverseahtal or purchase of assistive
communication devices when ordered or prescribed liyensed physician or a
licensed psychologist if you are unable to commatei¢hrough normal means (i.e.,
speech or writing) when the evaluation indicated #n assistive communication
device is likely to provide you with improved commcation. Examples of assistive
communication devices include communication boardsspeech-generating devices.
Coverage is limited to dedicated devices. The pigironly cover devices that
generally are not useful to a person in the absehaecommunication impairment.
The plan does not cover items, such as, but ndatekihto, laptop, desktop or tablet
computers. The plan covers software and/or agmitsthat enable a laptop, desktop
or tablet computer to function as a speech-gemgyalevice. Installation of the
program and/or technical support is not separagtgbursable. The plan will
determine whether the device should be purchaseshted.

The plan covers repair, replacement fitting andisttjents of such devices when made
necessary by normal wear and tear or significaahgh in your physical condition.

The plan does not cover the cost of repair or cgpteent made necessary because of
loss or damage caused by misuse, mistreatmertefty however, the plan will cover
the repair or replacement per device type thaecessary due to behavioral issues
when deemed medically necessary. Coverage wpkrteded for the device most
appropriate to your current functional level. Tien does not cover delivery or
service charges or routine maintenance.

C. Behavioral Health Treatment. The plan covers celimg and treatment programs that
are necessary to develop, maintain, or restorthetonaximum extent practicable, the
functioning of an individual. The plan will proveédsuch coverage when provided by a
licensed provider. The plan covers applied behaamalysis when provided by a
licensed or certified applied behavior analysidthezare professional. “Applied
behavior analysis” means the design, implementatind evaluation of environmental
modifications, using behavioral stimuli and consates, to produce socially
significant improvement in human behavior, incluglthe use of direct observation,
measurement, and functional analysis of the relaligp between environment and
behavior. The treatment program must describe unable goals that address the
condition and functional impairments for which theervention is to be applied and
include goals from an initial assessment and sulesggnterim assessments over the
duration of the intervention in objective and meabie terms.

D. Psychiatric and Psychological Care. The plarec®direct or consultative services
provided by a psychiatrist, psychologist or a |seuh clinical social worker with the
experience required by the New York Insurance Usensed in the state in which
they are practicing.

E. Therapeutic Care. The plan covers therapeeatiges necessary to develop, maintain,
or restore, to the greatest extent practicabletioning of the individual when such
services are provided by licensed or certified spdbkerapists, occupational therapists,
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physical therapists and social workers to treasauspectrum disorder and when the
services provided by such providers are otherwasered under this plan. Except as
otherwise prohibited by law, services provided untes paragraph shall be included
in any visit maximums applicable to services oftstieerapists or social workers under
this plan.

F. Pharmacy Care. The plan covers Prescriptiog®to treat autism spectrum disorder
that are prescribed by a provider legally autharitteprescribe under Title 8 of the
New York Education Law. Coverage of such PresiaipDrugs is subject to all the
terms, provisions, and limitations that apply te$eription Drug benefits under this
plan.

G. Limitations. The plan does not cover any s&wior treatment set forth above when
such services or treatment are provided pursuaat tadividualized education plan
under the New York Education Law. The provisiorsefvices pursuant to an
individualized family service plan under Sectiom3%f the New York Public Health
Law, an individualized education plan under Arti8& of the New York Education
Law, or an individualized service plan pursuantegulations of the New York State
Office for Persons With Developmental Disabilits¢sall not affect coverage under this
plan for services provided on a supplemental basiside of an educational setting if
such services are prescribed by a licensed physiciicensed psychologist.

You are responsible for any applicable copaymesdudtible or coinsurance
provisions under this plan for similar servicemr Example, any copayment,
deductible or coinsurance that applies to physheaiapy visits will generally also
apply to physical therapy services Covered undsribnefit; and any copayment,
deductible or coinsurance for Prescription Drugé ganerally also apply to
Prescription Drugs covered under this benefit.agderefer to the Schedule of Benefits
section of this plan for the cost-sharing requiretaghat apply to applied behavior
analysis services and assistive communication dsvic

Nothing in this plan shall be construed to affett abligation to provide coverage for
otherwise-covered services solely on the basisttigaservices constitute early
intervention program services pursuant to Sectk8b3a of the New York Insurance
Law or an individualized service plan pursuanteguiations of the New York State
Office for Persons with Developmental Disabilities.

29. ltems and services in connection with an apgtaancer clinical trial including:

a. otherwise covered physician fees, laboratorgerges, and expenses associated with a
hospitalization; and

b. evaluation and treatment of the patient assetiaith the underlying disease; and

c. the cost of care consistent with the usual stadedof care whenever a patient receives
medical care associated with an approved cancecalitrial; and

ACSMHP:100116
33



d. care that would be covered by the Plan if stexmg and services were provided other
than in connection with an approved cancer clinical.

An approved cancer clinical trial must include gstfic study of a new therapy or
intervention for the treatment, palliation, or peation of cancer in human beings that
meets all of the following requirements:

a. Federally funded trials. The study or investayais approved or funded (which may
include funding through in-kind contributions) bgeoor more of the following:

() The National Institutes of Health.

(i) The Centers for Disease Control and Prevention

(i) The Agency for Health Care Research and Quali

(iv) The Centers for Medicare & Medicaid Services.

(v) cooperative group or center of any of the exgitlescribed in clauses (i) through
(iv) or the Department of Defense or the DepartnoéiMeterans Affairs.

(vi) A qualified non-governmental research entdgntified in the guidelines issued
by the National Institutes of Health for center soih grants.

(vii) Any of the following if the conditions destxd in paragraph (2) are met:
() The Department of Veterans Affairs.
(II) The Department of Defense.
(1l1) The Department of Energy.

b. Every policy issued by a medical expense indgnuairporation, a hospital service
corporation or a health service corporation whiabvgles coverage for prescribed
drugs approved by the Food and Drug Administratibtihhe United States government
for the treatment of certain types of cancer shaillexclude coverage of any such drug
on the basis that such drug has been prescribedddreatment of a type of cancer for
which the drug has not been approved by the fodddamg administration. Provided,
however, that such drug must be recognized fotrireat of the specific type of cancer
for which the drug has been prescribed in one @fdHowing established reference
compendia:

(i) the American Hospital Formulary Service-Drudgomation (AHFSDI);

(i) National Comprehensive Cancer Networks Drugg Biologics Compendium;

(i) Thomson Micromedex DrugDex;

(iv) Elsevier Gold Standard's Clinical Pharmacotogy other authoritative
compendia as identified by the Federal Secretakyeaiith and Human Services
or the Centers for Medicare & Medicaid Services &Mor recommended by
review article or editorial comment in a major pemriewed professional journal.

c. The study or investigation is conducted undeinaastigational new drug application
reviewed by the Food and Drug Administration.

d. The study or investigation is a drug trial tisaéxempt from having such an
investigational new drug application.

e. The proposed therapy has been reviewed andwaapby the applicable qualified
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Institutional Review Board.

f. The available clinical or pre-clinical data indte that the treatment or intervention
provided pursuant to the approved cancer clinital will be at least as effective as
standard therapy, if such therapy exists, andtisipated to constitute an
improvement in effectiveness for treatment, preleentor palliation of cancer.

g. The facility and personnel providing the treatirere capable of doing so by virtue of
their experience and training.

h. The trial consists of a scientific plan of treant that includes specific goals, a
rationale and background for the plan, criteriafatient selection, specific directions
for administering therapy and monitoring patieatslefinition of the quantitative
measures for determining treatment response, atitbagefor documenting and
treating adverse reactions. All such trials musehandergone a review for scientific
content and validity, as evidenced by approval foora of the federal entities
identified above.

i. The trial must:

i. evaluate a service which is otherwise an ElgiBlaims Expense; and

ii. have a therapeutic intent (i.e., not designediesively to test toxicity or disease
pathophysiology); and

iii. enroll diagnosed Participants.

The conditions described in this paragraph, faudysor investigation conducted by a
Department, are that the study or investigationtdeses reviewed and approved through a
system of peer review that the Secretary determines

a. tobe comparable to the system of peer reviestudies and investigations used
by the National Institutes of Health, and

b. assures unbiased review of the highest sdestdndards by qualified individuals
who have no interest in the outcome of the review.

The plan does not cover items and services in atiomewith a cancer clinical trial
including:

i.  the costs of the investigational drugs or devibesnselves; or
ii.  the costs of any non-health service that mighteoired for a Participant to
receive the treatment or intervention (e.g., tranggion, hotel, meals, and other
travel expenses); or
lii.  the costs of managing the research; or
iv.  any cost which would not be covered under the Blashefits for non-
investigational treatments.
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Diagnostic X-Ray and Laboratory Services

1. Diagnostic chargefor x-rays, including PET scans, MRI, nuclear med¢cand CAT
scans.

2. X-ray, laboratory procedures and diagnostic testsegvices and materials, including
diagnostic x-rays, x-ray therapy, fluoroscopy, tecardiograms, electroencephalograms,
laboratory tests, and therapeutic radiology sesvice

3. Preadmission testing (PAT) ordered by your phigeiand performed in hospital outpatient
facilities prior to a scheduled surgery in the sdragpital provided that:

* The tests are necessary for and consistent hatldiagnosis and treatment of the
condition for which the surgery is to be performed;

» Reservations for a hospital bed and operatingre@re made prior to the
performance of the tests;

» Surgery takes place within seven (7) days otélsés; and

* The patient is physically present at the hospiathe tests.

4. Ultrasounds, prenatal laboratory and pregnaesyny.
5. Genetic testing and counseling.

Equipment, Supplies and Miscellaneous Items
The plan covers the rental or purchase of duralgléical equipment and braces.
1. Durable Medical Equipment.
Durable Medical Equipment is equipment which is:
Designed and intended for repeated use;
Primarily and customarily used to serve a medicapose;

Generally not useful to a person in the absehdésease or injury; and
Appropriate for use in the home.

Coverage is for standard equipment only. The pléirdetermine whether to rent or
purchase such equipment.

The plan does not cover equipment designed for goonfort or convenience (e.g., pools,
hot tubs, water beds, air conditioners, air pusfisaunas, humidifiers, dehumidifiers,
heating pads, hot water bottles, exercise equip@argiany other clothing or equipment
which could be used in the absence oillaessor injury), as it does not meet the
definition of durable medical equipment.
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2. Braces.

The plan covers braces, including orthotic brattest, are worn externally and that
temporarily or permanently assist all or part oeaternal body part function that has been
lost or damaged because of an injury, diseasefectdeCoverage is for standard
equipment only. The plan covers replacements wgnewth or a change in your medical
condition make replacement necessary. The plas akecover the cost of repair or
replacement that is the result of misuse or abyseb.

Original fitting, adjustment and placement of ogidic braces, casts, splints, crutches,
cervical collars, head halters, traction apparaiupyrosthetic appliances, when prescribed
by a physician, to replace lost body parts or tbiaitheir function when impaired.
Replacement of such devices only will be coverdtafreplacement is necessary due to a
change in the physical condition of the coveredper

3. Prosthetics.
A. External Prosthetic Devices.

The plan covers covers prosthetic devices (inclyeiigs) that are worn externally and
that temporarily or permanently replace all or pdiran external body part that has
been lost or damaged because of an injury or diseakease refer to the Schedule of
Benefits section of this plans cost-sharing reaguéets, day or visit limits, and any
Preauthorization or referral requirements thatappthese benefits.

The plan does not cover dentures or other devised un connection with the teeth
unless required due to an accidental injury to dawatural teeth or necessary due to
congenital disease or anomaly.

Eyeglasses and contact lenses are not covered timglsection of the plan.
The plan does not cover shoe inserts.

The plan covers external breast prostheses follp@wimastectomy, which are not
subject to any lifetime limit.

Coverage is for standard equipment only.
The plan covers the cost of the prosthetic device.
B. Internal Prosthetic Devices.

The plan covers surgically implanted prostheticicey and special appliances if they
improve or restore the function of an internal bpdyt which has been removed or
damaged due to disease or injury. This includgdanted breast prostheses following
a mastectomy or partial mastectomy in a mannermeéied by you and your attending
physician to be appropriate.
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Coverage also includes repair and replacementaloermal growth or normal wear
and tear.

Coverage is for standard equipment only.

The plan does not cover breast prosthetic implkemiovals whether inserted for
cosmetic reasons or due to a mastectomy are netewwvunless the removal is
medically necessary.

4. Medical Supplies

The plan covers medical supplies that are reqdoethe treatment of a disease or injury
which is covered under this plan. The plan alseec® maintenance supplies (e.g., ostomy
supplies) for conditions covered under this platl.such supplies must be in the
appropriate amount for the treatment or mainten@anagram in progress. The plan does
not cover over-the-counter medical supplies. Sediabetic Equipment, Supplies, and
Self-Management Education section above for a geguor of diabetic supply coverage.

5. Atrtificial limbs and eyes and replacement offiaial eyes and limbs if required due to a
change in the patient's physical condition; orJaepment is less expensive than repair of
existing equipment.

6. Oxygen and rental of equipment required fougs.

7. Initial prescription contact lenses or eye gtasgcluding the examination and fitting of the
lenses, to replace the human lens lost throughantdarsurgeryor when required as the
result of annjury.

8. Sterile surgical supplies afteurgery

9. Jobst garments.

10. Medications for Use in the Office. The planves medications and injectables
(including injectable contraceptives) (excludingf-sgectables) used by your provider in
the provider’s office for preventive and therapeyiurposes. This benefit applies when
your provider orders the prescription drug and anilsters it to you. When prescription
drugs are covered under this benefit, they will In@tcovered under the prescription drug
coverage section of this plan.

11. Post mastectomy prosthetic and surgical bra.
12. Applicable to Classes 0T01, 0T02, 0T03, 0TAQ&) 0TO9: Prescription drug co-pays.

13 Applicable to Classes 0T04, 0T05, 0T06, 0T10110TOT12: Prescription drugs and
medications that bear the legend “Caution: Fedenal prohibits dispensing without a
prescription”. In addition, drugs and medicationgsinbe accompanied bypdysician's
prescription:
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Preventive Care

The plan covershe following services for the purpose of promotgmpd health and early
detection of disease. Preventive services are nbjest to cost-sharing (copayments,
deductibles or coinsurance) when performed by aiggaating provider and provided in
accordance with the comprehensive guidelines stggdoy the Health Resources and
Services Administration (*HRSA”), or if the items services have an “A” or “B” rating from
the United States Preventive Services Task FOIdSRSTF”), or if the immunizations are
recommended by the Advisory Committee on Immunaratractices (“ACIP”). However,
cost-sharing may apply to services provided dutiregsame visit as the preventive services.
Also, if a preventive service is provided duringdatfice visit wherein the preventive service
is not the primary purpose of the visit, the cdsirsng amount that would otherwise apply to
the office visit will still apply. You may conta&lueCross BlueShield at the number on your
ID card.

1. Well-Baby and Well-Child Care The plan covers well-baby and well-child care which
consists of routine physical examinations includiagion screenings and hearing
screenings, developmental assessment, anticipgtodyance, and laboratory tests ordered
at the time of the visit as recommended by the AcaarAcademy of Pediatrics. The plan
also covers preventive care and screenings asdavor in the comprehensive guidelines
supported by HRSA and items or services with an 6A*B” rating from USPSTF. If the
schedule of well-child visits referenced above ptsrone (1) well-child visit per calendar
year, the plan will not deny a well-child visit 5 days have not passed since the
previous well-child visit. Immunizations and boarst as required by ACIP are also
covered. This benefit is provided to members fiorth through attainment of age 19 and
is not subject to copayments, deductibles or coarste when provided by a Participating
Provider.

2. Adult Annual Physical Examinations. The plan covers adult annual physical
examinations and preventive care and screeningsagded for in the comprehensive
guidelines supported by HRSA and items or serviggs an “A” or “B” rating from
USPSTF.

Examples of items or services with an “A” or “B"tireg from USPSTF include, but are
not limited to, blood pressure screening for adult®lesterol screening, colorectal cancer
screening and diabetes screening. A completeflithe covered preventive services is
available by contacting BlueCross BlueShield.

You are eligible for a physical examination onceergvcalendar year, regardless of
whether or not 365 days have passed since theopie\physical examination visit.
Vision screenings do not include refractions.

This benefit is not subject to copayments, dediedilor coinsurance when provided in
accordance with the comprehensive guidelines stggdry HRSA and items or services
with an “A” or “B” rating from USPSTF and when priaed by a Participating Provider.

3. Adult Immunizations. The plan covers adult immunizations as recommetgyedCIP.
This benefit is not subject to copayments, dediedilor coinsurance when provided in
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accordance with the recommendations of ACIP andnwirevided by a Participating
Provider.

4. Well-Woman ExaminationsThe plan covers well-woman examinations which csinsi
a routine gynecological examination, breast exatiinaand annual Pap smear, including
laboratory and diagnostic services in connectiah wvaluating the Pap smear. The plan
also covers preventive care and screenings as dadvior in the comprehensive
guidelines supported by HRSA and items or serviggs an “A” or “B” rating from
USPSTF. A complete list of the covered prevensigevices is available by contacting
BlueCross BlueShield. This benefit is not subjést copayments, deductibles or
coinsurance when provided in accordance with thmprehensive guidelines supported
by HRSA and items or services with an “A” or “B"tireg from USPSTF, which may be
less frequent than described above, and when grd\bg a Participating Provider.

5. Mammograms. The plan covers mammograms for the screening cdisbreancer as
follows:

* One (1) baseline screening mammogram for womer8agerough 39; and
* One (1) baseline screening mammogram annually éonen age 40 and over.

If a woman of any age has a history of breast qaocéer first degree relative has a
history of breast cancer, the plan will cover margmams as recommended by her
Provider. However, in no event will more than i preventive screening per Plan
Year be covered.

Mammograms for the screening of breast cancer ate sobject to copayments,
deductibles or coinsurance when provided in accarelawith the comprehensive
guidelines supported by HRSA and items or serviggs an “A” or “B” rating from
USPSTF, which may be less frequent than the abclvedsile, and when provided by a
Participating Provider.

Diagnostic mammograms (mammograms that are pertbrmeconnection with the
treatment or follow-up of breast cancer) are urikhiand are covered whenever they are
Medically Necessary. However, diagnostic mammogramy be subject to copayments,
deductibles or coinsurance.

6. Family Planning and Reproductive Health Servic@fie plan covergamily planning
services which consist of FDA-approved contracepthethods prescribed by a Provider,
not otherwise covered under the Prescription Drogetage section of this document,
counseling on use of contraceptives and relatettdppnd sterilization procedures for
women. Such services are not subject to copaymedatiictibles or coinsurance when
provided in accordance with the comprehensive diniele supported by HRSA and items
or services with an “A” or “B” rating from USPSTRa@ when provided by a Participating
Provider.

We also cover vasectomies subject to copaymendsictibles or coinsurance.

We do not cover services related to the reversalasftive sterilizations.
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7. Bone Mineral Density Measurements or Testifigne plan coverdone mineral density
measurements or tests, and Prescription Drugs amited approved by the FDA or
generic equivalents as approved substitutes. @geenf Prescription Drugs is subject to
the Prescription Drug Coverage section of this domot. Bone mineral density
measurements or tests, drugs or devices shall dacthose covered for individuals
meeting the criteria under the federal Medicarggmm and those in accordance with the
criteria of the National Institutes of Health. Yuuill also qualify for Coverage of bone
mineral density measurements and testing if yout isu@g of the following:

* Previously diagnosed as having osteoporosis or ngava family history of
osteoporosis;

* With symptoms or conditions indicative of the pmes® or significant risk of
osteoporosis;

* On a prescribed drug regimen posing a significesktaf osteoporosis;

* With lifestyle factors to a degree as posing aificant risk of osteoporosis; or

* With such age, gender, and/or other physiologidaracteristics which pose a
significant risk for osteoporosis.

The plan also covers bone mineral density measuresnoe tests, and Prescription Drugs
and devices as provided for in the comprehensivdeines supported by HRSA and
items or services with an “A” or “B” rating from UPSTF.

This benefit is not subject to copayments, dediegilor coinsurance when provided in
accordance with the comprehensive guidelines stgghdny HRSA and items or services
with an “A” or “B” rating from USPSTF, which may nhanclude all of the above services
such as drugs and devices and when provided bytiaipating Provider.

8. Screening for Prostate CancerThe plan covers an annual standard diagnostic
examination including, but not limited to, a digiteectal examination and a prostate
specific antigen test for men age 50 and over wkcaaymptomatic and for men age 40
and over with a family history of prostate canceother prostate cancer risk factors. The
plan also covers standard diagnostic testing imedout not limited to, a digital rectal
examination and a prostate-specific antigen téstng age for men having a prior history
of prostate cancer.

This benefit is not subject to copayments, dedlegibr coinsurance when provided by a
Participating Provider.

H. Medical Expenses Not Covered

The Plan will not provide benefits for any of thems listed in this section, regardlessnefdical
necessityr recommendation offaealth care providerThis list is intended to give you a general
description of expenses for services and suppbesavered by the Plan. The Plan only covers
those expenses for services and supplies spebifidascribed as covered in the preceding
section. There may be expenses in addition to thsteel below which are not covered by the
Plan.
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General Exclusions

1.

Any condition, disability, or expense sustaiaada result of being engaged in an activity
primarily for wage, profit or gain, and for whichet covered person benefits are provided
under Worker's Compensation Laws or similar legjsta

Professional services performed by a person iwl@omember of your immediate family
or is related to the covered person, such as assp@arent, child, brother, sister, or in-
law.

Services, supplies, or treatment for which theneo legal obligation to pay, or expenses
which would not be made except for the availabiityenefits under this Plan.

Services, supplies, or treatment furnished bfpothe United States Government or any
other government, unless payment is legally require

lliness, accident, treatment or medical conditarising out of service in the Armed
Forces.

Services, supplies, or treatment incurred asahdt of an auto accident up to the amount of
any state required automobile insurance with rddpeihose expenses.

Additional Exclusions

The following exclusions are in alphabetical ortteassist you in finding information quickly;
however, you should review the entire list of esans when trying to determine whether a
particular treatment or service is covered as tbedimg of the exclusion may place it in a
different location than you might otherwise expect.

1.

Cosmeticor reconstructivesurgery except that cosmetic surgery shall not include
reconstructive surgery when such service is in¢aléeo or follows surgery resulting from
trauma, infection or other diseases of the involedt, and reconstructive surgery
because of congenital disease or anomaly of a edwdpendent child which has resulted
in a functional defect. However, if the policy prde@s hospital, surgical or medical
expense coverage, including a policy issued byaltthenaintenance organization, then
coverage and determinations with respect to cosrsatigery must be provided pursuant
to Part 56 of this Title (Regulation 183).

Dental care or treatment, except for such careeatrnent due to accidental injury to
sound natural teeth within 12 months of the acdidamd except for dental care or
treatment necessary due to congenital diseaseoanamn.

Eyeglasses or lenses, vision therapy or supphiésss specifically mentioned in Covered
Medical Expenses.
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7.

8.

Foot treatment, palliative or cosmetic, inclugftat foot conditions, supportive devices for
the foot, orthopedic or corrective shoes, the tneait of subluxations of the foot, care of
corns, bunions (except by capsular or bone surgealiuses, toe nails (except surgery for
ingrown nails), fallen arches, weak feet, chroniatfstrain, and symptomatic complaints of
the feet.

Hearing examinations, hearing aids, or relatggbkes except as specifically mentioned in
Covered Medical Expenses.

Hospital confinement for physiotherapy, hydrotherapy, coeseént care, or rest care.
Respite care.

Sanitarium, rest, @mustodial care

The plan excludes coverage for services that arésted as being covered.
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ARTICLE V -- PRESCRIPTION DRUG PLAN
Administered by Express Scripts

A. About Your Prescription Drug Benefits
All Prescription Drug benefits provided under tRiEn must satisfy some basic terms. The
following terms which may apply to your Plan’s biéseare commonly included in Prescription

Drug benefit plans but often overlooked or misustteyd.

1. Maintenance Medication

An extended-use medication for which there is a@mergency ongoing need.

2. Managed Formulary

A list of approved generic and brand-name presonmnd non-prescription drugs.

3. Mail Order Pharmacy

A pharmacy which has entered into an agreementtwélPlan Administrator to provide
covered mail order prescription drugs.

4. Participating Retail Pharmacy

A retail pharmacy which has entered into an agre¢math the Plan Administrator to
provide you covered prescription drugs.

5. Pharmacy Benefits Manager

A Pharmacy Benefits Manager (PBM) is a third patyninistrator selected to process
outpatient medication bills. The Pharmacy Bendfitsmager has been contracted to process
prescription drug claims from participating pharmeac The Pharmacy Benefits Manager
also develops and maintains the formulary.

6. Prescription Drug

A pharmaceutical substance approved by the UniteidSFood And Drug Administration

(USFDA) for the treatment of your condition andp#ieses in accordance with labeling
guidelines. A prescription drug requires a pregsimipin order to be sold to you, and the
label must bear the statement “Caution — Federal Baohibits Dispensing without a

Prescription.”
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7. Prior Authorization

A system whereby the prescribinghysician must contact the Corporate Pharmacy
Department for approval prior to the provision eftain prescription drugs covered under
the plan.

B. Prior Authorization

Your physicianis required to obtain prior authorization prior your purchase of certain
medications.

C. Pharmacy Dispensing Limitations

Prescriptions are covered for up to a thirty (38y dupply, or the equivalent for drugs that are
supplied in individual, unit packaging such as ael®and eye drops, or up to a ninety (90) day
supply for certain chronic conditions when authediby yourphysician Three (3) co-pays will
apply to the purchase of extended cycle oral coaptives.

The Plan reserves the right to impose additionppluimitations based on relevant medical
and/or scientific information available regardinigetcondition being treated and/or the
appropriate medical use of the medication.

Exception: Drugs allowed by New York State law to be dispensetdnety (90) or one hundred
eighty (180) day supply will be dispensed in aceoa with the regulation.

One co-pay will apply to each thirty (30) day sypg@lertain controlled substances and several
other prescribed medications may be subjecbtteer dispensing limitations and to the
professional judgment of the pharmacist.

D. Co-Payments

The co-payment amounts are as determined by tidndl school. Contact your individual
school district to obtain this information.

E. Covered Prescription Drugs
Prescriptions covered under your Plan includeraljslbearing the legend “Caution: Federal law
prohibits dispensing without a prescription” excegt identified in Prescription Drugs Not
Covered. In addition, the following are specifigalbvered by this Plan when accompanied by a
physician'sprescription:
1. Diabetic medications and supplies.

2. Non-insulin syringes.
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Contraceptive drugs and devices, which are ajgprby the Federal Drug Administration
(FDA) and require a prescription.

Smoking deterrents for those age 18 and over.

Prescribed, orally administered anticancer naain used to kill or slow the growth of
cancerous cells.

Prescription drugs as required under the Pafestection and Affordable Care Act.
Compounded medication of which at least onéndredient is a generic legend drug.

Any other drug which under the applicable siatemay only be dispensed upon the written
prescription of ghysicianor other lawful prescriber.

F. Prescription Drugs Not Covered

1.

2.

Non-legend drugs except as specifically mentianeCovered Prescription Drugs.

Charges for the administration or injection 0y drug.

Medication which is to be taken by or administeto an individual, in whole or in part,
while he or she is a patient in a licensex$pital rest home, sanitariunskilled nursing
facility, convalescenhospital nursing home or similar institution which opegtm its
premises or allows to be operated on its premisasilgty for dispensing pharmaceuticals.

The plan reserves the right to limit quantitesy supply, early Refill access and/or
duration of therapy for certain medications based/edical Necessity including
acceptable medical standards and/or FDA recommeguiédélines.

The plan reserves the right to deny benefitsoad/edically Necessary or experimental or
investigational for any drug prescribed or dispénsea manner contrary to standard
medical practice. If coverage is denied, you aéled to an Appeal.

The plan excludes coverage for prescriptions trehat listed as being covered.

G. Mail Order Prescription Drug Program

The mail order prescription drug program is offergtden there is an ongoing need for
medication. By using this service, you can obtaiespribed medication required on a non-
emergency, extended-use basis. The quantity addscpbed drug ordered through this program
can be anything up to a ninety (90) day supplyheraquivalent for drugs that are supplied in
individual, unit packaging such as aerosols anddegps.
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The law requires that pharmacies dispense the gxacitity prescribed by thghysician So, if
your physicianauthorizes the maximum order quantity, the pregoripnust be for a ninety (90)
day supply for you to receive that quantity. Foample, if you take one (1) tablet per day, your
physicianmust write a prescription for ninety (90) tabldfsyou take two (2) tablets per day,
your physicianmust write a prescription for one hundred and §i@h80) tablets, etc. If your
physicianauthorizes refills, these can be dispensed onlynwgair initial order is nearly
exhausted, so be sure to ask yglysicianto prescribe the normal supply, plus refills whesrev
appropriate.

There will be times when you need a new presciridileed immediately. If you need medication
immediately but will be taking it on an ongoing Isasask yourphysician for two (2)
prescriptions. The first prescription should beluprto a thirty (30) day supply that you can have
filled at a local pharmacy; the second prescripsibauld be for your ongoing need, which will
be dispensed in up to a ninety (90) day supplydSka larger prescription through the mail
service prescription drug program.
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ARTICLE VI -- COORDINATION OF BENEFITS (COB)

A. General Provisions

When more than one coverage exists, one plan nyrpays its benefits in full and the other
plan pays a reduced benefit. If this Plan is theary plan, it will consider benefits as if it were
the only plan. If this Plan is the secondary piamay make additional payment for covered
expenses after any applicable deductible, but tmlyring the cumulative total paid by both
plans combined to the amount that this Plan woalcetpaid if it were the only plan.

For example, assume your spouse's employer planneary for your dependent children's

expenses. If the expense is $150, a claim fordahmsunt must be submitted first with the

spouse's employer plan, which determines a beoie$if20 is payable. Next, a claim for the

$150 along with proof of payment of $120 from thp®sse's plan should be submitted for
payment under this Plan. The benefit under thig RI#l be determined as if it was the only

Plan. If the benefit under this Plan is $120 os le® additional benefit is payable. If the benefit
payable under this Plan is $135, an additionali$Y&ayable from this Plan.

B. Automobile Coverage
Benefits payable under this Plan will be coordidatéth benefits provided or required by any
no-fault automobile coverage statute, whether araneo-fault policy is in effect, and/or any
other automobile coverage. This Plan will be seeopdo any state mandated automobile
coverage for services and supplies eligible forsaberation under this Plan.

C. Federal Programs
The term "group health plan” includes the FederagmmsMedicareand Medicaid. The
regulations governing these programs take precedever the order of determination of this
Plan.

D. Order of Benefit Determination — Employee / Spose

When all other group health plans covering you angdur spouse contain a coordination of
benefits provision, order of payment will be asdals:

1. The plan covering a person as an active emphilebe primary over a plan covering the
same person as a dependent, a retiree, a laidetWidual or in some other capacity.

2. When a person is an active employee under rharedne (1) plan, the plan covering the
individual for the longer period of time will be msidered primary.

3. The plan covering a person as an employee epardient will be primary over the plan
providing continuation coverage (COBRA).
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E. Order of Benefit Determination — Children

The group health plan covering an individual asepethdent child of non-divorced or non-
separated parents will be primary according to whigrent has the earlier birth date (month and
day) in the year. If both parents have the samé biate, the plan covering the child for the
longer period of time will be primary.

If a child is covered by both parents’ plans, thegnts are separated or divorced, and there is
no court decree between the parents that establigiencial responsibility for the child’s
health care expenses:

* The plan of the parent who has custody will benpry;

» If the parent with custody has remarried, anddiéd is also covered as a child under the
step-parent’s plan, the plan of the parent withtaulys will pay first, the step-parent's plan
will pay second, and the plan of the parent witraugtody will pay third; and

» If a court decree between the parents says wpaknt is responsible for the child’s
health care expenses, then that parent’s plan beillprimary if that plan has actual
knowledge of the decree.

F. Order of Benefit Determination - Medicare

If you are entitled td/ledicarefor any reason but chose not to enroll uridedicareParts A and

B when entitled, this Plan will process your claiassthougiMedicareParts A and B had been
elected. If the Plan determines tN&dicarewould have been the primary payor, if enrolleds thi
plan will calculate the amount that TraditiomMédicareParts A and B would have paid and
coordinate benefits accordingly.

Many factors determine whether this PlarMmdicareis the secondary payor for you and your
spouse including the number of people employedduy gmployerand disablinglinessfor
which an individual is treated. This plan doesdistriminate againdfledicarebeneficiaries for
whom Medicareis the secondary payer. This Plan will not coortiiri@nefits for prescription
drugs for an individual enrolled inMedicareD plan. If you or your dependent enrolls in a
MedicareD plan, benefits available under this Prescripboag Plan will be terminated — such
termination may result in termination of all Plasverage.

If you are entitled tdMedicareand remain actively at work (for an employer whehploys
more than 20 employees) you or your spouse maysehtmoremain covered under this Plan
without reduction irMedicarebenefits or you may designdikedicareas the exclusive payor of
benefits. If you choosiledicareas the exclusive payor of benefits, coverage uhaePlan will
end. If you do not specifically choobtedicareas the exclusive payor of benefits, this Plan will
continue to be primary. If you are under age sfitg-(65) and your spouse is over age sixty-five
(65), he or she can make their own choice.
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G. Right To Make Payments To Other Organizations

Whenever payments which should have been madaesklin have been made by any other
plan(s), this Plan has the right to pay the otlem(s) any amount necessary to satisfy the terms
of this coordination of benefits provision.

Amounts paid will be considered benefits paid untes Plan and, to the extent of such
payments, the Plan will be fully released from &apility regarding the person for whom
payment was made.

ACSMHP:100116
50



ARTICLE VIl -- SUBROGATION

These paragraphs apply when another party (inauality insurer) is, or may be found to be,
responsible for your injury, illness or other cdrah and the plan has provided benefits related to
that injury, illness or condition. As permitted agplicable state law, unless preempted by federal
law, the plan may be subrogated to all rights obvery against any such party (including your
own insurance carrier) for the benefits the plas pr@vided to you under this plan. Subrogation
means that the plan has the right, independentypof to proceed directly against the other party
to recover the benefits that the plan has provided.

Subject to applicable state law, unless preempyddderal law, the plan may have a right of
reimbursement if you or anyone on your behalf nieepayment from any responsible party
(including your own insurance carrier) from anytlsetent, verdict or insurance proceeds, in
connection with an injury, illness, or conditiorr fwhich the plan provided benefits. Under
Section 5-335 of the New York General Obligatiomsv-the plans right of recovery does not
apply when a settlement is reached between a ffilant defendant, unless a statutory right of
reimbursement exists. The law also provides thlagn entering into a settlement, it is presumed
that you did not take any action against the plaviaate any contract between you and the plan.
The law presumes that the settlement between youh&nresponsible party does not include
compensation for the cost of health care servieew/hich the plan provided benefits.

The plan requests that you notify the plan withindays of the date when any notice is given to
any party, including an insurance company or aégyf your intention to pursue or investigate a
claim to recover damages or obtain compensatiortalirgury, illness or condition sustained by
you for which the plan has provided benefits. Ywuwst provide all information requested by the
plan or its representatives including, but not tedito, completing and submitting any applications
or other forms or statements as the plan may red#dpnrequest.
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ARTICLE VIl -- OTHER IMPORTANT PLAN PROVISIONS
A. Special Election For Employees Age Sixty-Five § And Over

If you remain actively at work after reaching apeysfive (65), you or your spouse may choose
to remain covered under this Plan without redudidviiedicarebenefits or designatdedicare

as the exclusive payor of benefifsyou choose to remain covered under this Plan, th Plan
will be the primary payor of benefits and Medicare will be secondary If you choose
Medicareas primary, coverage under this Plan will endoli go not specifically choose one of
the options, this Plan will continue to be primary.

If you are under age sixty-five (65) and your smoissover age sixty-five (65), he or she can
make their own choice.

B. Medicaid-Eligible Employees And Dependents

If you or your dependents are Medicaid-eligibley yall be entitled to the same coverage under
the Plan as all other employees and dependentaéiedits of this Plan will be primary to those
payable through Medicaid.

C. Recovery Of Overpayments

On occasion, a payment will be made to you whenarewnot covered, for a service that is not
covered, or which is more than is proper. Whes llaippens, the plan will explain the
problem to you and you must return the amount e@faverpayment to the plan within 60 days
after receiving notification from the plan. Howeythe plan shall not initiate overpayment
recovery efforts more than 24 months after theimaigpayment was made unless the plan has
a reasonable belief of fraud or other intentionedaonduct.

D. Right To Receive And Release Necessary Informati

The Plan may, without the consent of or noticerig jperson, release to or obtain from any
organization or person information needed to imgetrPlan provisions. When you request
benefits, you must furnish all the information reqd to implement Plan provisions. Failure to
provide requested information may result in deafdbenefits.

E. Blue Card Pricing Disclosure

When you obtain health care services from a pagtaig provider outside the geographic area
BlueCross BlueShield of Western New York serves a@mount you pay for covered services is
calculated on either:

* The billed charges for your covered services, or

* The negotiated price that the on-site BlueCrosgaari@lueShield Licensee (“Host Blue”)
passes on to us.
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Often, this “negotiated price” will consist of argile discount which reflects the actual price
considered by the Host Blue. But sometimes it isstimated price that factors into the actual
price, expected settlements, withholds, any otbatingent payments arrangements and non-
claims transactions with your health care provmewith a specified group of providers. The
negotiated price may also be billed charges redt@esflect an average expected savings with
your health care provider or with a specified grofiproviders. The price that reflects average
savings may result in greater variation (more ss)drom the actual price paid than will the
estimated price. The negotiated price will alscadpisted in the future to correct for over or
underestimation of past prices, however, the amgamipay is considered a final price.

Statutes in a small number of states may requeeHiist Blue to use a basis for calculating
Participant liability for covered services that da®ot reflect the entire savings realized, or
expected to be realized, on a particular claimoaadd a surcharge. Should any state statutes
mandate Participant liability calculation methoklattdiffer from the usual Blue Card method
noted above in paragraph one of this Exhibit ourega surcharge, BlueCross BlueShield of
Western New York would then calculate your liagilior any covered health care services in
accordance with the applicable state statute gce#t the time you received your care.

You will be entitled to benefits for health carevsees received by you either inside or outside
the geographic area BlueCross BlueShield of We$lem York serves, if this plan covers those
health care services. Due to variations in HoseBhedical practice protocols, you may also be
entitled to benefits for some health care servideained outside the geographic area BlueCross
BlueShield of Western New York serves, even thormghmight not otherwise have been entitled
to benefits if you had received those health careices inside the geographic area BlueCross
BlueShield of Western New York serves. But in ner@wvill you be entitled to benefits for
health care services, whenever you receive thencjwvehne specifically excluded or limited from
coverage by this plan.

F. Severability
The provisions of this Plan will be considered salike; therefore, if a provision is deemed

invalid or unenforceable, that decision will ndieat the validity and enforceability of the other
provisions of the Plan.
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ARTICLE IX -- CLAIM SUBMISSION PROCESS

A. Claims

A claim is a request that benefits or servicesrogiged or paid according to the terms of this
plan. When you receive services from a particigaprovider, you will not need to submit a
claim form. However, if you receive services franmon-participating provider either you or
the provider must file a claim form. If the nonfp@pating provider is not willing to file the
claim form, you will need to file it. See the Cdoration of Benefits section of this plan for
information on how the plan coordinates benefitmpagts when you also have group health
coverage with another plan.

B. Notice of Claim

Claims for services must include all informationsigmated by the claims processor as
necessary to process the claim, including, butinoted to: member identification number;
name; date of birth; date of service; type of seyvihe charge for each service; procedure
code for the service as applicable; diagnosis codele and address of the provider making
the charge; and supporting medical records, wheassary. A claim that fails to contain all
necessary information will not be accepted and nhbestresubmitted with all necessary
information. Claim forms are available by callitigg claim processor at the number on your
ID card. Completed claim forms should be senh®address on your ID card.

C. Timeframe for Filing Claims

Claims for services must be submitted to the claioctessor for payment within 12 months
after you receive the services for which paymertiagg requested. If it is not reasonably
possible to submit a claim within the 12-month péyiyou must submit it as soon as
reasonably possible. In no event, except in tiserde of legal capacity, may a claim be filed
more than one (1) year from the time the claim vegslired to be filed.

D. Claims for Prohibited Referrals

The claims processor is not required to pay anynclaill or other demand or request by a
provider for clinical laboratory services, pharmasgrvices, radiation therapy services,
physical therapy services or x-ray or imaging s&wifurnished pursuant to a referral
prohibited by Section 238-a(1) of the New York Ralblealth Law.

E. Claim Determinations

Our claim determination procedure applies to adlimk that do not relate to a medical
necessity or experimental or investigational debeaton. For example, the claim
determination procedure applies to contractual fietenials. If you disagree with the claim
determination, you may submit a Grievance purstaiihe Grievance Procedures section of
this plan.
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For a description of the Utilization Review proceskl and Appeal process for medical
necessity or experimental or investigational deteations, see the Ultilization Review and
External Appeal sections of this plan.

F. Pre-Service Claim Determinations

1. A pre-service claim is a request that a sergicgeatment be approved before it has been
received. If the claims processor has all the mBition necessary to make a
determination regarding a pre-service claim (eagcovered benefit determination), the
claims processor will make a determination and jpi®wotice to you (or your designee)
within 15 days from receipt of the claim.

If the claims processor needs additional infornmatitie claims processor will request it
within 15 days from receipt of the claim. You whlave 45 calendar days to submit the
information. If the claims processor receives itifermation within 45 days, the claims

processor will make a determination and provideceoto you (or your designee) in

writing, within 15 days of receipt of the informati. If all necessary information is not

received within 45 days, the claims processor wihke a determination within 15

calendar days of the end of the 45-day period.

2. Urgent Pre-Service Reviews. With respect tenrgre-service requests, if the claims
processor has all information necessary to mak&exrmination, the claims processor will
make a determination and provide notice to youy@ur designee) by telephone, within
72 hours of receipt of the request. Written notigk follow within three (3) calendar
days of the decision. If the claims processor semdditional information, the claims
processor will request it within 24 hours. You Iwhen have 48 hours to submit the
information. The claims processor will make a deieation and provide notice to you
(or your designee) by telephone within 48 hourthefearlier of receipt of the information
or the end of the 48-hour period. Written notigk f@llow within three (3) calendar days
of the decision.

G. Post-Service Claim Determinations

A post-service claim is a request for a serviceeatment that you have already received. If
the claims processor has all information neceskamake a determination regarding a post-
service claim, the claims processor will make aedwination and notify you (or your
designee) within 30 calendar days of the receighefclaim. If the claims processor needs
additional information, the claims processor watjuest it within 30 calendar days. You will
then have 45 calendar days to provide the infonatiThe claims processor will make a
determination and provide notice to you (or youwsigeee) in writing within 15 calendar days
of the earlier of the receipt of the informationtlbe end of the 45-day period.
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ARTICLE X — GRIEVANCE PROCEDURES
A. Grievances

The Grievance procedure applies to any issue natimg to a Medical Necessity or
experimental or investigational determination. Emample, it applies to contractual benefit
denials or issues or concerns you have regardiagatiministrative policies or access to
providers.

B. Filing a Grievance

You can contact the claims processor at the nuraberour ID card or in writing to file a
Grievance. You or your designee has up to 18(hdaledays from when you received the
decision you are asking for review to file the Garce.

When your Grievance is received, the claims prawegsdll mail an acknowledgment letter
within 15 business days. The acknowledgment lettiéirinclude the name, address, and
telephone number of the person handling your Griesa and indicate what additional
information, if any, must be provided.

The claims processor keeps all requests and disogssonfidential and will take no
discriminatory action because of your issue. Tlants processor has a process for both
standard and expedited Grievances, depending amatiiee of your inquiry.

C. Grievance Determination

Qualified personnel will review your Grievance, ibrit is a clinical matter, a licensed,
certified or registered health care professiondl ok into it. The claims processor will
decide the Grievance and notify you within thedaling timeframes:

Expedited/Urgent Grievances: By phone, within tlalier of 48 hours of receipt of all
necessary information or 72 hours of receipt of ryou
Grievance. Written notice will be provided withi2 hours
of receipt of your Grievance.

Pre-Service Grievances: In writing, within 15 calar days of receipt of your
(A request for a service or Grievance.

treatment that has not yet

been provided.)

Post-Service Grievances: In writing, within 30 calar days of receipt of your
(A claim for a service or Grievance.

treatment that has already

been provided.)
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All Other Grievances In writing, within 30 calendiays of receipt of your
(That are not in relation to Grievance.

a claim or request for a

service or treatment.)

D. Grievance Appeals

If you are not satisfied with the resolution of ydsrievance, you or your designee may file
an Appeal in writing. However, Urgent Appeals nieeyfiled by phone. You have up to 60
business days from receipt of the Grievance detetn to file an appeal.

When the claims processor receives your Appeal, dlaéms processor will mail an
acknowledgment letter within 15 business days. atdienowledgement letter will include the
name, address, and telephone number of the peesatlifg your Appeal and indicate what
additional information, if any, must be provided.

One or more qualified personnel at a higher lew@ntthe personnel that rendered the
Grievance determination will review it, or if it & clinical matter, a clinical peer reviewer
will look into it. The claims processor will deeidhe Appeal and notify you in writing
within the following timeframes:

Expedited/Urgent Grievances: The earlier of two 2siness days of receipt of all
necessary information or 72 hours of receipt of ryou
Appeal.

Pre-Service Grievances: 15 calendar days of reoénaiur Appeal.

(A request for a service or
treatment that has not yet
been provided.)

Post-Service Grievances: 30 calendar days ofpeoéiour Appeal.
(A claim for a service or

treatment that has already

been provided.)

All Other Grievances 30 calendar days of receiptoafr Appeal.
(That are not in relation to

a claim or request for a

service or treatment.)
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ARTICLE X1 — UTILIZATION REVIEW
A. Utilization Review

The claim processor reviews health services torchete whether the services are or were
Medically Necessary or experimental or investigaiq"Medically Necessary"). This
process is called Utilization Review. Utilizati®eview includes all review activities,
whether they take place prior to the service bemgormed (Preauthorization); when the
service is being performed (concurrent); or atberservice is performed (retrospective). If
you have any questions about the Utilization Reieocess, please call the number on your
ID card. The toll-free telephone number is avddadi least 40 hours a week with an after-
hours answering machine.

All determinations that services are not Medicalcessary will be made by: 1) licensed
physicians; or 2) licensed, certified, registeredredentialed health care professionals who
are in the same profession and same or similaiapeas the provider who typically manages
Your medical condition or disease or provides tealtt care service under review(; or 3) with
respect to substance use disorder treatment, &dgoisysicians or licensed, certified,
registered or credentialed health care professomhb specialize in behavioral health and
have experience in the delivery of substance usadier courses of treatment). The plan does
not compensate or provide financial incentivesmpleyees or reviewers for determining that
services are not Medically Necessary. The plardeasloped guidelines and protocols to
assist the claim processor in this process. Speagiidelines and protocols are available for
your review upon request. For more informatiorl, tte¢ number on your ID card.

B. Preauthorization Reviews

1. Non-Urgent Preauthorization Reviews. If therol@rocessor has all the information
necessary to make a determination regarding a ti@@ation review, The claim
processor will make a determination and providécedb you (or your designee) and your
provider, by telephone and in writing, within thri3 business days of receipt of the
request.

If the claim processor needs additional informatibie claim processor will request it
within three (3) business days. You or your previdill then have 45 calendar days to
submit the information. If the claim processoraiges the requested information within
45 days, the claim processor will make a deterronand provide notice to you (or your
designee) and your provider, by telephone and itingy within three (3) business days of
receipt of the information. If all necessary infa@tion is not received within 45 days, the
claim processor will make a determination withincetendar days of the end of the 45-
day period.

2. Urgent Preauthorization Reviews. With respeatrgent Preauthorization requests, if the
claim processor has all information necessary tken@adetermination, the claim processor
will make a determination and provide notice to youyour designee) and your provider,
by telephone, within 72 hours of receipt of theuest. Written notice will be provided
within three (3) business days of receipt of thouesst. If the claim processor needs
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additional information, the claim processor wilguest it within 24 hours. You or your
provider will then have 48 hours to submit the mifation. The claim processor will
make a determination and provide notice to yow¢ur designee) and your provider by
telephone within 48 hours of the earlier of thesiptof the information or the end of the
48 hour period and written notification will be prded within the earlier of three (3)
business days of receipt of the information oreh(® calendar days after the verbal
notification.

3. Court Ordered Treatment. With respect to reguies mental health and/or substance use
disorder services that have not yet been providlgdu (or your designee) certify, in a
format prescribed by the Superintendent of Findr&gavices, that you will be appearing,
or have appeared, before a court of competentjatien and may be subject to a court
order requiring such services, the claim procegslbmake a determination and provide
notice to you (or your designee) and your provigietelephone within 72 hours of receipt
of the request. Written notification will be proed within three (3) business days of
receipt of the request. Where feasible, the telaghand written notification will also be
provided to the court.

C. Concurrent Reviews

1. Non-Urgent Concurrent Reviews. Ultilization Ravidecisions for services during the
course of care (concurrent reviews) will be maae, @otice provided to you (or your
designee) and your provider, by telephone and itingr within one (1) business day of
receipt of all necessary information. If the clginocessor needs additional information,
the claim processor will request it within one fljsiness day. You or your Provider will
then have 45 calendar days to submit the informatWe will make a determination and
provide notice to you (or your designee) and yaorgler, by telephone and in writing,
within one (1) business day of receipt of the infation or, if the claim processor does not
receive the information, within 15 calendar dayshef end of the 45-day period.

2. Urgent Concurrent Reviews. For concurrent iggithat involve an extension of Urgent
Care, if the request for coverage is made at B&asiours prior to the expiration of a
previously approved treatment, the claim processibmake a determination and provide
notice to you (or your designee) and your provigietelephone within 24 hours of receipt
of the request. Written notice will be providedhim one (1) business day of receipt of
the request.

If the request for coverage is not made at leastd2#4s prior to the expiration of a
previously approved treatment and the claim praodsas all the information necessary to
make a determination, the claim processor will makietermination and provide written
notice to you (or your designee) and your providihin the earlier of 72 hours or one (1)
business day of receipt of the request. If tharcjarocessor needs additional information,
the claim processor will request it within 24 houdou or your provider will then have 48
hours to submit the information. The claim prooessgill make a determination and
provide written notice to you (or your designeell gour provider within the earlier of one
(1) business day or 48 hours of receipt of thermfion or, if we do not receive the
information, within 48 hours of the end of the 4&4h period.
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3. Home Health Care Reviews. After receiving auesq for coverage of home care services
following an inpatient hospital admission, the eigrocessor will make a determination
and provide notice to you (or your designee) anat ywovider, by telephone and in
writing, within one (1) business day of receiptloé necessary information. If the day
following the request falls on a weekend or holidég claim processor will make a
determination and provide notice to you (or yowigeee) and your provider within 72
hours of receipt of the necessary information. Yiie claim processor receives a request
for home care services and all necessary informatitor to your discharge from an
inpatient hospital admission, the claim processtimaet deny coverage for home care
services while the decision on the request is pendi

4. Inpatient Substance Use Disorder Treatment Revidf a request for inpatient substance
use disorder treatment is submitted to the claiocgssor at least 24 hours prior to
discharge from an inpatient substance use disdtrelgiment admission, the claim
processor will make a determination within 24 haafrseceipt of the request and the claim
processor will provide coverage for the inpatiartistance use disorder treatment while
the determination is pending.

D. Retrospective Reviews

If the claim processor has all information necessamake a determination regarding a
retrospective claim, the claim processor will makdetermination and notify you and your
provider within 30 calendar days of the receipthaf request. If the claim processor needs
additional information, the claim processor wilguest it within 30 calendar days. You or
your provider will then have 45 calendar days tovpie the information. We will make a
determination and provide notice to you and yoowfter in writing within 15 calendar days
of the earlier of receipt of the information or thed of the 45-day period.

Once the claim processor has all the informatiomaie a decision, the claim processors
failure to make a Utilization Review determinatiithin the applicable time frames set forth
above will be deemed an adverse determination sutgjen internal Appeal.

E. Retrospective Review of Preauthorized Services

The claim processor may only reverse a preauthbtizatment, service or procedure on
retrospective review when:

» The relevant medical information presented todlaems processor upon retrospective
review is materially different from the informatigmesented during the Preauthorization
review;

* The relevant medical information presented todlaém processor upon retrospective
review existed at the time of the Preauthorizaiohwas withheld or not made available
to the claim processor;

» The claim processor was not aware of the existefisuch information at the time of the
Preauthorization review; and

* Had the claim processor been aware of such irdtom, the treatment, service or
procedure being requested would not have been @zegdo The determination is made
using the same specific standards, criteria orgmores as used during the
Preauthorization review.
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F.

Reconsideration.

If the claim processor did not attempt to consuthwour provider who recommended the
covered service before making an adverse determimadhe provider may request
reconsideration by the same clinical peer reviemles made the adverse determination or a
designated clinical peer reviewer if the originiahical peer reviewer is unavailable. For
Preauthorization and concurrent reviews, the raderation will take place within one (1)
business day of the request for reconsideratibtheladverse determination is upheld, a
notice of adverse determination will be given ta ymd your provider, by telephone and in
writing.

Utilization Review Internal Appeals

You, your designee, and, in retrospective reviesesayour provider, may request an
internal Appeal of an adverse determination, eibdyephone or in writing.

You have up to 180 calendar days after you reasitiee of the adverse determination to
file an Appeal. The claim processor will acknovged/our request for an internal Appeal
within 15 calendar days of receipt. This acknowlaént will, if necessary, inform you of
any additional information needed before a decismmbe made. A clinical peer reviewer
who is a physician or a health care professiontiénsame or similar specialty as the
provider who typically manages the disease or ¢ardat issue and who is not subordinate
to the clinical peer reviewer who made the initid’erse determination will perform the
Appeal.

1. Out-of-Network Service Denial. You also have tight to Appeal the denial of a
Preauthorization request for an out-of-network thesé¢rvice when the claim processor
determines that the out-of-network health serngceat materially different from an
available in-network health service. A denial ofaut-of-network health service is a
service provided by a Non-Participating Providert, enly when the service is not
available from a participating provider. You ax eligible for a Utilization Review
Appeal if the service you request is available frarticipating Provider, even if the
Non-Participating Provider has more experiencaagmbsing or treating your condition.
(Such an Appeal will be treated as a Grievancer) aFUtilization Review Appeal of
denial of an out-of-network health service, yoyour designee must submit:

* A written statement from your attending physi¢iasmo must be a licensed, board-
certified or board-eligible physician qualifiedpeactice in the specialty area of
practice appropriate to treat your condition, thatrequested out-of-network health
service is materially different from the alternhtslth service available from a
Participating Provider that the claim processomrapgd to treat your condition; and

* Two (2) documents from the available medical agiéntific evidence that the out-
of-network service: 1) is likely to be more clially beneficial to you than the
alternate in-network service; and 2) that the aslveisk of the out-of-network
service would likely not be substantially increasedr the in-network health
service.
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2. Out-of-Network Referral Denial. You also have tight to Appeal the denial of a
request for a Referral to a Non-Patrticipating Piteviwhen the claim processor
determines that they have a Participating Prowdtr the appropriate training and
experience to meet your particular health care sigdw is able to provide the requested
health care service. For a Utilization Review Adpdaan out-of-network referral denial,
you or your designee must submit a written staterftem your attending Physician,
who must be a licensed, board-certified or boaigikde Physician qualified to practice
in the specialty area of practice appropriateeaattyour condition:

* That the Participating Provider recommended leydlaims processor does not have
the appropriate training and experience to meet gatticular health care needs for
the health care service; and

« Recommending a Non-Patrticipating Provider with #dppropriate training and
experience to meet your particular health care sigdw is able to provide the
requested health care service.

H. First Level Appeal

1. Preauthorization Appeal. If your Appeal relatea Preauthorization request, the claim
processor will decide the Appeal within 15 calendiays of receipt of the Appeal request.
Written notice of the determination will be proviti® you (or your designee), and where
appropriate, your provider, within two (2) businésys after the determination is made,
but no later than 15 calendar days after receifft@®ppeal request.

2. Retrospective Appeal. If your Appeal relatesa tretrospective claim, the claim processor
will decide the Appeal within 30 calendar daysedeipt of the Appeal request. Written
notice of the determination will be provided to y@u your designee), and where
appropriate, your provider, within two (2) businésys after the determination is made,
but no later than 30 calendar days after receifft@®ppeal request.

3. Expedited Appeal. An Appeal of a review of ¢oned or extended health care services,
additional services rendered in the course of ool treatment, home health care
services following discharge from an inpatient hiz@dmission, services in which a
provider requests an immediate review, mental healt/or substance use disorder
services that may be subject to a court orderngrogher urgent matter will be handled on
an expedited basis. An expedited Appeal is nataa for retrospective reviews. For an
expedited Appeal, your provider will have reasopadicess to the clinical peer reviewer
assigned to the Appeal within one (1) businessadiagceipt of the request for an Appeal.
Your provider and a clinical peer reviewer may exuie information by telephone or fax.
An expedited Appeal will be determined within thegler of 72 hours of receipt of the
Appeal or two (2) business days of receipt of tifermation necessary to conduct the
Appeal.

If you are not satisfied with the resolution of yaxpedited Appeal, you may file a

standard internal Appeal or an external appeal.
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The claim processors failure to render a deternanaif your Appeal within 60 calendar
days of receipt of the necessary information fetaadard Appeal or within two (2)
business days of receipt of the necessary infoamdtir an expedited Appeal will be
deemed a reversal of the initial adverse deternoinat

4. Substance Use Appeal. If the claim processoiedea request for inpatient substance use
disorder treatment that was submitted at leasto2ddhprior to discharge from an inpatient
admission, and you or your provider file an expedlinternal Appeal of an adverse
determination, the claim processor will decide Appeal within 24 hours of receipt of the
Appeal request. If you or your provider file thgedited internal Appeal and an
expedited external appeal within 24 hours of raogfigan adverse determination, the claim
processor will also provide coverage for the ingratsubstance use disorder treatment
while a determination on the internal Appeal antemal appeal is pending.
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ARTICLE XIl — EXTERNAL APPEAL
A. Your Right to an External Appeal

In some cases, you have a right to an externalehba denial of coverage. If the claim
processor has denied coverage on the basis tkatiaesis not Medically Necessary

(including appropriateness, health care settingllef care or effectiveness of a covered
benefit); or is an experimental or investigatiomahtment (including clinical trials and
treatments for rare diseases); or is an out-of-odt\reatment, you or your representative may
appeal that decision to an External Appeal Agamindependent third party certified by the
State to conduct these appeals.

In order for you to be eligible for an external appyou must meet the following two (2)
requirements:

» The service, procedure, or treatment must ottsernlve a covered service under this plan;
and

* In general, you must have received a final advdetermination through the internal
Appeal process. But, you can file an external appeen though you have not received a
final adverse determination through the internapéad process if:

o0 The claim processor agrees in writing to waiveitiiernal Appeal. The claim
processor is not required to agree to your reqoestive the internal Appeal; or

0 You file an external appeal at the same timeoasapply for an expedited internal
Appeal; or

o0 The claim processor fails to adhere to UtilizatRReview claim processing
requirements (other than a minor violation thataslikely to cause prejudice or harm
to you, and the claim processor demonstrates hieatiblation was for good cause or
due to matters beyond their control and the violabccurred during an ongoing, good
faith exchange of information between you and taarcprocessor).

B. Your Right to Appeal a Determination that a Senice is Not Medically Necessary

If the claim processor has denied coverage ondBes bhat the service is not Medically
Necessary you may appeal to an External Appeal ijgau meet the requirements for an
external appeal in paragraph “A” above.

C. Your Right to Appeal a Determination that a Senice is Experimental or Investigational

If the claim processor has denied coverage ondleslthat the service is an experimental or
investigational treatment (including clinical tgadnd treatments for rare diseases), you must
satisfy the two (2) requirements for an externglesgh in paragraph “A” above and your
attending Physician must certify that your condiitar disease is one for which:

1. Standard health services are ineffective or oadlgiinappropriate; or

2. There does not exist a more beneficial stanslangdce or procedure covered by the plan;
or

3. There exists a clinical trial or rare diseasatiment (as defined by law).
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In addition, your attending Physician must havenmmended one (1) of the following:

1. A service, procedure or treatment that two (@uwinents from available medical and
scientific evidence indicate is likely to be moemkficial to you than any standard covered
service (only certain documents will be consideresupport of this recommendation —
your attending physician should contact the Statedirrent information as to what
documents will be considered or acceptable); or

A clinical trial for which you are eligible (onkertain clinical trials can be considered); or
A rare disease treatment for which your atteggbinysician certifies that there is no
standard treatment that is likely to be more cafticbeneficial to you than the requested
service, the requested service is likely to benlit in the treatment of your rare disease,
and such benefit outweighs the risk of the servioeaddition, your attending physician
must certify that your condition is a rare disets is currently or was previously subject
to a research study by the National Institutes @hlth Rare Disease Clinical Research
Network or that it affects fewer than 200,000 U&aidents per year.

wn

For purposes of this section, your attending phgsimust be a licensed, board-certified or
board eligible physician qualified to practice e tarea appropriate to treat your condition or
disease. In addition, for a rare disease treatniemtattending physician may not be your
treating physician.

D. Your Right to Appeal a Determination that a Serice is Out-of-Network

If We have denied coverage of an out-of-networkttreent because it is not materially
different than the health service available in-reetty You may appeal to an External Appeal
Agent if you meet the two (2) requirements for atemal appeal in paragraph “A” above, and
you have requested Preauthorization for the outedfvork treatment.

In addition, your attending Physician must certifgt the out-of-network service is materially
different from the alternate recommended in-netww&lth service, and

based on two (2) documents from available medicdlszientific evidence, is likely to

be more clinically beneficial than the alternaten@gtwork treatment and that the

adverse risk of the requested health service wikétly not be substantially increased

over the alternate in-network health service.

For purposes of this section, your attending phgsimust be a licensed, board
certified or board eligible physician qualifiedgeactice in the specialty area appropriate
to treat you for the health service.

E. Your Right to Appeal an Out-of-Network Referral Denial to a Non-Participating
Provider

If the claim processor has denied coverage of aegior a Referral to a Non-Participating
Provider because they determine they have a Rmtiog Provider with the appropriate
training and experience to meet your particulaifthemare needs who is able to provide the
requested health care service, you may appeal Ex@mnal Appeal Agent if you meet the
two (2) requirements for an external appeal in graph “A” above.
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In addition, your attending Physician must: certtigt the Participating Provider
recommended by the claim processor does not havapibropriate training and experience to
meet your particular health care needs; and recardraéNon-Participating Provider with the
appropriate training and experience to meet yourquéar health care needs who is able to
provide the requested health care service.

For purposes of this section, your attending Pligsimust be a licensed, board
certified or board eligible Physician qualifiedgractice in the specialty area appropriate
to treat you for the health service.

F. The External Appeal Process

You have four (4) months from receipt of a finaVexse determination or from receipt of a
waiver of the internal Appeal process to file atten request for an external appeal. If you
are filing an external appeal based on the failor@dhere to claim processing requirements,
you have four (4) months from such failure to &levritten request for an external appeal.

The claim processor will provide an external apgxgilication with the final adverse
determination issued through the internal Appeatess or the written waiver of an internal
Appeal. You can submit additional documentatiothwbour external appeal request. If the
External Appeal Agent determines that the infororagjou submit represents a material
change from the information on which the claim gssor based the denial, the External
Appeal Agent will share this information with thiaien processor in order for the claim
processor to exercise he right to reconsider thesirsion. If the claim processor chooses to
exercise this right, the claim processor will hétwee (3) business days to amend or confirm
their decision. Please note that in the case exaedited external appeal (described below),
the claim processor does not have a right to redenthe claim processors decision.

In general, the External Appeal Agent must makeasibn within 30 days of receipt of your
completed application. The External Appeal Ageaymequest additional information from
you, your Physician, or the claim processor. & Hxternal Appeal Agent requests additional
information, it will have five (5) additional busss days to make its decision. The External
Appeal Agent must notify you in writing of its demn within two (2) business days.

If your attending physician certifies that a deliayroviding the service that has been denied
poses an imminent or serious threat to your heattlf;your attending physician certifies that
the standard external appeal time frame would gskygeopardize your life, health or ability
to regain maximum function; or if you received Egeicy Services and have not been
discharged from a facility and the denial conceim&dmission, availability of care, or
continued stay, you may request an expedited etappeal. In that case, the External
Appeal Agent must make a decision within 72 hodir®oceipt of your completed application.
Immediately after reaching a decision, the ExteAmgleal Agent must notify you and the
claim processor by telephone or facsimile of tretision. The External Appeal Agent must
also notify you in writing of its decision.

If the External Appeal Agent overturns the decidioatt a service is not Medically Necessary
or approves coverage of an experimental or invastigal treatment or an out-of-network
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treatment, the claim processor will provide coveragbject to the other terms and conditions
of this plan. Please note that if the External égdpAgent approves coverage of an
experimental or investigational treatment thatag pf a clinical trial, the plan will only cover
the cost of services required to provide treatn@ybu according to the design of the trial.
The plan will not be responsible for the costsneistigational drugs or devices, the costs of
non-health care services, the costs of managingeearch, or costs that would not be
covered under this plan for non-investigationahtingents provided in the clinical trial.

The External Appeal Agent’s decision is bindingbmth you and the plan. The External
Appeal Agent’s decision is admissible in any cqudceeding.

G. Your Responsibilities

It is your responsibility to start the external appprocessyou may start the external appeal
process by filing a completed application with New York State Department of Financial
Services. You may appoint a representative teagsu with your application; however, the
Department of Financial Services may contact yalraguest that you confirm in writing that
you have appointed the representative.

Under New York State law, your completed requestkiernal appeal must be filed within
four (4) months of either the date upon which yecerve a final adverse determination, or the
date upon which you receive a written waiver of anigrnal Appeal, or the claim processors
failure to adhere to claim processing requirements.
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ARTICLE XIII -- FAMILY AND MEDICAL LEAVE ACTOF199 3
A. Coverage

If you are covered under the Plan and are eligiean unpaid family or medical leave of
absence as provided under the Family and Medicale &ct of 1993 (FMLA), your coverage
may continue for a period of up to twelve (12) weak any twelve (12) consecutive month
period. The FMLA requires any employer with fif§Q) or more employees, as defined by the
Act, to maintain health coverage for an employeendua period of eligible leave at the same
level and under the same conditions coverage wioale been provided if the employee had
remained a member of the eligible group and covenelgr the Plan. You are considered eligible
for FMLA leave if you have been employed by émeployeffor at least twelve (12) months, and
have performed at least 1,250 hours of service thidlemployerin the twelve (12) months
immediately preceding the start of the leave.

B. Reasons for FMLA Leave

You may continue to be covered under the Plan damapproved FMLA leave for one or more
of the following reasons:

[ —

. The birth of a son or daughter, in order to ¢arehat son or daughter.
2. The placement of a son or daughter with yowattoption or foster care.

3. In order to care for your spouse, son, daugbtgrarent who has a serious health condition
unrelated to service in the line-of-duty in the AsainForces of the United States.

4. Because of a serious health condition that mgiesinable to perform the functions of your
position.

5. In order to care for a member of the United&t@trmed Forces, including a member of the
National Guard or Reserves. Military caregiver kaway be approved if it meets the
following criteria:

a. You are the spouse or the next-of-kin (the re¢dmeod relative of that individual) of a
member of the Armed Forces who suffered a serimess or injury in the line-of-duty
while on active duty, and

b. The Armed Forces member is undergoing medieatriment, recuperation, or therapy; is
otherwise in outpatient status; or is otherwis¢hertemporary disability retired list and
is medically unfit to perform the duties of the nimaris office, grade, rank, or rating.

6. A qualifying exigencylue to your spouse, son, daughter, or parent’'seadtity status, or

notification of an impending call to active dutgtsts, in support of a contingency operation.
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C. Serious Health Condition

For the purposes of Subsections 3. and 4., a sehiealth condition is defined as #iness
injury, impairment, or physical or mental condition tiratolves any period of incapacity or
treatment as anpatientin ahospital hospice, or residential medical care facilityy pariod of
incapacity requiring absence from work, schoolothrer regular daily activities of more than
three (3) calendar days that also involves contigntieatment by or under the supervision of a
health care provideror continuing treatment by or under the supeovisof ahealth care
provider for a chronic or long-term health condition thatrisurable or so serious that, if not
treated, would likely result in a period of incaipof more than three (3) calendar days; and for
prenatal care. Aealth care providemeans a doctor of medicine or osteopathy who resized

to practice medicine aurgery(as appropriate) by the state in which the doctactxes or
others capable of providing health care servicasefined by the Act.

D. Amount Of Leave

When an FMLA leave is taken in order to care farngpouse, son, daughter, or parent who has
sustained a serious line-of-duty related healthditmm during service in the United States
Armed Forces you may continue to be covered fdougenty-six (26) weeks in a single twelve
(12) consecutive month period. Any other approveldLA leave is limited to twelve (12) weeks

in any twelve (12) consecutive month period.

If you and your spouse are both employed bethployethe aggregate amount of FMLA leave
may not exceed the maximum period described alvoary twelve (12) consecutive months if
such leave is taken for the birth of a son or deargthe placement of a son or daughter with you
for adoption or foster care, or in order to canead@arent who has a serious health condition.
Your entitlement to leave for a birth or placemfeniadoption or foster care concludes at the end
of the twelve (12) month period beginning on theedz the birth or placement.

E. Reduced Leave Schedule

Reduced leave schedule means a leave scheduleethaes the usual number of hours per
week, or per day, that you are employed. Approease taken for reasons stated in Subsections
1. and 2. above cannot be taken intermittentlyna ceduced leave schedule unlesethployer
and you agree otherwise. Approved leave describ&libsections 3. through 6. may be taken
intermittently or on a reduced leave schedule whedically necessary

F. Documentation And Procedures

The employermay require that leave taken for reasons staté&llysections 3., 4., and 5 be
supported by a certification letter issued by tteatinghealth care provideras appropriate.
Military caregiver leave may require supportingtiéeation from, or on behalf of the United
States Department of Defense. If the validity @& tertification is doubted, theemployercan
request that you obtain a second opinion, atthployer'sxpense, from health care provider
designated by themployer If both certification letters are in conflict,gemployercan request
that you obtain, at themployer'sxpense, a third opinion from a provider jointlyeapved by
you and theemployer The opinion of the third provider is binding.
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You must notify theemployerof your intention to take a FMLA leave at leastth(30) days
prior to the date the leave is to begin unless pmve that the need for the leave was not
reasonably foreseeable. Témmployemay require you to substitute any existing paisideauch

as vacation leave, personal leave, or family leBweany part of the unpaid FMLA leave.

Coverage will be continued during a FMLA leave la¢ tsame level and under the same
conditions that coverage would have been provitigali had remained a member of the eligible
group and covered under the Plan. Such continuateynbe combined with any time allowed
under the Extension of Coverage section of the flacoverage continuation in the event of a
leave of absence or disability. If teenployerprovides a new health care plan of benefits, or
changes health benefits or plans while you areeand, you are entitled to the new or changed
plan or benefits to the same extent as if you weteon leave. You will not be subject to the
waiting periodor thepre-existing conditiofimitation when restored to active service with the
employeregardless of whether or not you chose to retaattthneoverage during FMLA leave.
The employerreserves the right to deny restoration to certaighlp Compensated or Key
Employees as determined by the conditions definegte Act.

You must continue to make any required contributiorthe Plan in order for coverage to
continue. Themployer'bligation to maintain health coverage under FMé#e will cease if
your contribution is more than thirty (30) days altee. Failure to make the required contribution
to the Plan will terminate coverage at the endhefderiod for which you made the last required
contribution.

Further, failure to return from FMLA leave for reas other than the continuation, recurrence, or
onset of a serious health condition that entitastp leave under FMLA, or other circumstances
beyond your control, may result in the recoverythemployer of any contributions made by
the employertoward the continuation of your coverage. When fauto return from FMLA
leave because of the continuation, recurrencensetoof a serious health condition, thereby
precluding theemployerfrom recovering any contribution made toward camition of
coverage, themployemay require a certification letter issued by ybaalth care provideor

the health care provideof your son, daughter, spouse or parent, as apptepverifying the
medical necessitior continued leave. The certification letter mhstsubmitted within thirty
(30) days of themployer'sequest.

The amount that themployemay recover is limited to only tremployer'share of allowable
contributions as would be calculated under COBRAt@wiation of Benefits excluding the two
(2) percent fee for administrative costs. Engployemay not recover any contributions for any
period of FMLA leave covered by paid leave. The kEyge who returns to active service for at
least thirty (30) calendar days is considered teeHeeturned to work."

The above is in compliance with the Family and Meablieave Act of 1993, as amended, and the
same as may be further amended from time to time.
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ARTICLE XIV -- COBRA CONTINUATION OF BENEFITS
(Consolidated Omnibus Budget Reconciliation Act)

A. Definitions

For purposes of this Continuation Coverage UndeBR®provision, the following definitions
apply:

1. “COBRA’” means the Consolidated Omnibus BudBeiconciliation Act of 1985, as
amended.

2. “Code” means the Internal Revenue Code of 188&mended.

3. “Continuation Coverage” means the Group Healtn Roverage elected by a Qualified
Beneficiary under COBRA.

4. “Covered Employee” means an individual who iswas) provided coverage under a group
health plan by virtue of the performance of serwiog the individual for 1 or more persons
maintaining the plan, subject to the provisions g$etth in ARTICLE | —
ELIGIBILITY AND PARTICIPATION . This definition is expansive and includes
retirees, independent contractors, self-employesigns and partners of a partnership.

5. “Group Health Plan” means a plan (including i&issured plan) of, or contributed by, an
employer (including a self-employed person) or exyg organization to provide health care
(directly or otherwise) to employees, former empkes;, the employer, other associated or
formerly associated with the employer in a busimeksgtionship, or their families.

6. “Qualified Beneficiary” means:

a. ACovered Employee whose employment terminatasi(than for gross misconduct) or
whose hours are reduced, rendering him ineligitecdverage under the Plan;

b. Acovered spouse or dependent who becomesleligitcoverage under the Plan due to
a Qualifying Event, as defined below; or

c. Anewborn or newly adopted child of a Coveredpfryee who is continuing coverage
under COBRA.

7. “Qualifying Event” means the following eventsiali but for Continuation Coverage, would
result in the loss of coverage of a Qualified Begiafy:

a. Termination of a Covered Employee’s employmetitdr than for gross misconduct) or
reduction in his hours of employment;

b. The death of the Covered Employee;
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c. The divorce or legal separation of the CoveregblByee from his spouse;

d. Achild ceasing to be eligible as a dependeitd cimder the terms of the Group Health
Plan; or

e. Youremployerfiling a Chapter 11 bankruptcy petition. Coveragayncontinue for
covered retirees and/or their dependents if coeemmls or is substantially reduced
within one year before or after the initial filiigr bankruptcy.

8. “Totally Disabled” or “Total Disability” meansotally Disabled as determined under Title Il
or Title XVI of the Social Security Act.

B. Right To Elect Continuation Coverage
If a Qualified Beneficiary loses coverage under@neup Health Plan due to a Qualifying Event,
he may elect to continue coverage under the GraaitiHPlan in accordance with COBRA upon
payment of the monthly contribution specified frtime to time by the Company. A Qualified
Beneficiary must elect the coverage within the @9-deriod beginning on the later of:
1. The date of the Qualifying Event; or
2. The date he was notified of his right to contimoverage.

C. Notification Of Qualifying Event
If the Qualifying Event is divorce, legal separatiar a dependent child’s ineligibility under a
Group Health Plan, the Qualified Beneficiary mustifiy the Company of the Qualifying Event
within 60 days of the event in order for coveragedantinue. You must report the Qualifying
Event to the Plan Administrator in writing. Thetstaent must include:
1. Your name;
2. Your identification number;
3. The dependent’s name;
4. The dependent’s last known address;
5. The date of the Qualifying Event; and
6. A description of the event.
In the case of a request for extension of the COPBRAod as a result of a finding of disability
by the Social Security Administration, you mustoasibmit the disability determination. In

addition, a Totally Disabled Qualified Beneficianust notify the Company in accordance with
the section below entitled “Total Disability” inaer for coverage to continue.
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Failure to provide such notice(s) will result itoas of COBRA entitlement hereunder.

D. Length Of Continuation Coverage

1. A Qualified Beneficiary who loses coverage duéhe reduction in hours or termination of
employment (other than for gross misconduct) of avefed Employee may continue
coverage under the Group Health Plan for up to @Bths from the date of the Qualifying
Event.

If you are eligible for New York State continuatiooverage, your coverage may continue for
a total of 36 months.

2. AQualified Beneficiary who loses coverage duthe Covered employee’s death, divorce, or
legal separation, and dependent children who haeerbe ineligible for coverage may
continue coverage under the Group Health Plan fjoiou36 months from the date of the
Qualifying Event.

E. Total Disability

1. Inthe case of a Qualified Beneficiary who isedmined under Title Il or XVI of the Social
Security Act (hereinafter the “Act”) to have beeotdlly Disabled within 60 days of a
Qualifying Event (if the Qualifying Event is ternaition of employment or reduction in
hours), that Qualified Beneficiary may continue@age (including coverage for dependents
who were covered under the Continuation Coveraged fotal of 29 months as long as the
Qualified Beneficiary notifies themployer

a. Prior to the end of 18 months of Continuatiovéage that he was disabled as of the
date of the Qualifying Event; and

b. Within 60 days of the determination of Total &bdity under the Act.

If you are eligible for New York State continuatiooverage, your coverage may continue for
a total of 36 months.

2. Theemployemill charge the Qualified Beneficiary an increapeemium for Continuation
Coverage extended beyond 18 months pursuant tsehisn.

3. If during the period of extended coverage fotalTd®isability (Continuation Coverage
months 19-29) a Qualified Beneficiary is determiteetle no longer Totally Disabled under
the Act:

a. The Qualified Beneficiary shall notify teenployeiof this determination within 30 days;
and

b. Continuation Coverage shall terminate the lagtaf the month following 30 days from
the date of the final determination under the Agttthe Qualified Beneficiary is no
longer Totally Disabled.
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F. Coordination Of Benefits

Benefits will be coordinated with any federal prergr, automobile coverage or group health plan
in accordance with the provisions described inAthiele entitled - Coordination of Benefits.

G. Termination Of Continuation Coverage

Continuation Coverage will automatically end eartlean the applicable 18, 29, or 36-month
period for a Qualified Beneficiary if:

1. The required monthly contribution for coveragaot received by the Company within 30
days following the date it is due;

2. The Qualified Beneficiary becomes covered uratey other Group Health Plan as an
employee or otherwise.

3. For Totally Disabled Qualified Beneficiaries toning coverage for up to 29 months, the
last day of the month coincident with or followir8p days from the date of a final
determination by the Social Security Administratibat such beneficiary is no longer Totally
Disabled;

4. The Qualified Beneficiary becomes entitledviedicarebenefits; or
5. The Company ceases to offer any Group HealthsPla
H. Multiple Qualifying Events

If a Qualified Beneficiary is continuing coveragaedto a Qualifying Event for which the
maximum Continuation Coverage is 18 or 29 monthd, @ second Qualifying Event occurs
during the 18- or 29- month period, the QualifieehBficiary may elect, in accordance with the
section entitled “Right To Elect Continuation Caage”, to continue coverage under the Group
Health Plan for up to 36 months from the date effttst Qualifying Event.

I. Continuation Coverage

The Continuation Coverage elected by a Qualifieddieiary is subject to all of the terms,
conditions, limitations and exclusions which arplagable to the Group Health Plan offered to
similarly situated Covered Employees and their ddpats. The Continuation Coverage is also
subject to the rules and regulations under COBRBOBRA permits Qualified Beneficiaries to
add dependents for Continuation Coverage, suchndemés must meet the definition of
dependent under the Group Health Plan.
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J. Carryover Of Deductibles And Plan Maximums

If Continuation Coverage under the Group HealtmR$aelected by a Qualified Beneficiary
under COBRA, expenses already credited to the $pplicable deductible and co-payment
features for the year will be carried forward ittie Continuation Coverage elected for that year.

Similarly, amounts applied toward any maximum payteeunder the Plan will be carried
forward into the Continuation Coverage. Coveragk mat be continued for any benefits for
which Plan maximums have been reached.

K. Payment Of Premium

1. The Group Health Plan will determine the amoohtpremium to be charged for
Continuation Coverage for any period, which will deeasonable estimate of the cost of
providing coverage for such period for similarlyusited individuals, determined on an
actuarial basis and considering such factors aSéeeetary of Labor may prescribe.

a. The Group Health Plan may require a QualifieddBieiary to pay a contribution for
coverage that does not exceed 102 percent of iealple premium for that period.

b. For Qualified Beneficiaries whose coverage igticmed pursuant to the section entitled
“Total Disability” of this provision, the Group Heh Plan may require the Qualified
Beneficiary to pay a contribution for coverage taés not exceed 150 percent of the
applicable premium for Continuation Coverage mod®9.

c. Contributions for coverage may, at the electibthe Qualified Beneficiary, be paid in
monthly installments.

2. If Continuation Coverage is elected, the montiolytribution for coverage for those months
up to and including the month in which electiomiade must be made within 60 days of the
date of election.

3. Without further notice from the Company, the (Jigal Beneficiary must pay each following
monthly contribution for coverage by the first dzythe month for which coverage is to be
effective. If payment is not received by the Compwaiithin 30 days of the payment’s due
date, Continuation Coverage will terminate in adaoice with the section entitled
“Termination of Continuation Coverage”, subsectforThis 30-day grace period does not
apply to the first contribution required under setion B.

4. No claim will be payable under this provisiom &my period for which the contribution for
coverage is not received from or on behalf of thal@fied Beneficiary.
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ARTICLE XV -- PROTECTED HEALTH INFORMATION

This Employee Benefit Plan collects and maintaigeeat deal of personal health information about
you and your enrolled dependents. Federal HIPAAlegmns on privacy and confidentiality limit
how an Employee Health Plan and&n Administratormay use and disclose this information.
This Article describes provisions that protectphigacy and confidentiality of your personal health
information and complies with applicable federat.la

A. Definitions

For purposes of this Article, the following terntsll have the meaning set forth below unless
otherwise provided by the Plan:

1.

“Electronic Protected Health Information” medastected Health Information that is
transmitted or maintained in any electronic media.

“HIPAA” means the Health Insurance PortabilitydaAccountability Act of 1996, as
amended.

“Member” means a covered employee or the covadependents of a covered employee.

. “Plan Sponsdris Allegany — Cattaraugus Schools.

“Plan” is Allegany — Cattaraugus Schools He&lan.

“Plan Documents” means the group health plasv&ming documents and instruments (i.e.,
the documents under which the group health plan esgblished and is maintained),
including but not limited to the Allegany — Cattagais Schools Health Plan Document.

“Protected Health Information” means informatibat is created or received by the Plan and
relates to the past, present, or future physicalemtal health or condition of a member; the
provision of health care to a member; or the gastent, or future payment for the provision
of health care to a member; and that identifiesitbenber or for which there is a reasonable
basis to believe the information can be used tmtifea member. Protected Health
Information includes information of persons liviagdeceased. The following components
of a member’s information also are considered RtetkHealth Information:

a. Names;
b. Street address, city, county, precinct, zip code

c. Dates directly related to a member, includimghbdate, health facility admission and
discharge date, and date of death;

d. Telephone numbers, fax numbers, and electroaitaddresses;
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e. Social Security numbers;

f. Medical record numbers;

g. Health plan beneficiary numbers;

h. Account numbers;

i. Certificate/license numbers;

J. Vehicle identifiers and serial numbers, inclugllitense plate numbers;
k. Device identifiers and serial numbers;

I.  Web universal resource locators (URLS);

m. Biometric identifiers, including finger and veiprints;

n. Full face photographic images and any compaiaidges; and

0. Any other unique identifying number, characterjor code.

8. “Regulation” means the Health Insurance Poritgtaind Accountability Act of 1996, as
amended.

9. “Security Incidents” means the attempted or essful unauthorized access, use, disclosure,
modification, or destruction of information or inierence with systems operations in an
information system. The Plan Sponsor will repastiacessful Security Incident to the Plan
within a reasonable period of time after learnifighe successful security incident. Data
relating to an unsuccessful attempt may be aggedgatd reported to the Plan on a less
frequent basis.

10. “Summary Health Information” means informatitbrat may be individually identifiable
health information, and

a. That summarizes the claims history, claims egg&nor type of claims experienced by
individuals for whom a plan sponsor has providealthebenefits under a group health
plan; and

b. From which the information described in the tagan has been deleted, except that the
geographic information need only be aggregatetidddvel of a five digit zip code.
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B. Permitted And Required Uses And Disclosure Of Ritected Health Information

Subject to obtaining written certification, thissRImay disclose Protected Health Information to
the Plan Sponsaqrprovided thePlan Sponsodoes not use or disclose such Protected Health
Information except for the following purposes:

1. Performing Plan administrative functions whibk®Plan Sponsoperforms for the Plan.

2. Obtaining bids for providing employee coveragder this Plan; or

3. Modifying, amending, or terminating the Plan.

Notwithstanding the provisions of this Plan to teatrary, in no event shall tiRtan Sponsobe
permitted to use or disclose Protected Health in&dion in a manner that is inconsistent with
the regulation.

C. Conditions Of Disclosure

The Plan, or any employee coverage with respebet®lan, shall not disclose Protected Health
Information to theé?lan Sponsounless thd’lan Sponsoagrees to:

1. Not use or further disclose the Protected Helaltbhrmation other than as permitted or
required by the Plan or as required by law.

2. Ensure that any agents, including a subcontratovhom it provides Protected Health
Information received from the Plan, agree to thmesegestrictions and conditions that apply
to thePlan Sponsowith respect to Protected Health Information.

3. Not use or disclose the Protected Health Infeionaor employment-related actions and
decisions or in connection with any other benefibenefit plan of th&lan Sponsar

4. Report to the Plan any use or disclosureefriformation that is inconsistent with the uses
or disclosures provided for of which it becomes i@awva

5. Make available to a Plan participant who reguestess the Plan participant's Protected
Health Information in accordance with the Regulatio

6. Make available to a Plan participant who request amendment to the participant's
Protected Health Information and incorporate angraaiments to the participant's Protected
Health Information in accordance with the Regulatio

7. Make available to a Plan participant who request accounting of disclosures of the
participant's Protected Health Information the infation required to provide an accounting
of disclosures in accordance with the Regulation.
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8. Make its internal practices, books, and receetiging to the use and disclosure of Protected
Health Information received from the Plan availaboléhe Secretary of Health and Human
Services for purposes of determining compliancéhbyPlan with the Regulation.

9. If feasible, return or destroy all Protected lebformation received from the Plan that the
Plan Sponsostill maintains in any form and retain no copiesoth information when no
longer needed for the purpose for which the discksvas made, except that, if such return
or destruction is not feasible, limit further usesl disclosures to those purposes that make
the return or destruction of the information feéesib

10. Ensure that the adequate separation betwedtaheand th&@lan Sponsorequired in the
Regulation is satisfied.

D. Certification Of Plan Sponsor

The Plan shall disclose Protected Health InfornmattothePlan Sponsoonly upon the receipt

of a certification by thePlan Sponsotthat the Plan has been amended to incorporate the
provisions of the Regulation, and that BFHlan Sponsoagrees to the conditions of disclosure set
forth in item C. above.

E. Permitted Uses And Disclosure Of Summary Healtinformation

The Plan may disclose Summary Health Informationth®Plan Sponsaqrprovided such
Summary Health Information is only used by Blan Sponsofor the purpose of:

1. Obtaining bids for providing employee coveragder this Plan; or
2. Modifying, amending, or terminating the Plan.
F. Permitted Uses And Disclosure Of Enrollment Andisenroliment Information

The Plan or a health insurance issuer or HMO wéhpect to the Plan, may disclose
enroliment and disenrollment information and infatan on whether individuals are

participating in the Plan to thelan Sponsarprovided such enrollment and disenroliment
information is only used by thBlan Sponsorfor the purpose of performing administrative
functions that th&lan Sponsoperforms for the Plan.

G. Adequate Separation Between The Plan And The RiaSponsor

ThePlan Sponsoshall limit access to Protected Health Informatioronly those employees
authorized by theéPlan Sponsar Such employees shall only have access to andsude
Protected Health Information to the extent necgdsgrerform the administration functions that
thePlan Sponsoperforms for the Plan. In the event that any suepleyees do not comply with
the provisions of this Section, the employee dhalsubject to disciplinary action by tRé&n

Sponsofor non-compliance pursuant to tAkan Sponsor'employee discipline and termination
procedures.
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H. Security Standards For Electronic Protected Hedh Information

Where Electronic Protected Health Information Wik created, received, maintained, or
transmitted to or by the Plan Sponsor on behatfefPlan, the Plan Sponsor shall reasonably
safeguard the Electronic Protected Health Inforamasis follows:

1. Plan Sponsor shall implement administratighysical, and technical safeguards that
reasonably and appropriately protect the confi@dditytj integrity, and availability of the
Electronic Protected Health Information that PlgroiSsor creates, receives, maintains, or
transmits on behalf of the Plan;

2. Plan Sponsor shall ensure that the adequateasigpathat is required by the Regulation is
supported by reasonable and appropriate securigunes;

3. Plan Sponsor shall ensure that any agent, imgual subcontractor, to whom it provides
Electronic Protected Health Information agreesmplement reasonable and appropriate
security measures to protect such Information; and

4. Plan Sponsor shall report to the Plan any Sgcimgidents of which it becomes aware as
described below:

a. Plan Sponsor shall report to the Plan withireasonable time after Plan Sponsor
becomes aware, any Security Incident that resuiieauthorized access, use, disclosure,
modification, or destruction of the Plan’s ElecimRrotected Health Information; and

b. Plan Sponsor shall report to the Plan any dBleeurity Incident on an aggregate basis
every month, or more frequently upon the Plan’siesq

This Plan will comply with the requirement of 45-R. / 164.314 (b)(1) and (2) of the Health
Insurance Portability and Accountability Act of B3&nd its implementing regulations, 45 C.F.R.
parts 160, 162, and 164.
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ARTICLE XVI -- DEFINITIONS

The following terms define specific wording useditlis Plan. These definitions should not be
interpreted to extend coverage unless specifigatlyided for under Covered Medical Expenses.

Ambulatory Surgical Facility

A public or private facility, licensed and operateccording to the law, which does not provide
services or accommodations for a patient to stayroght. The facility must have an organized
medical staff ophysicians maintain permanent facilities equipped and ogerarimarily for the
purpose of performing surgical procedures; and lsumgistered professional nursing services
whenever a patient is in the facility.

Applied Behavior Analysis

The design, implementation, and evaluation of emrirental modifications, using behavioral
stimuli and consequences, to produce sociallyfsigmit improvement in human behavior, including
the use of direct observation, measurement, anctiumal analysis of the relationship between
environment and behavior.

Birthing Center

A public or private facility, other than privatefiges or clinics ophysicianswhich meets the free
standingbirthing centerrequirements of the State Department of Healtrhendtate where the
covered person receives the services.

Thebirthing centermust provide: A facility which has been establishegliipped, and operated for
the purpose of providing prenatal care, delivenyniediate postpartum care and care of a child born
at the center; supervision of at least one (1)igpstin obstetrics and gynecologyphysicianor
certified nurse midwife at all births and immediptist partum period; extended staff privileges to
physiciansvho practice obstetrics and gynecology in an aoepital at least two (2) beds or two
(2) birthing rooms; full-time nursing services dited by an R.N. or certifiedurse midwife;
arrangements for diagnostic x-ray and lab servitescapacity to administer local anesthetic or to
perform minorsurgery

In addition, the facility must only accept patient#th low risk pregnancies, have a written
agreement with hospitalfor emergency transfers, and maintain medical dscon each patient and
child.

Calendar year

The twelve (12) month period beginning Januaryd.emding December 31. All annual deductibles
and benefit maximums accumulate duringt¢hkendar year
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Claims Processor
BlueCross BlueShield of Western New York

Cosmetic Surgery

A procedure performed primarily to improve appeaeawhich does not meaningfully promote the
proper function of the body or prevent or treatlbess, injuryor disease.

Creditable Coverage

Coverages required to be included as such undéin8&®1(c) of ERISA, and shall exclude those
coverages that are permitted to be excluded uretgid® 701(c) of ERISA. Solely for purposes of
illustration and not in limitation of the foregoingeditable coveraggenerally includes periods of
coverage under an individual or group health plaeiidingMedicare Medicaid, governmental and
church plans) that are not followed bgignificant break in coveragend excludes coverage for
liability, limited scope dental or vision benefitpecified disease and/or other supplemental-type
benefits.Days in awaiting period are not creditable coverage.

Custodial Care
Services and supplies furnished primarily to asamsindividual in the activities of daily living.

Activities of daily living include such things aathing, feeding, administration of oral mediciras,
other services that can be provided by personswuitthe training of &ealth care provider

Dentist

A person acting within the scope of his/her licehsdding the degree of Doctor of Medicine (M.D.),
Doctor of Dental Surgery (D.D.S.), or Doctor of @@nMedicine (D.M.D.), and who is legally

entitled to practice dentistry in all its branchesler the laws of the state or jurisdiction whéue t

services are rendered.

Diagnostic Charges

Thefee scheduléor x-ray or laboratory examinations made or orddyg aphysicianin order to
detect a medical condition.

Durable Medical Equipment
Equipment able to withstand repeated use for thagreutic treatment of an actileessor injury.

Such equipment will not be covered under the Rlarcould be useful to a person in the absence of
anilinessor injury and could be purchased withoyplaysician'sprescription.
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Emergency Condition

A medical or behavioral condition manifesting ifsky acute symptoms of sufficient severity
(including severe pain) such that a prudent laypenaho possesses an average knowledge of health
and medicine, could reasonable expect the absémrenmdiate medical attention to result in:

1. Placing the health of the person afflicted vatlth condition (or, with respect to a pregnant
woman, the health of the woman or her unborn child§erious jeopardy, or in the case of a
behavioral condition placing the health of suchsparor others in serious jeopardy;

2. Serious impairment to such person’s bodily fiomg;

3. Serious dysfunction of any bodily organ or mdirsuch person; or

4. Serious disfigurement of such person.

Employer

Allegany — Cattaraugus Schools.

Enrollment Date

The first day of coverage or, if there isvaiting period the first day of thevaiting period

Experimental/Investigational

Expenses for treatments, procedures, devices gsdavhich théPlan Administratoidetermines, in

the exercise of its discretion, aeperimentalinvestigationabr done primarily for research. Such

treatments, procedures, devices or drugs are exctludder this Plan unless:

Approval of the U.S. Food and Drug Administration fnarketing the drug or device has been given

at the time it is furnished, if such approval iquieed by law; and, reliable evidence shows that th

treatment, procedure, device or drug is not thgestiof ongoing phase |, Il or Il clinical triats
under study to determine its maximum tolerated démecity, safety, efficacy, or efficacy as
compared with the standard means of treatmentagndses; and

Reliable evidence shows that the consensus of @piamong experts regarding the treatment,

procedure, device or drug is that further studreslinical trials are not necessary to determise it

maximum tolerated dose, toxicity, safety, efficamyefficacy as compared with the standard means
of treatment or diagnoses.

Reliable evidence includes anything determinedetsuich by th&lan Administratoy within the

exercise of its discretion, and may include pulddsteports and articles in the medical and scientif
literature generally considered to be authorizetheynational medical professional community.
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Governmental approval of a service will be conggdebut is not necessarily sufficient, to render a
service of proven benefit or appropriate or effexfior a particular diagnosis or treatment of your
particular condition.

Fee Schedule

Thefee schedules the calculation of the maximum amount payableara any claim of benefits.
Thefee schedules the negotiated price for local participating\pders and a participating provider
outside the geographic area that the network sefbegee scheduleeflects the maximum amount
payable toward a covered expense. Participatingigegcs can only bill you for the difference
between the benefit paid and fee schedultor any service. Allowed expense for non-partidimat
providers is based on the usual and customary ehardpe geographic area where the services or
supplies are provided. The usual and customarygeharthe charge most frequently made to the
majority of patients for the same service or pracedThe charge must be within the range of the
charges most frequently made in the same or simiglical service area for the service or procedure
as billed byphysicianshealth care providersr dentists

General Anesthesia

An agent introduced into the body which producesradition of loss of consciousness.

Genetic Information

The information about genes, gene products anditeddecharacteristics that may derive from an
individual or a family member. This includes infation regarding carrier status and information
derived from laboratory tests that identify mutadn specific genes or chromosomes, physical
medical examinations, family histories and dira@lgsis of genes or chromosomes.

Health Care Provider

A physician practitioner, nurse, hospitalor specialized treatment facilitgs those terms are
specifically defined in this section.

Home Health Care Agency

An agency or organization that provides a progréamome health care and that:

1. is approved asl@ome health care agenaypderMedicare

2. is established and operated in accordance athpplicable laws in the jurisdiction in which it

is located and, where licensing is required, hanbieensed and approved by the regulatory
authority having responsibility for licensing undkee law; or

3. meets all of the following requirements:
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a. it is an agency which holds itself forth to {blic as having the primary purpose of
providing a home health care delivery system briggupportive services to the home;

b. it has a full-time administrator;
c. it maintains written records of services prodide the patient;

d. its staff includes at least one registenedseor it has nursing care by a registeredse
available; and

e. its employees are bonded and it provides mdlpeaand malplacement insurance.
Hospice Care

A program approved by the attendiplgysicianfor care rendered in the honmjtpatientsetting or
institutional facility to a terminally ill coverggerson with a medical prognosis that life expectagc
six (6) months or less.

Hospice Facility

A public or private organization, licensed and @ped according to the law, primarily engaged in
providing palliative, supportive, and other relatade for a covered person diagnosed as terminally
ill with a medical prognosis that life expectansysix (6) months or less.

The facility must have an interdisciplinary meditsm consisting of at least one ffhysician one
(1) registerecdhurse one (1) social worker, one (1) volunteer and lav@er program.

A hospice facilityis not a facility or part thereof which is primard place for restustodial care
the aged, drug addicts, alcoholics, or a hotelroilar institution.

Hospital

The termhospitalmeans a short-term, acute, general hospital which:

1. is primarily engaged in providing, by or undke tcontinuous supervision of physicians, to
inpatients, diagnostic services and therapeuticices for diagnosis, treatment and care of
injured or sick persons;

2. has organized departments of medicine and rsajgery;

has a requirement that every patient must beruhe care of a physician or dentist;

4. provides 24-hour nursing service by or undestiqgervision of a registered professional nurse
(R.N.);

ACSMHP:100116
85



5. iflocated in New York State, has in effect apitalization review plan applicable to all patent
which meets at least the standards set forth inoset361 (k) of United States Public Law 89-97
(42 USCA 1395x (K));

6. is duly licensed by the agency responsibleiéenising such hospitals; and

7. is not, other than incidentally, a place of ragilace primarily for the treatment of tubercidpa
place for the aged, or a place for convalescestodial, educational or rehabilitory care.

llIness

Any bodily sickness, disease or mental/nervousrdesoFor the purposes of this Plan, pregnancy
will be considered aiiness

Injury

A condition which results independently of #lnessand all other causes and is a result of an
externally violent force or accident.

Inpatient

Treatment in an approved facility during the pendten charges are made for room and board.
Intensive Care Unit

A section, ward, or wing withintaospitalwhich is operated exclusively for critically ill fiants and
provides special supplies, equipment and constaareation and care by registered gradnatees
or other highly trained personnel. This excludesyéver, anyhospitalfacility maintained for the
purposes of providing normal post-operative recpueratment or service.

Late Enrollee

An individual who enrolls under the Plan other tlthming the first 31-day period in which the
individual is eligible to enroll under the Plandurring a Special Enrollment Period.

Lifetime

The period of time you or your eligible dependgradicipate in this Plan or the plan sponsored by
Allegany — Cattaraugus Schools prior to the restateé date, October 1, 2016.

Maintenance Care

Services and supplies primarily to maintain a lefgdhysical or mental function.
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Medical Director

A Physician, compensated by G&ims Processqmwho provides health care utilization advise to
thePlan Administrator In addition, the Medical Director:

- Monitors and evaluates health care utilization udolg quality of care and safety issues,
adherence to clinical guidelines, protocols, etc.

- Provides guidance of case management, utilizatemagement, medical management, treatment
plans, quality and safety related to appropriatization and review of an adverse benefit
determination.

» Establishes best practices and documents appreguéaelines.

+ Reviews and evaluates new applications of exiséngnology and new medical procedures for
medical policy.

Medically Necessary (Medical Necessity)

Any service or supply required for the diagnosidreatment of an activéinessor injury that is
rendered by or under the direct supervision oattendingphysician generally accepted by medical
professionals in the United States and non-expeitiahe

Medicare

Title XVIII (Health Insurance for the Aged) of thénited States Social Security Act as amended.
Morbid Obesity

A condition in which the body weight exceeds thenmal weight by either 100 pounds, or is twice
the normal weight of a person the same height,cangentional weight reduction measures have

failed.

The excess weight must cause a medical conditich &g physical trauma, pulmonary and
circulatory insufficiency, diabetes, or heart dsea

Nurse

A person acting within the scope of his/her liceasd holding the degree of Registered Graduate
Nurse(R.N.), Licensed Vocation®urse(L.V.N.) or Licensed Practicdurse(L.P.N.).

Open Enrollment Period
A period as defined by the individual district.
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Oral Surgery
Necessary procedures feurgeryin the oral cavity, including pre- and post-opermttare.
Outpatient

Treatment either outsidelespital setting or at dospitalwhen room and board charges are not
incurred.

Physically or Mentally Handicapped

The inability of a person to be self-sufficientths result of a condition such as, but not limtied
mental retardation, cerebral palsy, epilepsy orttaroneurological disorder and diagnosed by a
physicianas a permanent and continuing condition preveritiegindividual from being self-
sufficient or otheillnessas approved by thelan Administrator

Physician

A person acting within the scope of his/her liceard holding the degree of Doctor of Medicine
(M.D.) or Doctor of Osteopathy (D.O.), and whoegally entitled to practice medicine under the
laws of the state or jurisdiction where the serviaee rendered.

Plan Sponsor

Cattaraugus - Allegany BOCES.

Plan Year

The twelve (12) month period for Allegany — Cattayas Schools beginning July 1 and ending June
30.

Practitioner

A physicianor person acting within the scope of applicableedteensure/certification requirements
and/or holding the degree of Doctor of Dental Siygd®.D.S.), Doctor of Dental Medicine
(D.M.D.), Doctor of Podiatric Medicine (D.P.M.), bwr of Chiropractic (D.C.), Doctor of
Optometry (O.D.), Optician, Certified Nurse Midwi{€.N.M.), Registered Physical Therapist
(R.P.T.), Psychologist (Ph.D., Psy.D.), LicenseiCal Social Worker (L.C.S.W.), Master of Social
Work (M.S.W.), Speech Therapist or Registered Ratpiy Therapist.

Professional Components

Services rendered by a professional technician (adjologist, pathologist, anesthesiologist) in
conjunction with services rendered diaspital, ambulatory surgical center physician'soffice.
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Qualified Medical Child Support Order

A medical child support order that either creatagoognizes the right of an alternate recipieat,(i

a child of a covered participant who is recognimader the order as having a right to be enrolled
under the Plan) or assigns to the alternate retiflee right to receive benefits for which a
participant or other beneficiary is entitled unte Plan.

A “medical child support order” is a judgment, deeor order (including a settlement agreement)
issued by a court of competent jurisdiction or tlgio an administrative process established under
state law that has the force and effect of lavhat state, that provides for child support reldated
health benefits with respect to the child of a grbealth plan participant, or required health biénef
coverage of such child in such plan, and is ordemsder state domestic relations law, or that
enforces a state medical child support law enagtelbr Section 1908 of the Social Security Act
with respect to a group health plan.

Qualifying Exigency

An event arising from your spouse, son, daughtgracent’s call to active duty in the United States
Armed Forces. Such exigencies are:

1. Short-Notice Deployment
Leave if your covered family member is notifiedaadeployment of seven days or less. You may
take a leave of up to seven days for any reasateckto that deployment. The seven day period
begins on the day the covered family member idiedtof the short-notice deployment.

2. Military Events
Leave in order to attend any official ceremonygoamn or event sponsored by the armed forces,
and to attend family support and assistance prageard information briefings sponsored by the
military, military service organizations, or the Agncan Red Cross.

3. Child Care / School Activities

Leave in order to arrange for child care or attegrdiain school functions of the son or daughter
of a covered military family member, including leato:

a. Arrange for alternative school or childcare;

b. Provide childcare on an urgent, immediate neetiregular) basis;

c. Enroll or transfer a child into a new schootay care facility; and

d. Attend meetings with school or day care stafjarding discipline, parent-teacher

conferences, and school counselors if directlyedl o the active duty of a covered military
family member.
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4. Financial And Legal Arrangements

Leave in order to make or update financial or legedngements to address the covered military
family member's absence while on active duty/cadidtive duty, such as preparing or executing
a will, powers of attorney, transferring bank aauosignature authority, enrolling in the Defense
Enroliment Eligibility Reporting System (DEERS),talming military identification cards, and
securing military service benefits (Leave is nagilable for routine matters, such as paying
bills.)

5. Counseling

Leave in order to attend counseling by a non-hezlth provider (i.e. military chaplain, pastor,
or minister, or counseling offered by the militamya military service organization) available
when counseling is needed by the employee, theedveilitary member, or the son or daughter
of the covered military member provided that therseling arises from active duty service or
call to active duty.

6. Rest And Recuperation Leave

Leave in order to spend time with a covered myitamily member on rest and recuperation
leave during a period of deployment. You may taleasge of up to five days during any military
family member’s rest and recuperation leave.

7. Post-Deployment Activities

Leave in order to attend ceremonies incident toehen of the covered military family member,
including arrival ceremonies, reintegration brigBrand events, and any other official ceremony
or program sponsored by the military for a peribdioety (90) days following the termination
of the covered military member's active duty stapegticipation in Department of Defense
“Yellow Ribbon Reintegration” Program (participaties permitted even if it exceeds the general
ninety (90) day limitations period by a few days).

Additionally, such leave is available to addressués arising from the death of a covered
military family member including meeting and recomg the body and making funeral
arrangements.

8. Additional Activities

Upon approval by thBlan Administratoy any other activity arising from your covered fami
member’s call to or active service duty/contingemogration in the United States Armed Forces.

Rehabilitation Facility

A legally operating institution or distinct part ah institution which has a transfer agreement with
one or moréospitals and which is primarily engaged in providing coetpnsive multidisciplinary
physical restorative services, post aduispitaland rehabilitativénpatientcare and is duly licensed
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by the appropriate governmental agency to provig services. It does not include institutions
which provide only minimal caregustodial care ambulatory or part time care services, or an
institution which primarily provides treatment ofemtal/nervous conditions, substance abuse
treatment or tuberculosis except if such facilyicensed, certified or approved aghabilitative
facility for the treatment of medical conditions, mentaMoes conditions or substance abuse
treatment in the jurisdiction where it is locatex, is credited as such a facility by the Joint
Commission on the Accreditation of Health Care ddrgations or the Commission for the
Accreditation of Rehabilitation Facilities.

Respite Care

Respite careéendered through a licensbdspice facilityfor home custodial care which provides
relief to an immediate family in caring for the dayday needs of a terminally ill individual.

Retiree

Aformer employee of Allegany-Cattaraugus Schodis wieets the retiree requirements as defined
by the individual school.

Second/Third Surgical Opinion

Examination by @hysiciarwho is certified by the American Board of Medicpk8ialists in a field
related to the diagnosis of the proposedgeryto evaluate alternatives and/or the medical
advisability of undergoing a surgical procedure.

Significant Break In Coverage

A period of 63 (or more) consecutive days withordditable coveragePeriods of no coverage
during an HMO affiliation period owaiting periodshall not be taken into account for purposes of
determining whether aignificant break in coveragkas occurred. For this purpose, an HMO
affiliation period means a period of time that mexgpire before health insurance coverage provided
by an HMO becomes effective, and during which tiHis not required to provide benefits.
Skilled Nursing Facility/Extended Care Facility/Corvalescent Nursing Hospital

An institution that:

1. primarily provides skilled (as opposed to cuihbdursing service to patients;

2. is approved by the Joint Commission on the Aditaon of Healthcare Organizations (JCAH)
and/orMedicare

In no event shall such term include any instituttwrpart thereof that is used principally as a rest
facility or facility for the aged or, any treatmdatility for mental/nervous condition or substance
abuse treatment.
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Special Enrollee

A Special Enrollees an employee or dependent who is entitled to and welgoiests special
enrollment:

1. within thirty-one (31) days of losing other hbatoverage because their COBRA coverage is
exhausted, they cease to be eligible for otherrages or employer contributions are terminated,;

2. for a newly acquired dependent, within thirtyed81) days of the marriage, birth, adoption, or
placement for adoption; or

3. within sixty (60) days of losing other healthvecage through Medicaid or CHIP.

Specialized Treatment Facility

Specialized treatment facilities as the term rsl&ehis Plan includeirthing centersambulatory
surgical facilities, hospice facilitiesor skilled nursing facilitiesas those terms are specifically
defined.

Spouse

The person to whom the subscriber is legally mdriirgcluding a same sex spouse.

Surgery

Any operative or diagnostic procedure performedhe treatment of amjury or illness by
instrument or cutting procedure through any natbcaly opening or incision. Surgery includes
closed reduction of fractures, dislocation of bgressdoscopic procedures, and any incision or
puncture of the skin or other tissue except focutation, vaccination, collection of blood, drug
administration or injection.

Total Disability (Totally Disabled)

The inability to perform all the duties of the co@ person's occupation as the result oliressor
injury. Total disabilitymeans the inability to perform the normal dutiea pkerson of the same age.

Waiting Period

A period of continuous, full-time employment befaxa employee or dependent is eligible to
participate in the Plan, or for purposes of detamgjcreditable coveragehewaiting periodunder
any other health plan. Theaiting periodcannot exceed ninety (90) days.

Year

Seecalendar year
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ARTICLE XVII-- GENERAL INFORMATION
Name and Address of the Plan Sponsor
Cattaraugus-Allegany BOCES
1825 Windfall Road
Olean, NY 14760
Name and Address of the Plan Administrator
Cattaraugus-Allegany BOCES
1825 Windfall Road
Olean, NY 14760
Name and Address of the Person Designated as theek for Service of Legal Process
Cattaraugus-Allegany BOCES
1825 Windfall Road
Olean, NY 14760

Claims Processor

Medical Claims: Prescription Drug Claims:
BlueCross BlueShield of Western New York Expressps; Inc.

P.O. Box 80 One Express Way
Buffalo, NY 14240 St. Louis, MO 63121

Internal Revenue Service and Plan Identification Nmber
The corporate tax identification number assignetthbynternal Revenue Service is 16-6006266.
Plan Year

The twelve (12) month period for Allegany — Cattagas Schools beginning July 1 and ending
June 30.

Method of Funding Benefits

The funding for the benefits is derived from thieda of theemployeiand contributions made by
covered employees. The Plan is not insured.
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SIGNATURE PAGE

The effective date of the Allegany — Cattaraugus Schools Health Plan is October 1, 2016.

It is agreed by Allegany — Cattaraugus Schools that the provisions of this document are correct and
will be the basis for the administration of the Allegany — Cattaraugus Schools Health Plan.

Dated this | & #1- day of AnFns T , A0l g
BY: %WC’ /pyéd,-\
o v v

TITLE: C HUEF Fls cBe ofFFcc e

WITNESS:

e Hea Sl Beno o e P as ?,z/—-
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