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T hisBenefit Book et provides Y ou with a description of Y our benefitswhile Y ou are enrolled under the Ball State
University Retiree Health Plan (the “Plan”) offered by Ball State University (the "University"). You should read this
Benefit Book et carefully to familiarize Y ourself with the Plan’s main provisionsand keep it handy for reference. A
thorough understanding of Your coverage will enable You to use Y our benefitswisely. If You have any questions
about the benefitsas presented in this B enefit Book et, please contact the University's P ayroll & Employee Benefits
office or call the Claims Administrator's Member Services Department.

T he Plan providesthe benefits described in this B enefit Book et only for eligible persons. The health care services
are subject to the Limitations and Exclusions, Copayments, Deductible, and Coinsurance requirements specified in
this Benefit Booket. Any group plan or certificate which Y ou received previously will be replaced by this Benefit
BooKet.

Your Employer has agreed to be subject to the terms and conditions of Anthem’s provider agreements
which may include precertification and utilization management requirements, timely filing limits, and other
requirements to administer the benefits under this Plan.

Anthem Blue Crossand Blue Shield, or “Anthem” hasbeen designated by the University to provide administrative
services forthe Plan, such as claimsprocessing, care management, and other services, and, for the Under 65
Retiree options, to arrange for a network of health care providerswhose servicesare covered by the Plan.

Important: Thisis not an insured benefit plan. T he benefits described in this Benefit Bookiet or any rider or
amendments attached hereto are funded by the University who isresponsible for their payment. Anthem provides
administrative claims payment servicesonly and doesnot assume any financial risk or obligation with respect to
claims.

Anthem isan independent corporation operating under a license from the Blue Crossand Blue Shield Association,
permitting Anthem to use the Blue Cross and Blue Shield Service Marksin portionsof the State of Indiana. Although
Anthem isthe Claims Administrator and islicensed in Indiana, You will have accessto providers participating in the
Blue Cross and Blue Shield Association BlueCard® PPO networkacrossthe country. Anthem hasentered into a
contract with the University on itsown behalf and not asthe agent of the Association.

Verification of Benefits
V erification of benefitsis available for Covered Personsor authorized healthcare Providers on behalf of Covered

Persons. You may call Member Serviceswith a benefitsinquiry or verification of benefitsduring nomal business
hours(8:00 a.m.to 7:00 p.m. eastern time). Please remember that a benefitsinquiry or verification of benefits
is NOT a verification of coverage of a specific medical procedure. Verification of benefitsis NOT a
guarantee of payment. CALL THE MEMBER SERVICES NUMBER ON YOUR IDENTIFICATION CARD or see
the section titled Health Care Management for Precertification rules.

Identity Protection Services . . _ _ _ . .
If you are enrolled in an Anthem medical plan you automatically receive a basic level of Identity Repair Services

and canvoluntarily enroll in Credit and Identity T heft Monitoring Services, at no cost to you.
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COVERED PERSON RIGHTS AND RESPONSIBILITIES

Asa Member Y ou have rightsand responsibilities when receiving health care. AsY our health care partner, the
Claims Administrator wants to make sure Y our rights are respected while providing Y our health benefits. That
meansgiving You accessto the ClaimsAdministrator'snetworkhealth care Providersand the information Y ou need
to make the best decisionsfor Your health. Asa Member, You should also take an active role in Your care.

You have the right to:

Speakfreely and privatelywith Your health care Providersaboutall health care optionsand treatment needed
for Your condition no matter what the cost or whether it iscovered under Your Plan.

Work with your Doctorsto make choicesabout your health care.
Be treated with respect and dignity.

Expect the Claims Administrator to keep Y our personal health information private by following the Claims
Administrator's privacy policies, and state and Federal laws.

Get the information Y ou need to help make sure Y ou get the most from Y our health Plan, and share Your
feedback. Thisincludesinformation on:

- The Claims Administrator's company and services.

- The Claims Administrator network of health care Providers.

- Yourrightsand responsibilities.

- Therulesof Your health Plan.

- Theway Your health Plan works.

Make a complaint or file an appeal about:

- Your health Plan and any care You receive.

- Any Covered Selvice or benefit decision that Your health Plan makes.

Say no to care, for any condition, sickness or disease, without having an effect on any care You may get in the
future. Thisincludesasking Your Doctor to tell You how that may affect Your health now and in the future.

Get the most up-to-date information from a health care Provider about the cause of Your illness, Y our treatment
and what may result fromit. You can askfor help if You do not understand thisinformation.

You have the responsibility to:

Read all information about Your health benefitsand askfor help if You have questions.

Follow all health Plan rulesand paolicies.

Choose a Network Primary Care Physician, also called a PCP, if Your health Plan requiresit.

Treat all Doctors, health care Providers and staff with respect.

Keep all scheduled appointments. Call Your health care Provider's office if You may be late or need to cancel.

Understand Y our health problemsas well as Y ou can and workwith Y our health care Providersto male a
treatment plan that You all agree on.

Inform Y our health care Providersif Y ou don'tunderstand any type of care you're getting or what they want
Youtodoaspartof Your care plan.

Follow the health care plan that You have agreed on with Your health care Providers.

Give the Claims Administrator, Y our Doctorsand other health care Providersthe information needed to help
Y ou get the best possible care and all the benefits Y ou are eligible for under Y our health Plan. This may include
information about other health insurance benefits Y ou have along with Your coverage with the Plan.

Inform Member Servicesif You have any changesto Y our name, addressor family members covered under
Your Plan.



If You would like more information, have comments, or would like to contact the Claims Administrator, please go to
anthem.com and select Customer Support> ContactUs. Or call the Member S ervicesnumber on Y our Identification

Card.

T he Claims Administrator wantsto provide high quality customer service to our Members. Benefitsand coverage
for services given under the Plan are governed by the Employer's Plan and not by this Member Rights and
Responsibilities statement.

How to Obtain Language Assistance . .
Anthem is committed to communicating with our Covered Personsabout the Plan, regardless of their

language. Anthem employsa Language Line interpretation service for use by all of our Member Services Call
Centers. Simply call the Member Services phone number on the backof Your ID card and a representative will be
abletoassist You. Trandation of written materialsabout Your benefitscan also be requested by contacting Member
Services. TTY/TDD servicesalso are available by dialing 711. A special operator will getin touch with usto help
with Your needs.



SCHEDULE OF BENEFITS

T he Maximum Allowed Amount is the amount the Claims Administrator will reimburse f or services and supplies
which meet itsdefinition of Covered Services, aslong assuch services and suppliesare not excluded under the
Plan; are Medically Necessary; and are provided in accordance with the Plan. See the Definitionsand Claims
Payment sections for more information. Under certain circumstances, if the Claims Administrator pays the
healthcare provider amountsthatare Y our responsibility, such as Deductibles, Copaymentsor Coinsurance, the
Claims Administrator may collect such amountsdirectly from You. You agree that the Claims Administrator hasthe
right to collect such amountsfrom You.

. SCHEDULE OF BENEFITS FOR UNDER 65 RETIREES

Schedule of Benefits Network Out-of-Network
High Deductible Wellness PPO Plan

Calendar Year Deductible — Combined Limit Applies

Individual $1,300 $2,600*
Employee + Children $3,900 $7,800*
Family $3,900 $7,800*

Copaymentsand chargesin excessof the Maximum Allowed Amount do
not contribute to the Deductible.

All Covered Services are subject to the Deductible unless otherwise specified in this booklet.

*Amounts satisfied toward the Network calendar year Deductible will be applied toward the Out-of-Network
calendar year Deductible and amounts satisfied toward the Out-of-Network calendar year Deductible will be
applied toward the Network calendar year Deductible.

Coinsurance After the Calendar Year Deductible is Met (Unless
Otherwise Specified)

Plan Pays 80% 50%

Covered Person Pays 20% 50%

All payments are based on the Maximum Allowed Amount and any negotiated arrangements. For Out-
of-Network Providers, You areresponsibleto pay the difference between the Maximum Allowed Amount
and the amount the Provider charges. Depending on the service, this difference can be substantial.




Schedule of Benefits Network Out-of-Network
High Deductible Wellness PPO Plan

Out-of-Pocket Maximum Per Calendar Year

Includes all Coinsurance, Copayments and the Deductible amounts You incur in a Benefit Period, except]
prescription drug benefits, precertification penalties, or chargesin excess of the Maximum Allowed Amount of
Non-Covered Services.

Once the Out-of-Pocket Maximum is satisf ied, no additional Coinsurance or Copayment will be required for the
Covered Person for the remainder of the Benefit Period except for the serviceslisted above.

Individual $4,050 $12,150
Employee + Children $9,750 $29,250
Family $9,750 $29,250

Amountssatisfied toward the Network Out-of-Pocket M aximum will be applied toward the Out-of-Network O ut-
of-Pocket Maximum and amounts satisfied toward the O ut-of-Network O ut-of-Pocket Maximum will be applied
toward the Network Out-of-Pocket Maximum.

When a Covered Person satisfiesthe individual Out-of-Pocket Maximum, the Plan pays 100% of the cod for
Covered Servicesfor the remainder of the Plan year for that Covered P erson, and when the f amily O ut-of-
Pocket Maximum is satisfied by a Covered Person or Covered Persons, the Plan pays 100% of the cod for
Covered Servicesfor all Covered Personsf or the remainder of the Plan year.

Schedule of Benefits Network Out-of-Network
High Deductible Wellness PPO Plan

Allergy Care

e Testing — Physician or specialist P hysician 20% 50%
e Treatment — Physician Coinsurance 20% 50%
e Treatment — specialist Physician Coinsurance 20% 50%
e Serum and allergy shots— Physician or specialist Physcian 20% 50%




Schedule of Benefits Network Out-of-Network
High Deductible Wellness PPO Plan
Behavioral Health / Substance Abuse Care
Hospital Inpatient Services 20% 50%
Pervisit Pervisit
Outpatient Services 20% 50%
20% 50%

P hysician Services (Home and Office Visits)

Coverage for the treatment of Behavioral Health and Substance Abuse Care conditionsis provided to
the same extent and degree asfor the treatment of physical illness and in compliance with state and

federal law.

Clinical Trials

Please see Clinical Trialsunder Benefits section for
f urther information.

Benefitsare paid
based on the setting
in which Covered
Servicesare
received

Benefitsare paid
based on the setting
in which Covered
Servicesare
received

Dental & Oral Surgery / TMJ Services

e Accidental Injury to Natural Teeth - Treatment must
be completed within 12 months of the Injury
e Oral Surgery / TMJ - Subject to Medical Necessity —

Benefitsare paid
based on the setting
in which Covered

Benefitsare paid
based on the setting
in which Covered

excludesappliancesand orthodontic treatment Servicesare Servicesare
received received
Diagnostic Physician’s Services
Diagnostic services (including second opinion) by a
Physician or Specialist P hysician — office visit or home
visit:
e Primary care Physician 20% 50%
e Specialist Physician 20% 50%
e Diagnostic X-ray — office 20% 50%
¢ Diagnostic Blood Work— LabCorp, Quest
Covered at 100% N/A

Diagnostics, American Health Network

Note: Diagnostic servicesare defined asany claim for services performed to diagnose an illness or

Injury




Schedule of Benefits Network Out-of-Network
High Deductible Wellness PPO Plan

Emergency Room, Urgent Care, and Ambulance Services

Emergency room for an Emergency Medical Condition $200 Copayment (See note below)
then 20%
(Copayment
waived if admitted)

Emergency room visit (per visit) Coinsurance $200 Copayment Covered atthe
then 20% Networkbenefit
(Copayment level

waived if admitted)

Urgent Care clinic visit for an Emergency Medical Condition 20% (See note below)
Clinic visit (per visit) Coinsurance

All other services 20%
Ambulance Services (when Medically Necessary) 20% (See note below)
Land/ Air

Note: Care received Out-of-Network for an Emergency Medical Condition willbe provided at the Network
level of benefitsif the following conditions apply: A medical condition manifesting itself by acute symptoms
of sufficient severity (including severe pain) such thata prudentlayperson, who possesses an average
knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to
result in one of the falowing conditions: (1) Placing the health of the individual (or, with respect to a pregnant
woman, the health of the woman or her unborn child) in serious jeopardy; (2) Serious impairment to bodily
functions; or (3) Serious dysfunction of any bodily organ or part. If an Out-of-Network P rovider isused, however,
Y ou are responsible to pay the difference between the Maximum Allowed Amount and the amount the Out-of-
Network Provider charges.

Additionally, claimsf or treatment received in an emergency room for a non-emergency ER visit will be denied
by Anthem. Exceptionsto thisprovision will include membersunder the age of 14, ER visitsdirected by your
doctor, ER visits between 8:00 p.m. Saturday and 8:00 a.m. on Monday, or when the closest urgent care facility
is more than 15 milesfrom your home.

Eye Care

e Office visit — medical eye care exams (treatment of disease
or Injury to the eye)

» Primary care Physician Coinsurance 20% 50%
» Specialist Physician Coinsurance 20% 50%
e Treatment other than office visit 20% 50%

Routine eye exams are not a Covered Service except for
Preventive Care servicesfor Children.




Schedule of Benefits

High Deductible Wellness PPO Plan

Network

Out-of-Network

Gene Therapy Selrvices

P recertification required

Benefitsare based
on the setting in
which Covered

Benefitsare based
on the setting in
which Covered

Cochlear Implants
Hearing devices/ hearing aids
Routine hearing exams are not a Covered Selrvice except for

Preventive Care servicesfor Children.

Not Covered

Servicesare Servicesare
received. received.
Hearing Care
e Office visit — Audiometric exam / hearing evaluation test
» Primary care Physician Coinsurance 20% 50%
» Specialist Physician Coinsurance 20% 50%
. 20% 50%

Not Covered

Home Health Care Services 20% 50%
Hospice Care Services 20% 50%
e Bereavementiscovered
e Regpite Care iscovered
Hospital Inpatient Services — Precertification Required
e Room and board (Semiprivate or ICU/CCU) 20% 50%
o Hogpital servicesand supplies(x-ray, lab, anesthesia, 20% 50%
surgery (P recertification required), Inpatient Physical
T herapy, etc.)
e Pre-Admission testing 20% 50%
¢ Physician Services:
» Surgeon 20% 50%
» Anesthesiologist 20% 50%
» Radiologist 20% 50%
» Pathologist 20% 50%

*Anesthesiologist, radiologist, and pathologist charges are always paid at the Network level of benefits
(Coinsurance) when providing Inpatient services. If an Out-of-Network Provideris used, however, You

are responsible to pay the difference between the Maximum Allowed Amount and the amount the
Provider charges.
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e Circumcision

Note: Newborn staysin the Hospital after the mother is
discharged, aswell asany staysexceeding 48 hoursfor a
vaginal delivery or 96 hoursf or a cesarean section, must
be pre-certified

Infertility Services

e Covered for servicesto diagnose infertility only, treatment
of infertility isnot covered.

e Treatment for underlying medical conditions are covered as
medical.

Non-covered Servicesinclude butare notlimited to: in-vitro
fertilization, gamete intrafallopian transfer (GIFT), zygote
intrafallopian transfer (ZIFT), artificial insemination, rev ersal of
voluntary sterilization.

Sterilization Services (Precertification required for Inpatient
procedures)

Sterilizations f or women will be covered under the “Preventive
Care” benefit. Please see that section in Covered Servicesfor
f urther details.

e Vasectomy

Benefitsare paid

Schedule of Benefits Network Out-of-Network
High Deductible Wellness PPO Plan
Maternity Care & Other Reproductive Services
Physician’s office:
Global care (includes pre-and post-natal, delivery) —
e Primary care Physician (includes obstetrician and 20% 50%
gynecologist) Coinsurance
Specialist Physician Coinsurance 20% 50%
Midwife (Precertification required) 20% 50%
Physician Hospital / Birthing Center Services
(Precertification required)
e Physician'sservices 20% 50%
e Newborn nursery services (well baby care) 20% 50%
20% 50%

Benefitsare paid

based onthe setting based on the setting

in which Covered
Servicesare
received

20%

in which Covered
Servicesare
received

50%
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Schedule of Benefits Network Out-of-Network
High Deductible Wellness PPO Plan

Medical Supplies and Equipment

e Medical Supplies 20% 20%

e Durable Medical Equipment 20% 20%

e Orthotics 20% 50%
Foot and Shoe

e Prosthetic Appliances (external) 20% 50%

Including Cochlear Implants

Nutritional Counseling for Diabetes 20% 50%

Outpatient Hospital / Facility Services

e Outpatient facility 20% 50%
e Lab and x-ray services 20% 50%
e Outpatient Physician services (surgeon, anesthesiologist, 20% 50%

radiologist, pathologist, etc.)

Physician Services (Home and Office Visits)

e Primary care Physician 20% 50%
e Specialist Physician 20% 50%
e Ball State Employee Quick Clinic Covered at 100% N/A

Office Surgery

¢ Including Anesthesia 20% 50%

Online Visits 20% 50%

Consultations with your physician (PCP/Specialist)
using visual and audio (Computer, Smart Phone, Tablet) 20% 50%

Consultationswith your physician (PCP/Specialist)
using audio only (telephone) 20% 50%

Note: Benefitsare also available for medical chatsthrough Anthem’s Sydney mobile app. [No Copayment,
Deductible, or Coinsurance appliesto these services.] Please refer to the app for details.]
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Schedule of Benefits Network Out-of-Network
High Deductible Wellness PPO Plan

Prescription Injectable Drugs/ P rescription Drugs 20% 50%
Dispensed in the Physician’s Office
Note: Specialty drugsshould be sourced through

CVS/Caremark

Skilled Nursing Facility 20% 50%
Surgical Services 20% 50%
e Gastric Bypass/ Obesity Surgery 20% 50%

Includes B ariatric Surgery (lapband or gastric bypass
surgery only). Must have at least two years participation
in medical plan.

Important Note on Office Visits at an Outpatient Facility: If You have an office visit with Your Primary Care
P hysician or Specialty Care Physician at an Outpatient Facility (e.g., Hospital or Ambulatory Surgical Facility),
benefitsfor Covered Serviceswill be paid under the “Outpatient Facility” section earlier in this S chedule.
Please refer to that section for detailson the cost shares(e.g., Deductibles, Copayments, Coinsurance) that

will apply.

Preventive Services (regardless of Provider or setting where Covered at 100% Covered atthe
Preventive care isprovided) Out-of-Network
benefit level

Therapy Services (Outpatient)

Primary care Physician —Coinsurance, per visit 20% 50%
Specialist Physician or other —Coinsurance per visit 20% 50%
e Physical Therapy —60 day visit limitation 20% 50%
e Occupational Therapy — 60 day visit limitation 20% 50%
e Speech Therapy — 60 day visit limitation 20% 50%
e Cardiac Rehabilitation — 36 day visit limitation 20% 50%
e Chiropractic Care / Manipulation Therapy — 24 day visit 20% 50%

limitation
Radiation Therapy 20% 50%
Chemotherapy 20% 50%
20% 50%

Respiratory Therapy

e Vision Therapy 20% 50%

Note: Inpatient therapy serviceswill be paid under the Inpatient Hospital benefit.

13



Schedule of Benefits Network Out-of-Network
High Deductible Wellness PPO Plan

Transplants
Any Medically Necessary human organ and stem cell/bone Center of Out-of-Network
marrow transplantand trandusion as determined by the Claims Excellence/ Transplant
Administrator including necessary acquisition procedures Network Provider
collection and storage, including Medically Necessary preparatory Transplant
myeloablative therapy. Provider

The Center of Excellence requirements do not apply to comea
and kidney transplants; and any Covered Selvices, related to a
Covered Transplant Procedure, received prior to or after the
T ransplant Benefit Period.

Note: Even if a Hospitalisa Network Provider for other services
it may not be a Network T ransplant Provider f or these services.
Please be sure to contact the Claims Administrator to detemmine
which Hospitalsare Network T ransplant Providers. (When calling
Customer Service, askto be connected with the Transplant Case
Manager for further information.)

Transplant Benefit Period

Startsone day prior
to a Covered
Transplant
Procedure and
continuesfor the
applicable case
rate/global time
period (The number
of dayswill vary
depending on the
type of transplant
received and the
Center of
Excellence Network
T ransplant Provider
agreement. Contact
the Customer
Service number on
Y our ldentification
Card and askfor the
Transplant Case
Manager for specific
Network T ransplant
Provider
information.)

Startsone day prior
to a Covered
Transplant
Procedure and
continuesto the
date of discharge.
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Schedule of Benefits Network
High Deductible Wellness PPO Plan

Out-of-Network

Covered Transplant Procedure during the Transplant NOI’I-BDZ%'OF/OFaCIllty

Benefit Perio<(jj dth o . I

e Care coordinated through a Network T ransplant .
Provider/ Center of Excellence — not subjectto E’g&,}) Eg\%lr'éé
Deductible

¢ When performed by Out-of-Network T ransplant Provider
(subject to Deductible, doesnot apply to the Out of
P ocket Maximum). You are responsible for any
chargesfrom the Out-of-Network Transplant
Provider which exceed the Maximum Allowed

Amount.
Bone Marrow & Stem Cell Transplant (Inpatient & Non-BDCT Facility
Outpatient) 20%
Includes unrelated donor search up to $30,000 per BDCT Facility
transplant. 100% covered
Live Donor Health Services (including complications Covered, as
from the donor procedure for up to six weeks from approved,uptoa
the date of procurement) $17,500 benefit limit
Eligible Travel and Lodging — Limited to $150/day with Non-BDCT Facility
maximum of $2,500 for organ transplants Networkand 20%
Out-of-Network subject to Claims Administrator’s
approval. BDCT Facility
100% covered
All Other Covered Transplant Services Benefitsare paid

based on the setting
in which Covered
Servicesare received

Non-BDCT Facility
Not Covered

BDCT Facility
100% covered

Non-BDCT Facility
Not Covered

BDCT Facility
100% covered

Covered, as
approved, upto a
$17,500 benefit limit.
You are responsible
for 50% of search
charges. These
chargeswill NOT
apply to the Out-of-
Pocket Maximum.

Non-BDCT Facility
Not Covered

BDCT Facility
100% covered

Benefitsare paid basd
on the setting in which

Covered Selrvicesare
received
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Il. SCHEDULE OF BENEFITS FOR OVER 65 RETIREES

Schedule of Benefits

Calendar Year Deductible

Individual $400

Family N/A

Copayments and chargesin excess of the Maximum Allowed Amount do not contribute to the Deductible.

All Covered Services are subject to the Deductible unless otherwise specified in this Benefit Booklet.

Coinsurance After the Calendar Year Deductible is Met
(Unless Otherwise Specified)

Plan Pays 80%

Covered Person Pays 20%

Out-of-Pocket Maximum
Includesall Coinsurance, Copaymentsand the Deductible amountsyou incur in a Benefit Period, except

prescription drug benefits, precertification penalties, or chargesin excessof the Maximum Allowed Amount or
Non-Covered Services.

Individual $1,500

Family N/A

Schedule of Benefits

Allergy Care

e Testing 20%
e Treatment 20%
e Serum and allergy shots 20%

16




Schedule of Benefits

Behavioral Health / Substance Abuse Care

Hospital Inpatient Services

Outpatient Services

Applied Behavioral Analysis (ABA) Therapy

20%

Per Visit

20%

20%

Coverage for the treatment of Behavioral Health and Substance Abuse Care conditionsis provided to the
same extent and degree asfor the treatment of physical illnessand in compliance with state and federal

law.

Clinical Trials

Please see Clinical Trialsunder Benefits section for more
information.

Benefitsare paid
based onthe
setting in which
Covered Services
are received

Dental & Oral Surgery / TMJ Services

e Accidental Injury to natural teeth Treatment mug be 20%
completed within 12 months of the Injury

e Oral Surgery/ TMJ-Subjectto Medical Necessity —(surgical
and non-surgical) appliances covered.

Diagnostic Physician’s Services

Diagnostic services (including second opinion) by a Physician or 20%

Specialist Physician — office visit or home visit:

e Diagnostic X-ray — office 20%

e Diagnostic Blood Work — LabCorp, Quest Diagnostics
American Health Network

Covered at 100%

Note: Diagnostic services are defined as any claim for services performed to diagnose anillness or Injury.

17




Schedule of Benefits

Emergency Room, Urgent Care,and Ambulance Services

Emergency room for an Emergency Medical Condition

Emergency room visit (per visit) Copayment/ Coinsurance

$200 Copayment then 20%
(Copayment waived if admitted)

$200 Copayment then 20%
(Copaymentwaived if admitted)

Urgent Care clinic visit for an Emergency Medical Condition 20%
Clinic visit (per visit) Copayment / Coinsurance

All other services 20%
Ambulance services (when Medically Necessary) 20%
Land/ Air

Eye Care

e Office vist — medical eye care exams (treatment of 20%

disease or Injury to the eye)
e Treatment other than office visit 20%

Routine eye examsare nota Covered Service.

Gene Therapy Services
e Precertification required

Benefitsare paid
based on the
setting in which
Covered Services
are received.

Hearing Care

e Office visit — Audiometric exam / hearing evaluation test
e Hearing devices/ hearing aids

Routine hearing examsare not a Covered Service.

20%
Not Covered

18




Schedule of Benefits

Home Health Care Services 20%

Hospice Care Services 20%
e Includesbereavement and respite care.

Hospital Inpatient Services — Precertification Required

e Room and board (Semiprivate or ICU/CCU) 20%
o Hogpital servicesand supplies (x-ray, lab, anesthesa, 20%
surgery (P recertification required), Inpatient physical
therapy, etc.)
e Pre-Admission testing 20%

e PhysicianServices:

» Surgeon 20%
» Anesthesiologist 20%
» Radiologist 20%
» Pathologist 20%

Maternity Care & Other Reproductive Services
P hysician's office:
Global care (includes pre-and post-natal, delivery) —

e Physician 20%
e Midwife (Precertification required) 20%

Physician Hospital / Birthing Center Services
Precertification required)

e Physician'sservices 20%
e Newborn nursery services (well baby care) 20%
e Circumcision 20%

Note: Newborn staysin the Hospital after the mother isdischarged, aswell asany staysexceeding 48 hoursfor a
vaginal delivery or 96 hoursf or a cesarean section, must be pre-certified
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Schedule of Benefits

Infertility Services

e Covered for servicesto diagnose infertility only, treatment
of infertility isnot covered.

e Treatment for underlying medical conditionsare covered
asmedical.

Diagnostic Servicesand Limited Treatment

(Non-covered Servicesinclude but are not limited to:
in-vitro fertilization, gamete intrafallopian trander (GIFT),
zygote intrafallopian transfer (ZIFT), artificial insemination,
reversal of voluntary sterilization.)

Sterilization Services (Precertification required for
Inpatient procedures)

Sterilizations for women will be covered under the “Preventive
Care” benefit. Please see that section in Covered Servicesfor
f urther details.

e Vasectomy

20%

20%

20%

Medical Supplies and Equipment
e Medical Supplies
e Durable Medical Equipment

e Orthotics
Foot and Shoe

e Prosthetic Appliances (external)
-Including Cochlear Implants

20%

20%

20%

20%

Nutritional Counseling for Diabetes

20%

Outpatient Hospital / Facility Services
e Outpatient facility
e Lab and x-ray services (non-routine)

e Outpatient Physician services(surgeon,
anesthesiologist, radiologist, pathologist, etc.)

20%

20%

20%
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Schedule of Benefits

Physician Services (Home and Office Visits) 20%
Ball State Employee Quick Clinic Not Covered
Office Surgery 20%

e Including Anesthesia

Online Visits (Other than Behavioral Health & Substance; 20%

see Behavioral Health/Substance Abuse Care section for
further details)

Consultationswith your physician (PCP/Specialist) using visual 20%
and audio (Computer, Smart Phone, Tablet)

Consultationswith your physician (PCP/Specialist) using audio 20%
only (telephone)

Prescription Injectable Drugs/ Prescription Drugs Dispensed 20%
in the Physician’s Office

Important Note on Office Visits at an Outpatient Facility: If You have an office visit with Y our P rimary Care
P hysicianor Specialty Care Physician at an Outpatient Facility (e.g., Hospital or Ambulatory Surgical Facility), benefits
f or Covered Serviceswill be paid under the “Outpatient Facility” section earlier in this Schedule. Please refer to that
section for details on the cost shares (e.g., Deductibles, Copayments, Coinsurance) that will apply.

Note: Benefits are also available for medical chats through Anthem’s Sydney mobile app. No Copayment,
Deductible, or Coinsurance appliesto these services.] [Please refer to the app for details.]

Preventive Services Covered at 100%
Skilled Nursing Facility 20%
Surgical Services 20%

e Gadtric Bypass/ Obesity Surgery Not Covered
Therapy Services (Outpatient) 20%

e Physical Therapy 20%

e Occupational Therapy 20%

e Speech Therapy 20%

e Cardiac Rehabilitation 20%

¢ Chiropractic Care / Manipulation Therapy 202/0

e Radiation Therapy gooﬁ’

e Chemotherapy 280/0

e Respiratory Therapy 20 OA:

e Vision Therapy 20%
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Schedule of Benefits

Note: Inpatient therapy serviceswill be paid under the Inpatient Hospital benefit.

Physical Therapy — 60 visits per year ( not combined with another therapy) combined Institutional/Professional
Occupational Therapy —60visitsperyear (not combined with another therapy) combined Institutional/Prof essional
Chiropractic Care / Manipulation Therapy — limited 24 visits per calendar year

Respiratory Therapy — P ulmonary Rehab limited to 20 visitsper calendar year( notcombined with another therapy)
combined Ingtitutional/Professional

Speech Therapy — 60 visitsper year ( not combined with another therapy) combined Institutional/Professional

Cardiac Rehab - 36 visitsper year ( not combined with another therapy) combined Institutional/Professional

Transgender Surgery 20%
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Benefits

Transplants

Live Donor Health Services

e Medically Necessary charges for the procurement of an
organfrom alive donor are covered up to Maximum Allowed
Amount, including complications f rom the donor procedure
for up to six weeksfrom the date of procurement.

Bone Marrow Donor Search Fee
e $10,000 per transplant

Organ Transplants (institutional)
e Donorexpensesare covered.

Organ Transplants (professional)
e Donorexpensesare covered.

Travel and Lodging for Organ Transplants

e LodgingAllowance: $150 per day for double occupancy. If
recipient and/or the donor isunder age 18 at the time of the
transplant procedure, transportation, lodging, and mealsfor
two individuals accompanying the recipient and/or the
donor are covered charges, up to a total benefit of $150 per
day for lodging meals.

e Maximum $2500 per transplant

Non-BDCT Facility
20%

BDCT Facility
100% covered

Non-BDCT Facility
20%

BDCT Facility
100% covered

Non-BDCT Facility
0%

BDCT Facility
100% covered

Non-BDCT Facility
20%

BDCT Facility
100% covered

Non-BDCT Facility
20%

BDCT Facility
100% covered
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TOTAL HEALTH AND WELLNESS PROGRAMS

Sydney Health

Sydney Health simplifies the healthcare experience. Sydney is a highly intelligent and personalized
experience that supports memberson the go by providing visibility into claimsinfomrmation, helpsin finding
and scheduling care, accessing digital member ID cards, as well as delivering personalized
recommendations depending on where you are in your health journey. Sydney is also there to support

memberswith setting personal goalsand challenges, tracking steps, nutrition & sleep, and curated news
articlesthat align with each member’sinterest.]
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RETIREE ELIGIBILITY AND ENROLLMENT

Retiree Coverage
If You are both an Eligible Retiree and

e Yourlast date of hire precedes September 1, 1999, You may elect to continue coverage under the
Planif You are enrolled in the Plan at the time of Your retirement and have been so enrolled for at
least one year or You pay the equivalent of that year's premium.

e Yourlast date of hire ison or after September 1, 1999, You may elect to continue coverage under
the Planif You have been enrolled in the Plan at least 15 yearsand are enrolled at the time of Your
retirement.

Effective Date of Coverage

Coverage for Eligible Retireesand their Dependents, if elected, will begin the date immediately following
the last day of coverage asan Eligible Employee. Coverage for Surviving Spousesand their Dependents
if elected, will begin immediately following the date of the Eligible Retiree's death.

If an Eligible Retiree, Surviving Spouse or Spouse is a Covered Person under the Plan prior to attaining
age 65, coverage under the 65 and Over Retiree Health Plan option under the Plan isautomatic when the
Eligible Retiree, Surviving Spouse or Spouse attainsage 65, and shall begin the 1% of the month of Your
65" birthday; provided, however, if Your birthday fallson the 15t of the month, coverage will begin the firs
of the prior month.

T he effective date of coverage rulesare the same for participantswho obtain Medicare coverage because
of a disability.

Dependents

If an Eligible Retiree iscovered by thisPlan, he or she may enroll hisor her eligible Dependentswho are
covered under the Plan at the time of the Eligible Retiree's retirement; provided, however, that unless the
Dependentis entitled to Medicare Parts A and B, the Dependent must enroll in an option other than the
Over 65 Retiree Health Plan option. An Eligible Retiree cannot add a S pouse or Dependent Children to
coverage after retirement. An Eligible Retiree'sdomestic partner isnot eligible for retiree coverage.

Surviving Spouse and Dependent Child Coverage

If an Eligible Retiree dies while a Covered Person, and his or her Surviving Spouse and/or Dependent
Children are covered under the Plan at the time of the Eligible Employee'sdeath, the Surviving Spouse
and/or Dependent Children continue to be eligible to participate in the Plan. Coverage for the Surviving
Spouse and Dependent Children will terminate at the end of the month in which the Surviving Spouse
remarries.

Election Between Medical Coverage and Coverage under COBRA
An Eligible Retiree or Surviving Spouse must elect between:

* Retiree coverage asprovided under thisSection, ata cost to the Eligible Retiree or Surviving
Spouse and his or her Dependents which will be communicated to the Eligible Retiree or
Surviving Spouse; or

« Continuation of coverage under COBRA.
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Any coverage that the Eligible Retiree or Surviving Spouse and hisor her Dependents elect under the Plan
will be in lieu of any COBRA coverage which the Eligible Retiree or Surviving Spouse and his or her
Dependents may otherwise be entitled to. If the Eligible Retiree or Surviving Spouse and hisor her
Dependents elect coverage under COBRA, the Eligible Retiree or Surwiving Spouse and his or her
Dependentswill be entitled to continue coverage for the time period provided under COBRA. T hereafter,
the Eligible Employee or Surviving Spouse and hisor her Dependentswill not be entitled to any additional
coverage set forth in the Plan, except as otherwise required under COBRA.

T he Eligible Retiree and hisor her Dependents must el ect retiree coverage under the Plan on or before the
Eligible Employee's retirement. The Eligible Retiree and his or her Dependents must elect COBRA
continuation coverage within 60 days after the later of the date:

« the Eligible Retiree would lose coverage due to retirement; or

« the Eligible Retiree and his or her Dependents are sent an election form from Payroll &
Employee Benefits.

T he Surviving Spouse and hisor her Dependents must elect between retiree coverage under the Plan and
COBRA continuation coverage within 60 days after the later of the Date:

e the Surviving Spouse would lose coverage due to the Eligible Retiree'sdeath; or

e the Suwiving Spouse and his or her Dependents are sent an election form from Payroll &
Employee Benefits.

If the Eligible Retiree or Surviving Spouse and his or her Dependentsdo not timely elect retiree
coverage under the Plan, the Eligible Retiree or Surviving Spouse and his or her Dependents will
no longer be eligible for coverage under the Plan (except as provided through COBRA, if timely
elected).

Annual Open Enrollment

Eligible Retiree or Surviving Spouse cannot add new Dependentsto coverage after retirement (or after the
Eligible Retiree'sdeath) and if a Dependentisdropped from retiree coverage, he or she cannot be added
backto coverage. An Eligible Retiree'sor Surviving Spouse'sf ailure to make a timely election during the
annual open enrollment period will resultin a reelection of the then same coverage for benefits, if any, as
in effect for the current calendar year. The Retiree Over 65 Health Plan option isthe only option available
to an Eligible Retiree or Surviving Spouse who has attained age 65. The Retiree Under 65 High Deductible
Wellness Plan option isthe only option available to an Eligible Retiree or Surviving Spouse who isunder
the age of 65.

Change in Status
Eligible Retireesand Surviving Spouses are required to notify P ayroll & Employee Benefits, in writing, of
the following changesin statuswithin 31 daysof such changes:

* any change in address;

* lossof a Spouse or Dependent Child;

« eligibility for or entittement to Medicare by the Eligible Retiree or hisor her Dependents;
* legal separation or divorce from a Spouse;

* remarriage of a Surviving Spouse;

* aChild ceasing to be a Dependent under the Plan.

T he failure to notify Payroll & Employee Benefitsof any change described above will be deemed by the

University to be an act that constitutes fraud and an intentional misrepresentation of material fact prohibited
by the Plan that may resultin a retroactive termination of coverage.
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Amendment or Termination of Retiree Coverage

T he University hasthe right, in its sole discretion, to amend, modify or terminate retiree coverage under
the Plan, including the Eligible Retiree or Surviving Spouse share of the cost of the retiree coverage, at
any time and fromtime to time and to any extent it may deem advisable. No Eligible Retiree, Surviving
Spouse or Dependent isvested in any retiree coverage under the Plan.
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HOW YOUR PLAN WORKS

Note: Capitalized termssuch as Covered Serwices, Medical Necessity, and Out-ofPocket Maximum are
defined in the “Definitions’ S ection.

Introduction

The Under 65 Retiree options under the Plan are Preferred Provider Organizations (PPO) which are
comprehensive plans. T hese optionsare divided into two sets of benefits. Networkand Out-of-Network
If You choose a Network Provider, You will receive Network benefits. Utilizing this method means Y ou will
not have to pay asmuch money; Y our Out-of-Pocket expenseswill be higherwhen Y ouuse Out-of-Network
Providers.

Providersare compensated using a variety of payment arrangements, including fee for service, per diem,
discounted fees, and global reimbursement.

All Covered Services must be Medically Necessary, and coverage or certification of services that
are not Medically Necessary may be denied.

Network Services

When Y ou use a Network Provider or get care aspart of an Authorized Service, Covered Serviceswill be
covered atthe Networklevel. Regardlessof Medical Necessity, benefitswill be denied for care that isnot
a Covered Service. The Plan hasthe final authority to decide the Medical Necessity of the service.

Network Providers include Primary Care Physicians/Providers (PCPs), Specialists (Specialty Care
Physicians/Providers- SCPs), other professional Providers, Hospitals, and other Facilitieswho contract
with usto careforYou. Referralsare neverneededto visit a NetworkS pecialist, including behavioral health
Providers.

T o see a Doctor, call their office:

e Tell them You are an Anthem Member,

e Have Your Member Identification Card handy. T he Doctor’s office may ask Y ou for Your group or
Member ID number.

e Tell them the reason for Your visit.

When You go to the office, be sure to bring Your Member Identification Card with You.
For servicesfrom Network Providers:

1. Youwilnotneedtofile claims. Network Providerswill file claimsfor Covered Servicesfor You. (You
will still need to pay any Coinsurance, Copayments, and/or Deductiblesthat apply.) You may be billed
by Y our Network P rovider(s) for any Non-Covered Services Y ou get or when You have not followed the
termsof this Benefit BooK et.

2. Precertification will be done by the Network Provider. (See the Health Care Management —
Precertification section for further details.)

Please read the Claims Payment section for additional information on Authorized Services.

After Hours Care

If You need care after normal businesshours, Y our doctor may have sev eral optionsfor You. You should
call Your doctor’s office for instructions if You need care in the evenings, on weekends, or during the
holidaysand cannot wait until the office reopens. If You have an Emergency, call 911 or go to the neares
Emergency Room.
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Out-of-Network Services
When Y ou do notuse a Network Provider or get care aspart of an Authorized Service, Covered Services
are covered at the Out-of-Network|evel, unless otherwise indicated in this B enefit BooK et.

For servicesfrom an Out-of-Network P rovider:

¢ the Out-of-Network Provider can charge You the difference between their bill and the Plan’s Maximum
Allowed Amount plusany Deductible and/or Coinsurance/Copayments;

Y ou may have higher cost sharing amounts(i.e., Deductibles, Coinsurance, and/or Copayments);

Y ou will have to pay for servicesthat are not Medically Necessary;

Y ou will have to pay for Non-Covered Selrvices;

Y ou may have to file claims; and

Y ou must make sure any necessary Precertification isdone. (Please see Health Care Management
— Precertification for more details.)

How to Find a Provider in the Network
T here are three ways Y ou can find out if a Provider or facility isin the Networkfor thisPlan. You can al
find out where they are located and details about their license or training.

e SeeYourPlan'sdirectory of NetworkP rovidersat www.anthem.com, which liststhe Doctors, P roviders
and facilities that participate in this Plan’s Network

e Call Member Servicesto askforalist of doctorsand Providersthat participate in this Plan’s Network
based on specialty and geographic area.

e Checkwith Your doctor or Provider.

If You need detailsabout a Provider'slicense or training, or help choosing a doctor who is right for You,
call the Member Services number on the back of Your Member Identification Card. TTY/TDD servicesal
are available by dialing 711. A special operator will getin touch with usto help with Your needs.

The BlueCard Program

Like all Blue Cross& Blue Shield plansthroughout the country, Anthem participatesin a program called
"BlueCard." Thisprogram letsY ou get Covered Services at the Network cost-share when you are traveling
out of state and need health care, aslong asYou use a BlueCard Provider. All You have to do is show
your Identification Card to a participating Blue Cross & Blue Shield Provider, and they will send Your claims
to the Claims Administrator.

If You are out of state and an Emergency or urgent situation arises, Y ou should get care right away.

In a non-Emergency situation, You can find the nearest contracted Provider by visiting the BlueCard Doctor
and Hospital Finder website (www.BCBS.com) or call the number on the back of your Identification Card.

Y ou can also access P hysiciansand Hospitals outside of the U.S. The BlueCard program isrecognized in
more than 200 countries throughout the world.

Please refer to Inter-Plan Programs in the Claims Payment section for more information on BlueCard.
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Care Outside the United States — BlueCard® Worldwide
Prior to travel outside the United States, checkwith Payroll & Employee Benefits or call Member Services

at the number on Your Identification Card to find out if the Plan hasBlueCard Worldwide benefits Your
coverage outside the United States may be different and we recommend:

Before you leave home, call the Member Servicesnumber on your Identification Card for coverage
details.

Always carry your current Identification Card.

In an emergency, go directly to the nearest Hospital.

T he BlueCard Worldwide Service Center is available 24 hoursa day, seven daysa week toll free at
(800) 810-BLUE (2583) or by calling collectat (804) 673-1177. An assistance coordinator, along with
a medical professional, will arrange a Physician appointment or hospitalization, if needed.

Call the Service Center in these non-emergent situations:

You need to find a Physician or Hospital or need medical assistance services. An assistance
coordinator, along with a medical professional, will arrange a Physician appointment or hospitalization,
if needed.

Y ou need to be hospitalized or need Inpatient care. After calling the Service Center, You mug also
call the Claims Administrator to obtain approval for benefits at the phone number on y our Identification
Card. Note: thisnumber isdifferent than the phone numberslisted above for BlueCard Worldwide.

Payment Information

Participating BlueCard Worldwide Hospitals. In most cases, when You make arrangements for
hogpitalization through BlueCard Worldwide, You should not need to pay upfront for Inpatient care at
participating BlueCard Worldwide hospitals except for the Out-of-Pocket costs (non-Covered Services
Deductible, Copaymentsand Coinsurance) You normally pay. The Hospital should submit Your claim
on Y our behalf.

Doctors and/or non-participating Hospitals. You will need to pay upfront for Outpatient services
care received from a Physician, and Inpatient care not arranged through the BlueCard Worddwide
Service Center. Then You can complete a BlueCard Worldwide claim form and send it with the original
bill(s) to the BlueCard Worldwide Service Center (the address is on the fom).

Claim Filing

T he Hospitalwillfile your claim if the BlueCard Worddwide Service Center arranged Y our ho spitalization.
Y ou will need to pay the Hospital for the Out-of-Pocket costs Y ou nomally pay.

Y ou must file the claim for Outpatient and Physician care, or Inpatient care not arranged through the
BlueCard Worldwide Service Center. You will need to pay the Provider and subsequently send an
international claim form with the original billsto the Claims Administrator.

Claim Forms
International claim forms are available from the Claims Administrator, the BlueCard Worldwide Service

Center, or online at www.bcbs.com/bluecardworldwide. The addressfor submitting claimsison the fom.
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HEALTH CARE MANAGEMENT - PRECERTIFICATION

Y our Plan includesthe process of Utilization Review to decide when services are Medically Necessary or
Experimental/Investigative asthose termsare defined in thisBenefit Booket. Utilization Review aidsthe
delivery of cost-effective health care by reviewing the use of treatmentsand, when proper, level of care
and/or the setting or place of service thatthey are performed. A service must be Medically Necessary to
be a Covered Service. When level of care, setting or place of service is part of the review, servicesthat
can be safely given to You in a lower level of care or lower cost setting/place of care, will not be Medically
Necessary if they are given in a higher level of care, or higher cost setting/place of care.

Certain Servicesmust be reviewed to determine Medical Necessity in order for You to get benefits
Utilization Review criteria will be based on many sourcesincluding medical policy and clinical guidelines
T hePlan maydecide thata treatmentthat wasasked f orisnot Medically Necessary if a clinically equivalent
treatment thatismore cost effective isavailable and appropriate.

If Youhave any questionsregarding the information contained in thissection, You may call the Member
Servicestelephone number on Your Identification Card or visit www.anthem.com.

Acute Care at Home Programs

Anthem hasprogramsavailable that offer acute care to Memberswhere they live asan alternative to staying
in a Facility, when the Member’'s condition and the Covered Servicesto be delivered, are appropriate for
the home setting. We refer to these programs as Acute Care at Home Programs. These programs provide
care for active, short-term treatment of a severe injury or episode of illness, an urgent medical condition, or
during recovery from surgery. Acute care services are generally delivered by teams of health care
Providersfroma range of medicaland surgical specialties. TheAcute Care atHome Programsare separate
from our Home Care Servicesbenefit, are only available in certain Service Areas, and are only provided if
the Member'shome meets accessibility requirements.

Covered Servicesprovided by Acute Care at Home Programs may include P hysician services (either in-
person or via telemedicine), diagnostic services, surgery, home care services, home infusion therapy,
Prescription Drugs Administered by a Medical Provider, therapy services, and follow-up care in the
community. Prescription Drugsat a Retail or Mail Order P hammacy are not included in these Programs
Acute Care at Home Programs may also include servicesrequired to set up telemedicine technology for in-
home patient monitoring, and may include coverage for meals.

Memberswho qualify for these programswill be contacted by our Provider, who will discusshow treatment
will be structured, and whatcostsmay be required forthe services. Benefitlimitsthat might otherwise apply
to outpatient or home care services, (e.g., home care visits, physical therapy, etc.), may not apply to these
programs.

Y our participation in these programsis voluntary. If You choose to participate, Your Provider will discuss
the length of time thatbenefitsare available under the program (e.g., the Acute Care at Home Benefit
Period) when You enroll. The Acute Care at Home Benefit Period typically beginson the date Your Acute
Care at Home Provider setsup servicesin Your home, and lasts until the date You are discharged from the
Program.

Any Covered Servicesreceived before or after the Acute Care at Home Benefit P eriod will be covered
according to the other benefits of thisPlan.

Coverage for or payment of the service or treatment reviewed is not guaranteed even if the Plan
decides Your services are Medically Necessary. For benefitsto be covered, on the date You get
service:

Y ou must be eligible for benefits;

Fees must be paid for the time period that servicesare given;

T he service or supply must be a Covered Service under Your Plan;
T he service cannot be subject to an Exclusion under Your Plan; and
Y ou must not have exceeded any applicable limitsunder Your Plan.

gD E
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Types of Reviews:

Pre-service Review — A review of a service, treatment or admission for a benefit coverage
determination which isdone before the service or treatment beginsor admission date.

Precertification — A required Pre-service Review for a benefit coverage determination for a service or
treatment. Certain services require Precertification in order for You to get benefits. T he benefit
coverage review will include a review to decide whether the service meetsthe def inition of Medical
Necessity or is Experimental/Investigative asthose termsare defined in this B enefit Book et.

For admissionsfollowing Emergency Care, You, Your authorized representative or Doctor mug tell the
Claims Administrator no laterthan 2 business daysafter admission or as soon as possible within a
reasonable period of time. For childbirth admissions, Precertification isnot needed unless there isa
problem and/orthe mother and baby are not sent home at the sametime. Precertificationisnot required
forthe first 48 hoursfor a vaginal delivery or 96 hoursf or a cesarean section. Admissionslonger than
48/96 hoursrequire precertification.

Continued Stay/Concurrent Review - A Utilization Review of a service, treatment or admisson for a
benefit coverage determination which must be done during an ongoing stay in a f acility or course of
treatment.

Both Pre-Service andContinued Stay/ConcurrentReviewsmay be considered urgent when, in the view
of the treating Provider or any Doctor with knowledge of Your medical condition, without su ch care or
treatment, Your life or health or Your ability to regain maximum function could be seriously threatened
or You could be subjected to severe pain that cannot be adequately managed without such care or
treatment. Urgent reviews are conducted under a shorter timeframe than standard reviews.

Post-service Review — A review of a service, treatment or admission for a benefit coverage that is
conducted after the service hasbeen provided. Post-service reviewsare performed when a service,
treatment or admission did not need a Precertification, or when a needed P recertification was not
obtained. Post-service reviewsare done for a service, treatmentor admission in which the Claims
Administrator has a related clinical coverage guideline and are typically initiated by the Claims
Administrator.

Failure to Obtain Precertification Penalty:

IMPORTANT NOTE: IF YOU OR YOUR PROVIDER DO NOT OBTAIN
THE REQUIRED PRECERTIFICATION, A $300 PENALTY WILL APPLY
AND YOUR OUT-OF-POCKET COSTS WILL INCREASE.

The following list is not all inclusive and is subject to change; please
call the Member Services telephone number on Your Identification Card
to confirm the most currentlist and requirements for the Plan.

Inpatient Admission:
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e Acute Inpatient

e Acute Rehabilitation

e LTACH (Long Term Acute Care Hospital)
e Skilled Nursing Facility

o OB delivery staysbeyond the Federal Mandate minimum LOS (including newborn staysbeyond
the mother's stay)

e Emergency Admissions (Requires Plan notification no later than 2 business days after admission)




Diagnostic Testing:

Cardiac lon Channel Genetic Testing

Chromosomal Microarray Analysis (CMA) for Developmental Delay, Autism Spectrum Disorder,
Intellectual Disability (Intellectual Developmental Disorder) and Congenital Anomalies

Gene Expression Prafiling for Managing Breast Cancer Treatment

Gene Mutation Testing for Solid Tumor Cancer Susceptibility and Management

Genetic Testing for Breast and/or Ovarian Cancer Syndrome

P reimplantation Genetic Diagnosis T esting

Prostate Saturation Biopsy

Wireless Capsule for the Evaluation of Suspected Gastric and Intestinal Motility Disorders

Durable Medical Equipment (DME)/Prosthetics:

Augmentative and Alternative Communication (AAC) Devices Speech Generating Devices (SGD)
Dynamic Low-Load Prolonged-Duration Stretch Devices

Electrical Bone Growth Stimulation

Functional Electrical Stimulation (FES); Threshold Electrical Stimulation (TES)

Implantable Infusion Pumps

Lower Limb Prosthesisand Microprocessor Controlled Lower Limb Prosthesis

Oscillatory Devices for Airway Clearance including High Frequency Chest Compression and
Intrapulmonary Percussive Ventilation (IPV)

Prosthetics. Electronic or externally powered and select other prosthetics- (myoelectric-UE)
Standing Frame

T ranstympanic Micropressure f or the Treatment of Méniére’s Disease

Ultrasound Bone Growth Stimulation

Wheeled Mobility Devices: Wheelchairs-P owered, Motorized, With or Without Power Seating
Systemsand Power Operated Vehicles (POVs)

Gender Reassignment Surgery

Human Organ and Bone Marrow/Stem Cell Transplants

Inpatient admitsfor ALL solid organ and bone marrow/stem cell transplants (Including Kidney only
transplants)

Outpatient: All proceduresconsideredto be transplantor transplantrelated including but notlimited
to:

o Donor Leukocyte Infusion
¢ Intrathecal treatment of Spinal Muscular Atrophy (SMA)
o Stem Cell/Bone Marrow transplant (with or without myeloablative therapy)

o (CAR) T-cell immunotherapy treatment
o Axicabtagene ciloleucel (Yescarta™)

o Tisagenlecleucel (Kymriah™)

Gene Therapy Treatment & Replacement (Clear confirmation that the group has excluded the
benefit isrequired. If the benefitiscovered, pre-certification isrequired).

Mental Health/Substance Abuse (MHSA):
Pre-Certification Required
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Acute Inpatient Admissions
T ranscranial Magnetic Stimulation (T MS)
Residential Care



B ehavioral Health in-home Programs
Applied Behavioral Analysis (ABA)**
Intensive Outpatient Therapy (IOP) **
P artial Hospitalization (PHP) **

Other Outpatient and Surgical Services:
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Air Ambulance (excludes 911 initiated emergency transport)
Abdominoplasty ,Panniculectomy, Diastasis Recti Repair
Ablative Techniquesasa T reatment for Barrett's Esophagus

Allogeneic, Xenographic, Synthetic and Composite P roducts f or Wound Healing and Soft Tiswe
Grafting

Hyperbaric Oxygen Therapy (Systemic/Topical)

Autologous Cellular Immunotherapy for the Treatment of Prostate Cancer

Axial Lumbar Interbody Fusion

Balloon and Self-Expanding Absorptive Sinus Ostial Dilation

Bariatric Surgery and Other Treatmentsfor Clinically Severe Obesity

Blepharoplasty

B one-Anchored and Bone Conduction Hearing Aids

Brachioplasty

Breast Procedures; including Reconstructive Surgery, Implantsand other Breast Procedures
Bronchial Thermoplasty for Treatment of Asthma

Cardiac Resynchronization Therapy (CRT) with or without an Implantable Cardioverter Defibrillator
(CRT/ICD) for the Treatment of Heart Failure

Carotid, Vertebral and Intracranial Artery Angioplasty with or without Stent Placement
Chin Implant, Mentoplasty, Osteoplasty Mandible
Cochlear Implantsand Auditory Brainstem Implants

Computer-Assisted Musculoskeletal Surgical Navigational Orthopedic Procedures of the
Appendicular System

Corneal Collagen Cross-Linking

Cryosurgical Ablation of Solid Tumors Outside the Liver
Deep Brain, Cortical, and Cerebellar Stimulation
Diaphragmatic/Phrenic Nerve Stimulation pacing systems
Electric Tumor Treatment Field (TTF)

Endovascular Techniques (P ercutaneous or Open Exposure) for Arterial Revascularization of the
Lower Extremities)

Extracorporeal Shock Wave Therapy for Orthopedic Conditions

Functional Endoscopic Sinus Surgery

Immunoprophylaxis for respiratory syncytial virus (RSV)/ Synagis (palivizumab)
Implantable Ambulatory Event Monitors and Mobile Cardiac Telemetry
Implantable Middle Ear Hearing Aids

Implantable or Wearable Cardioverter-Defibrillator

Implanted (Epidural and Subcutaneous) Spinal Cord Stimulators (SCS)
Implanted Devicesfor Spinal Stenosis

Insertion/injection of prosthetic material collagen implants

P ercutaneous V ertebral Disc and Vertebral Endplate Procedures

Intraocular Anterior Segment Aqueous Drainage Devices (without extraocular reserv oir)
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Keratoprosthesis
Liposuction/lipectomy
Locoregional and Surgical Techniquesf or Treating Primary and Metastatic Liver Malignancies

Lower Esophageal Sphincter Augmentation Devicesforthe Treatmentof Gastroesophageal Reflux
Disease (GERD)

Lumbar Discoraphy

Lung Volume Reduction Surgery

Lysis of Epidural Adhesions

Mandibular/Maxillary (Orthognathic) Surgery

Manipulation Under Anesthesia of the Spine and Joints other than the Knee
Mastectomy for Gynecomastia

Mechanical Circulatory Assist Devices(V entricular Assist Devices, P ercutaneousV entricular Assist
Devicesand Artificial Hearts)

Mechanical Embolectomy for Treatment of Acute Stroke

Meniscal Allograft Transplantation of the Knee

Occiptal nerve stimulation

Oral, Pharyngeal and Maxillofacial Surgical Treatment for Obstructive Sleep Apnea or Snoring

Outpatient Cardiac Hemodynamic Monitoring Using a Wireless Sensor for Heart Failure
Management

Ovarian and Internal lliac Vein Embolization asa Treatment of Pelvic Congestion Syndrome
P artial Left Ventriculectomy

Penile Prosthesis Im plantation

P ercutaneousand Endoscopic Spinal Surgery

P ercutaneous Neurolysis f or Chronic Neckand BackP ain

PercutaneousV ertebroplasty, Kyphoplasty and Sacroplasty

P erirectal Spacersfor Use During Prostate Radiotherapy (Space Oar)

P hotocoagulation of Macular Drusen

P resbyopia and Astigmatism-Correcting Intraocular Lenses

Procedures P erformed on Male or Female Genitalia

Procedures P erformed on the Face, Jaw or Neck (including facial dermabrasion, scar revision)
Procedures P erformed on the Trunkand Groin

Reduction Mammaplasty

Repair of pectus excavatum/carinatum

SacralNerve Stimulation (SNS) and PercutaneousT ibial Nerve Stimulation (PTNS) for Urinary and
Fecal Incontinence and Urinary Retention

Sacral Nerve Stimulation asa Treatment of Neurogenic Bladder Secondary to Spinal Cord Injury
Sacroiliac Joint Fusion

Skin-Related Procedures

Subtalar Arthroereisis

Surgical and Ablative Treatmentsfor Chronic Headaches

Surgical and Minimally Invasive Treatmentsfor Benign Prostatic Hyperplasia (BPH) and Other GU
Conditions

Surgical Treatment of Obstructive Sleep Apnea and Snoring
T herapeutic Apheresis
T otal Ankle Replacement



e Transanal Hemorrhoidal Dearterialization (THD)

e Transcatheter Ablation of Arrhythmogenic Fociin the Pulmonary Veinsas a T reatment of Atrial
Fibrillation (Radiofrequency and Cryoablation)

e Transcatheter Closure of Patent Foramen Ovale and Left Atrial Appendage for Stroke P revention
e Transcatheter Heart Valve Procedures

e Transcatheter Uterine Artery Embolization

e Transendoscopic Therapy for Gastroesophageal Reflux Disease and Dysphagia
e Transmyocardial/Perventricular Device Closure of Ventricular Septal Defects

e Treatment of Hyperhidrosis

e Treatment of Osteochondral Defects of the Knee and Ankie

e Treatment of Temporomandibular Disorders

e Treatment of Varicose Veins (Lower Extremities)

o Treatmentsfor Urinary Incontinence

e VagusNerve Stimulation

¢ VenousAngioplasty with or without Stent Placement/ Venous Stenting

e Viscocanalostomy and Canaloplasty

Out of Network Referrals: _ . . ' _
Out of NetworkS ervicesf or consideration of paymentat in-networkbenefit level (may be authorized, based

on network availability and/or medical necessity.)

Radiation Therapy/ Radiology Services
¢ Intensity Modulated Radiation Therapy (IMRT)

¢ MRI Guided High Intensity Focused Ultrasound Ablation for Non-Oncologic Indications

e Single Photon Emission Computed Tomography (SPECT) S cansfor Noncardiovascular Indications
e Proton Beam Therapy

¢ Radiofrequency Ablation to Treat Tumors Outside the Liver

e Stereotactic Radiosurgery (SRS) and Stereotactic Body Radiotherapy (SBRT)

e Transcatheter Arterial Chemoembolization (T ACE) and Transcatheter Arterial Em bolization (T AE)
f or treating Primary or Metastatic Liver Tumors

e Transcatheter Arterial Chemoembolization (T ACE) and Transcatheter Arterial Embolization (T AE)
for Malignant Lesions Outside the Liver- except CNS and Spinal Cord

o Wireless Capsule Endoscopy for Gastrointestinal Imaging and the Patency Capsule

Services not requiring pre-certification for coverage, but recommended for pre-determination of
medical necessity due to the existence of post service claim edits and/or the potential cost of
servicesto the member if denied by Anthem for lack of medical necessity:

(1) Procedures, equipment, and/or specialty infusion drugs which have medically necessary criteria
determined by Corporate Medical Policy or Adopted Clinical Guidelines.

Referrals with respect to Under 65 Retiree options:
Requests for Out of Network Referralsfor care thatthe Claims Administrator determinesare Medically
Necessary may be pre-authorized, based on Network adequacy and Medical Necessity.

Utilizing a Provider outside of theNetworkmay resultin significant additional financial responsibility for You,
because the Plan cannot prohibit Out-of-Network P roviders from billing You for the difference between the
Provider'scharge and the benefit the Plan provides.
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T he ordering Provider, facility or attending Physician should contact the Claims Administrator to reques a
Precertification or Predetermination review (“requesting Provider”). The Claims Administrator will work
directly with the requesting Provider for the Precertification request. However, You may designate an
authorized representative to act on Your behalf for a specific request. The authorized representative can
be anyone who is 18 yearsof age or older.

Who is Responsible for Precertification?

Typically, Network Providers know which services need P recertification and will get any P recertification
when needed. Your Primary Care Physician and other Network Providers have been given detailed
information about these proceduresand are responsible for meeting these requirements. Generally, the
ordering Provider, facility or attending Doctor (“requesting Provider”) will get in touch with the Claims
Administrator to askf ora Precertification. However, Y oumay request a Precertification or You may choose
an authorized representative to act on Y our behalf for a specific request. The authorized representative
can be anyone who is 18 years of age or older. T he table below outlines who is responsible for
Precertification and under what circumstances.

Provider Network Status Responsibility Comments
to Get
Precertification
Network, including BlueCard | Provider e The Provider must get Precertification when
Providersin the service areas required

of Anthem Blue Cross and
Blue Shield (CO, CT, IN, KY,
ME, MO, NH, NV, OH, VA,
WI); Anthem Blue Cross (CA);
Empire Blue Cross Blue
Shield; Blue Cross Blue Shield
of Georgia; and any future
affiliated Blue Cross and/or
Blue Shield plans resulting
from a merger or acquistion
by the Claims Administrators

parentcompany.
Out-of- Network/ Member e Member must get Precertification when required.
Non-Participating (Call Member Services.)

e Member may be financially responsible for
charges/costs related to the service and/or
setting in whole or in part if the service and or
setting isf ound to not be Medically Necessary.

Blue Card Provider outside the | Member e Member must get Precertification when required.
service areas of the states | (Except for (Call Member Services.)

listed in the column above and | Inpatient e Member may be financially responsible for
BlueCard Providers in other | Admissions) charges/costs related to the service and/or
states not listed, setting in whole or in part if the service and or

setting isfound to not be Medically Necessary.

e Blue Card Providers must obtain
precertification for all Inpatient Admissions.

NOTE: For an Emergency Care admission, precertification is not required. However, You, Your
authorized representative or Doctor must tell the Claims Administrator no later than 2 business
days after admission or as soon as possible within a reasonable period of time.
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T he ClaimsAdministrator will utilize clinical coverage guidelines, such asmedical policy, clinicalguidelines
and other applicable policiesand proceduresto help make Medical Necessity decisions. Medical policies
and clinical guidelines reflect the standards of practice and medical interventions identified as proper
medical practice. TheClaimsAdministratorreservestherightto reviewand update these clinical coverage
guidelinesfrom time to time.

Y ou are entitled to ask forand get, free of charge, reasonable accessto any records conceming Your
request. Toaskforthisinformation, call the Precertification phone number onthe backof Y our Identification
Card.

If You are not satisfied with the Plan’s decision under this section of Your benéfits, please refer to the Your
Right To Appeal section to see what rights may be available to You.

Decision and Notice Requirements

T he Claims Administrator will review requestsf or benefitsaccording to the timeframeslisted below. The
timeframesand requirementslisted are based on Federal laws. Y ou may call the phone number on the
backof Your Identification Card for more details.

Type of Review Timeframe Requirement for Decision and
Notification
Urgent Pre-Service ReView 7Zhourstromthe receipt of request
Non-Urgent Pre-service Review 15 calendar daysfrom the receipt of the request

Urgent Contnued Stay/Concurrent Review when | 24 hoursTrom the receipt of the request
requestis received more than 24 hoursbefore the end
of the previousauthorization

Urgent Continued Stay/Concurrent Review when | 72 hoursfromthe receipt of the request
request is received lessthan 24 hours before the end
of the previous authorization or no previous
authorization exists

Non-urgent Continued Stay/Concurrent Review for | 15 calendar daysfrom the receipt of the request
ongoing outpatient treatment

Post-Service Review 30 calendar daysfrom the receipt of the request

If more information isneeded to make a decision, the Claims Administrator will tell the requesting Provider
of the specific information needed tofinish the review. If the Claims Administrator does not get the specific
information needed by the required timeframe, the Claims Administrator willmake a decision based upon
the information it has.

T he ClaimsAdministrator will notify You and Y our Provider of itsdecision asrequired by Federallaw. Notice
may be given by one or more of the following methods: verbal, written, and/or electronic.

Important Information

From time to time certain medical management processes (including utilization management, case
management, and disease management) may be waived, enhanced, changed or ended. An altemate
benefit may be offered if in the Plan’s sole discretion, such change furthersthe provision of cost effective,
value based and/or quality services.
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Certain qualifying Providers may be selected to take part in a program or a provider arrangement that
exemptsthem fromcertain procedural or medical management processes that would otherwise apply. Your
claim may also be exempted from medical review if certain conditionsapply.

Just because a process, Provider or Claim isexempted from the standards which otherwise would apply,
it doesnot mean that thiswill occur in the future, or will do so in the future for any other Provider, claim or
Member. The Plan may stop or change any such exemption with or without advance notice.

Y ou may find out whether a Provider is taking part in certain programs or a provider arrangement by
contacting the Member Servicesnumber on the back of Your Identification Card.

T he Claims Administrator also may identify certain Providersto review for potential fraud, waste, abuse or
other inappropriate activity if the claimsdata suggests there may be inappropriate billing practices If a
Provider is selected under this program, then the Claims Administrator may use one or more clinical
utilization management guidelinesin the review of claims submitted by this Provider, even if those
guidelinesare not used for all Providersdelivering servicesto thisPlan’sMembers.

Individual Case Management

T he Claims Administrator'sindividual health plan case management programs (Case Management) helps
coordinate servicesfor Memberswith health care needsdue to serious, complex, and/or chronic health
conditions. The Claims Administrator's programs coordinate benefitsand educate Memberswho agree to
take part in the Case Management program to help meet their health-related needs.

T he Claims Administrator's Case Management programs are confidential and voluntary. These programs
are given atno extra cost to you.

If you meet program criteria and agree to take part, the Claims Administrator will help you meet your
identified health care needs. Thisis reached through contact and team workwith you and/or your chosen
representative, treating Physician(s), and other Providers.

In addition, the Claims Administrator may assist in coordinating care with existing community-based
programs and services to meet your needs. This may include giving you information about extemal
agenciesand community-based programsand services.

In certain cases of severe or chronic illnessor Injury, the Plan may provide benefitsfor alternate care that
is not listed asa Covered Service. The Plan may also extend Covered Services beyond the Benefit
Maximums of thisPlan. The Claims Administrator will make any recommendation of alternate or extended
benefitsto the Plan on a case-by-case basis, if at the Claims Administrator'sdiscretion the altemate or
extended benefitisin the best interest of Y ou and the Plan and Y ou or Y our authorized representative
agree to the alternate or extended benefitin writing. A decision to provide extended benefits or approve
alternate care in one case doesnotobligate the Plan to provide the same benefitsagain to You or to any
other Member. The Planreservestheright, at anytime, to alter or stop providing extended benefits or
approving alternate care. In such case, the Claims Administrator will notify You or Y our authorized
representative in writing.
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COVERED SERVICES

Paymenttermsapply to all Covered Services. Please referto the S chedule of Benefitsfor details All
Covered Servicesmust be Medically Necessary, whether provided through Network P roviders or Out-of-
Network Providers.

Ambulance Service

Medically Necessary ambulance servicesare a Covered Service when

e Youare transported by a state licensed vehicle thatisdesigned, equipped, and used only to transport
the sick and injured and staffed by Emergency Medical Technicians (EMT), paramedics, or other
certified medical professionals. Thisincludesground, water, fixed wing, and rotary wing air
transportation. Thisalso includesservicesrendered by an Emergency Medical Services Provider
Organization within their scope of practice, performed or provided asadvanced life support services,
and performed or provided during a response initiated through the 911 system regardless of whether
the patientistransported. If multiple Emergency Medical Services P rovider Organizations qualify and
submit a claim to Us, We:
- May reimburse f or one (1) claim per patient encounter; and
- Reimburse the claim submitted by the Emergency Medical Services P rovider Organization that

performed or provided the majority of advanced life support servicesto you.

And one or more of the following criteria are met:

» Forground ambulance, you are taken:

- From your home, the scene of an accident or medical Emergency to a Hospital;

- Between Hospitals, including when the Claims Administrator requiresyou to move from an Out-of-
Network Hospital to a Network Hospital

- Between a Hospital and a Skilled Nursing Facility or other approved Facility.

» Forair or water ambulance, you are taken:

- From the scene of an accident or medical Emergency to a Hospital;

- Between Hospitals, including when the Claims Administrator requiresyou to move from an Out-of-
Network Hospital to a Network Hospital

- Between a Hospital and an approved Facility.

Ambulance Servicesare subjectto Medical Necessity reviewsby the Claims Administrator. Emergency
ambulance servicesdo not require precertification and are allowed regardless of whether the Provider isa
Network or Out-of-Network P rovider.

Non-Emergency ambulance servicesare subjectto Medical Necessity reviewsby the ClaimsAdministrator.
When using an air ambulance, for non-Emergency transportation, the Claims Administrator reserves the
right to select the air ambulance Provider. If you do not use the air ambulance Provider the Claims
Administrator selects, the Out-of-Network Provider may bill you for any charges that exceed the Plan’s
Maximum Allowed Amourt.

Y ou must be taken to the nearest Facility that can give care for your condition. In certain casesth e Claims
Administrator may approve benefitsf or transportation to a Facility that isnot the nearest Facility.

Benefitsalso include Medically Necessary treatment of a sickness or injury by medical professionals from
an ambulance service, even if you are not taken to a Facility.

Important Notes on Air Ambulance Benefits =~ .
Benefitsare onlyavailable forairambulance whenitisnot appropriate to use a ground or water ambulance.

For example, if using a ground ambulance would endanger your health and your medical condition requires
a morerapid transportto a Facility than the ground ambulance can provide, the Plan will cover the air
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ambulance. Air ambulance will also be covered if you are in an area thata ground or water ambulance
cannot reach.

Airambulance will not be covered if you are taken to a Hospital that isnot an acute care Hospital (such as
a Skilled Nursing Facility), or if you are taken to a Physician’s office or your home.

Hospital to Hospital Transport

If you are moving from one Hospital to another, air ambulance will only be covered if using a ground
ambulance would endanger your health and if the Hospital that first treats cannot give you the medical
servicesyou need. Certain specialized servicesare not available at all Hospitals. For example, bum care,
cardiac care, trauma care, and critical care are only available at certain Hospitals. Tobe covered, you mus
betaken to the closest Hospital thatcantreatyou. Coverageisnotavailable forairambulancetransfers

simply because you, your family, or your Provider prefers a specific Hospital or Physician.

Assistant Surgery
Servicesrendered by an assistant surgeon are covered based on Medical Necessity.

Behavioral Health Care and Substance Abuse Treatment

See the Schedule of Benefits for any applicable Deductible, Coinsurance, or Copayment information.
Coverage for the diagnosisand treatment of Behavioral Health Care and Substance Abuse T reatment on
an Inpatient or Outpatient basiswill not be subject to Deductibles, Copayment, or Coinsurance provisions
thatarelessfavorable thanthe Deductibles, Copayment, or Coinsurance provisionsthat apply toa physcal
illnessas covered under this B enefit BooK et.

Hospital Inpatient Care
Benefitsfor Inpatient Hospital and Physician chargesare Covered Services.

Professional Outpatient Care
Covered Sewicesinclude:

o Professional care in the Outpatient department of a Hospital;
e Physician’s office visits; and
e Serviceswithin the lawful scope of practice of a licensed, approved provider.

Note: T o be reimbursable, care must be given by a psychiatrist, psychologist, neuropsychologig, or a
mid-level provider such as a licensed clinical social worker, mental health clinical nurse specialig, a
marriage and family therapist, or a licensed professional counselor.

Breast Cancer Care

Covered Selrvicesare provided for Inpatient care following a mastectomy or lymph node dissection until the
completion of an appropriate period of stay asdetermined by the attending Physician in consultation with
the Covered Person. Follow-up visitsare also included and may be conducted at home orat the Physician’s
office asdetermined by the attending Physician in consultation with the Covered Person.

Breast Reconstructive Surgery
Covered Services are provided following a mastectomy f or reconstruction of the breast on which the

mastectomy was performed, surgery and reconstruction of the other breast to produce a symmetrical
appearance, and prosthesesand treatment of physical complications, including lymphedemas.

Cardiac Rehabilitation
Covered Servicesare provided asoutlined in the Schedule of Benefits.
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Clinical Trials

Benefitsinclude coverage for services, such asroutine patient care costs, given to You asa participant in
an approved clinical trial if the servicesare Covered Servicesunder thisPlan. An “approved clinical trial”
meansa phase |, phasell, phaselll, or phase IV clinical trial that studiesthe prevention, detection, or
treatment of cancer or other life-threatening conditions. The term life-threatening condition means any
disease or condition from which death islikely unlessthe disease or condition istreated.

Benefitsare limited to the following trials:

1. Federally funded trials approved or funded by one of the following:

T he National Institutes of Health.

T he Centersfor Disease Control and Prevention.
T he Agency for Health Care Research and Quality.
T he Centersf or Medicare & Medicaid Services.

® 2 0 T 9

Cooperative group or center of any of the entitiesdescribed in (a) through (d) or the Department of
Defense or the Department of Veterans Affairs.

—h

A qualified non-governmental research entity identified in the guidelinesissued by the National
Ingtitutes of Health for center support grants.

g. Any of the following in i-iii below if the study orinvestigation hasbeen reviewed and approved
through a system of peer review that the Secretary of Health and Human Services determines 1)
to be comparable to the system of peer review of studiesand investigations used by the National
Ingtitutes of Health, and 2) assuresunbiased review of the highest scientific standards by qualified
individualswho have no interest in the outcome of the review.

i. The Department of Veterans Affairs.
ii. The Departmentof Defense.
iii. The Department of Energy.

2. Studiesorinvestigationsdone aspart of an investigational new drug application reviewed by the Food
and Drug Administration;

3. Studiesor investigations done for drug trials which are exempt from the investigational new drug
application.

T he Plan may require You to use a Network Provider to maximize your benefits.

Routine patient care costs include items, services, and Drugs provided to Y ou in connection with an
approved clinical trial that would otherwise be covered by thisPlan.

All other requestsf or clinical trials services, including requeststhat are not part of approved clinical trials
will be reviewed according to the Claims Administrator’s Clinical Coverage Guidelines, related policies and
procedures.

When a requested service ispart of an approved clinical trial, it isa Covered Service even though it might
otherwise be Experimental/Investigative asdefined by thisPlan. All otherrequestsf or clinical trialsservices
that are not part of approved clinical trials will be reviewed according to our Clinical Coverage Guidelines
related policiesand procedures.

ThePlanisnotrequiredto provide benefitsf orthe following services. The Planreservesitsright to exclude
any of the following services
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i. The Experimental/Investigative item, device, or service, itself; or

ii. Itemsand servicesthatare given only to satisfy data collection and analysis needsand that are not
used in the direct clinical management of the patient; or

iii. A service thatis clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis;

iv. Any item or service that is paid for, or should have been paid for, by the sponsor of the trial.

Routine patient costsin connection with an approved clinical trial include all itemsand services consistent
with the coverage provided in the Plan that istypically covered for a Covered Person who isnot enrolled in
an approved clinical trial. Routine patient costsdo not include: the investigational item, device or serwvice
itself ; itemsand servicesthat are provided solely to satisfy data collection and analysisneedsand that are
not used in the direct clinical management of the patient; or a service thatis clearly inconsistent with widely
accepted and established standards of care for a particular diagnosis.

T o be eligible for coverage of routine patient costs in connection with an approved clinical trial, (i) the
Covered Person must be eligible to participate in an approved clinical trial according to the trial protocol
with respect to treatment of cancer or other life-threatening disease or condition; and (ii) either (A) the
ref erring health care professional isa participating health care provider and hasconcluded that the Covered
Person'spatrticipation in the approved clinical trial would be appropriate based u pon the Covered P erson
meeting the conditions under (i) or (B) the Covered Person provides medical and scientific information
establishing that the Covered Person'sparticipation in the approved clinical trial would be appropriate based
upon the Covered Person meeting the conditions under (i).

Consultation Services
Covered when the special skill and knowledge of a consulting P hysician is required for the diagnosis or
treatment of an illnessor Injury. Second surgical opinion consultations are covered.

Staff consultationsrequired by Hospital rulesare excluded. Referrals, the transfer of a patient from one
Physicianto another for treatment, are not consultations under this P lan.

Dental Services

Related to Accidental Injury

T he Plan includes benefits for dental work required for the initial repair of an Injury to the jaw, sound natural
teeth, mouth or face which are required asa result of an accident and are not excessive in scope, duration,
orintensity to provide safe, adequate, and appropriate treatment without adversely affecting the Covered
Person’scondition. Injury as a result of chewing or biting is not considered an Accidental Injury except
where the chewing or biting resultsfrom an act of domestic violence or directly from a medical condition.

T reatment must be completed within the timeframe shown in the Schedule of Benefits.

Other Dental Services

ThePlan also includesbenefitsf or Hospital chargesand anestheticsprovided for dental care if the Covered

Person meetsany of the following conditions:

e The Covered Person isunder the age of five (5);

e The Covered Person has a severe disability that requires hospitalization or general anesthesa for
dental care; or

e The Covered Person hasa medical condition that requires hospitalization or general anesthesa for
dental care.

Diabetes
Equipment and Outpatient self -management training and education, including nutritional therapy for
individuals with insulin-dependent diabetes, insulin-using diabetes, gestational diabetes, and non-ingulin
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using diabetesasprescribed by the Physician. Covered Servicesfor Outpatient self-management training
and education must be provided by a certified, registered or licensed health care professional with expertise
in diabetes. Screeningsfor gestational diabetes are covered under “Preventive Care.”

Dialysis Treatment

T he Plan covers Covered Servicesfor Dialysistreatment. If applicable, the Plan will pay secondary to
Medicare Part B, even if a Covered Person hasnot applied for eligible coverage available through
Medicare.

Durable Medical Equipment

T hisPlanwill pay the rental charge up to the purchase price of the equipment. In additionto meeting criteria
for Medical Necessity, and applicable Precertification requirements, the equipment must also be used to
improvethe functions of a malformed part of the body or to prevent or slow further decline of the Covered
Person’s medical condition. The equipment must be ordered and/or prescribed by a Physician and be
appropriate for in-home use.

T he equipment must meet the following criteria:

e Itcan stand repeated use;

It is manufactured solely to serve a medical purpose;

It is not merely for comfort or convenience;

It is normally not useful to a person not ill or Injured;

Itis ordered by a Physician;

T he Physician certifiesin writing the Medical Necessity for the equipment. The Physician also states
the length of time the equipment will be required. The Plan may require proof at any time of the
continuing Medical Necessity of any item;

o |tisrelatedtothe Covered Person’sphysical disorder.

Supplies, equipment and appliancesthat include comfort, luxury, or convenience itemsor f eaturesthat
exceed what isMedically Necessary in Y our situation will not be covered. Reimbursement will be based
on the Maximum Allowed Amount for a standard item that isa Covered Service, servesthe same purposs,
and is Medically Necessary. Any expense that exceedsthe Maximum Allowed Amountfor the standard
item which isa Covered Service isY our responsibility.

Emergency Services
Life-threatening Medical Emergency or serious Accidental Injury.

Coverage is provided for Hospital emergency room care includinga medical or behavioral health screening
examination that is within the capabhility of the emergency department of a Hospital, including ancilary
services routinely available to the emergency department to evaluate an Emergency M edical Condition;
and within the capabilities of the staff and facilities available at the Hospital, such further medical or
behavioral health examination and treatment asare required to Stabilize the patient. Emergency Service
care doesnot require any Prior Authorization from the Plan.

Stabilize means, with respect to an Emergency Medical Condition: to provide such medical treatment of the
condition as may be necessary to assure, within reasonable medical probability that no materal
deterioration of the condition is likely to result from or occur during the transfer of the individual from a
facility. With respect to a pregnantwomanwho ishaving contractions, the term “stabilize” also meansto
deliver (including the placenta), if there isinadequate time to effect a safe transferto another Hospital before
delivery or trander may pose a threat to the health or safety of the woman or the unborn child.

T he Maximum Allowed Amount for emergency care from an Out-of-Network P rovider will be the greated of
the following:

¢ Theamount negotiated with Network P rovidersf or the Emergency Service furnished;
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e Theamount forthe Emergency Service calculated using the same method the Claims Administrator
generally usesto determine paymentsf or Out-of-Network servicesbut substituting the Network cost-
sharing provisionsf or the Out-of-Network cost-sharing provisions; or

e The amount that would be paid under Medicare for the Emergency Service.

The Copayment and/or Coinsurance percentage payable for both Network and Out-of-Network (if
applicable) isshown in the Schedule of Benefits.

Gene Therapy Services

Y our Plan includesbenefitsfor gene therapy services, when Anthem approvesthe benefitsin advance
through Precertification. See Health Care Management - Precertification for detailson the Precertification
process. T o beeligible for coverage, servicesmust be Medically Necessary and performed by an approved
Provider at an approved treatment center. Even if a Provider is a Network Provider for other servicesit
may not be an approved Provider for certain gene therapy services. Please call usto find out which
providersare approved Providers. (When calling Member Services, ask for the transplant case manager
for further details.)

Services Not Eligible for Coverage
Y our Plan does notinclude benefits f or the following:

a. Servicesdetemined to be Experimental/Investigational;
b. Servicesprovided by a non-approved Provider or at a non-approved Facility; or
c. Servicesnot approved in advance through Precertification.

General Anesthesia Services
Covered when ordered by the attending Physician and administered by another Physician who customarily
billsfor such services, in connection with a covered procedure.

Such anesthesia service includesthe f ollowing procedureswhich are given to cause muscle relaxation,
loss of feeling, or lossof consciousness:

e gpinal or regional anesthesia;

e injection or inhalation of a drug or other agent (local infiltration is excluded).

Anesthesia servicesadministered by a Certified Registered Nurse Anesthetist (CRNA) are only covered
when billed by the supervising anesthesiologist.

Habilitative Services

Benefitsalso include habilitative health care services and devicesthat help Y ou keep, learn or improve
skills and functioning for daily living. Examplesinclude therapyfor a child who isn’t walking or talkng at the
expected age. These servicesmay include physical and occupational therapy, speechdanguage pathology
and other servicesfor people with disabilitiesin a variety of Inpatient and/or outpatient settings.

Home Health Care Services

Home Health Care providesa programfor the Covered Person'scare and treatmentin the home. Your
coverage is outlined in the Schedule of Benefits. T heprogram consists of required intermittent skilled
care, which may include observation, evaluation, teaching and nursing services consistent with the
diagnosis, established and approved in writing by the Covered Person’sattending Physician. Servicesmay
be performed by either Network or O ut-of-Network P roviders.

Some special conditions apply:

e The Physician’s statement and recommended program must be pre-certified.

e Claimswill be reviewed to verify that servicesconsist of skilled care thatismedically consistent with
the diagnosis. Note: Covered Servicesavailable under Home Health Care do NOT reduce Outpatient
benefitsavailable under the Physical Therapy section shown in thisP lan.

e A Covered Person must be essentially confined at home.
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Covered Services:

Visitsby an RN or LPN. Benefitscannot be provided for servicesif the nurse isrelated to the Covered
Person.

Visits by a qualified physiotherapist or speech therapist and by an inhalation therapist certified by the
National Board of Respiratory Therapy.

Visitsto render servicesand/or suppliesof a licensed Medical Social Services Worker when Medically
Necessary to enable the Covered Person to understand the emotional, social, and environmental
factorsresulting from or affecting the Covered Person’sillness.

Visitsby a Home Health Nursing Aide when rendered under the direct supervision of an RN.
Nutritional guidance when Medically Necessary.

Administration or infusion of prescribed drugs.

Oxygen and itsadministration.

Covered Servicesfor Home Health Care do not include:

Food, housing, homemaker services, sitters, home-delivered meals.

Home Health Care serviceswhich are not Medically Necessary or of a non-skilled level of care.
Servicesand/or supplieswhich are notincluded in the Home Health Care plan asdescribed.
Servicesof a person who ordinarily residesin the Covered Person’shome orisa member of the family
of either the Covered Person or Covered Person’s S pouse.

Any servicesforany period during which the Covered Person is not under the continuing care of a
Physician.

Convalescent or Custodial Care where the Covered Person has spent a period of time for recovery of
an illnessor surgery and where skilled care isnot required or the servicesbeing rendered are only for
aid in daily living, i.e., for the convenience of the Covered Person.

Any servicesor suppliesnot specifically listed as Covered Services.

Routine care and/or examination of a newborn child.

Dietician services.

Maintenance therapy.

Dialysistreatment.

P urchase or rental of dialysisequipment.

Hospice Care Services

The servicesand supplieslisted below are Covered Serviceswhen given by a Hospice for the palliative
care of painand other symptomsthat are partof aterminaldisease. Palliative care meanscare that controls
pain and relieves symptoms, butisnot meant to cure a temrminal iliness. Covered Servicesinclude:
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Care from an interdisciplinary team with the development and maintenance of an appropriate plan of
care.

Short-term Inpatient Hospital care when needed in periods of crisisor asrespite care.

Skilled nursing services, home health aide services, and homemaker services given by or under the
supervision of a registered nurse.

Social servicesand counseling servicesfrom a licensed social worker.

Nutritional support such asintravenous feeding and feeding tubes.

P hysical therapy, occupational therapy, speech therapy, and respiratory therapy given by a licensed
therapist.

P harmaceuticals, medical equipment, and supplies needed for the palliative care of your condition,
including oxygen and related respiratory therapy supplies.

Bereavement (grief) services, including a review of the needs of the bereaved family and the
development of a care plan to meet those needs, both before and after the Covered Person’s death.
Bereavement servicesare availableto surviving members of the immediate family for one year after
the Covered Person’'sdeath. Immediate family meansyour spouse, children, stepchildren, parents
brothersand sisters.



Y our doctor and Hospice medical director must certify that you are terminally ill and likely have less than
12 monthsto live. Yourdoctor must agree to care by the Hospice and must be consulted in the development
of the care plan. The Hospice must keep a written care plan on file and give it to the Claims Administrator
upon request.

Benefitsf or Covered Servicesbeyond those listed above, such as chemotherapy and radiation therapy
given aspalliative care, are available to a Covered Person in Hospice. These additional Covered Services
will be covered under other parts of this B enefit BooK et.

Hospital Services

For Under 65 Retiree options, Y ou may receive treatment at a Networkor an Out-of-Network Hospital.
However, paymentissignificantly reduced if servicesare received at an Out-of-NetworkHosital. The Plan
provides Covered Serviceswhen the following servicesare Medically Necessary.

Network or Over 65 Retiree Option

Inpatient Services

¢ |npatient room charges. Covered Servicesinclude Semiprivate Room and board, general nursing care
and intensive or cardiac care. If You stay in a private room, the Maximum Allowed Amountisbased
on the Hospitalsprevalent Semiprivate rate. If Y ou are admitted to a Hospital that hasonly private
rooms, the Maximum Allowed Amount isbased on the Hospital's prevalent roomrate.

Service and Supplies

e Servicesand suppliesprovided and billed by the Hospital while You are an Inpatient, including the use
of operating, recovery and delivery rooms. Laboratory and diagnostic examinations, intravenous
solutions, basal metabolism studies, electrocardiograms, electroencephalograms, x-ray examinations
and radiation and speech therapy are also covered.

¢ Convenience items (such asradios, TV’s, record, tape or CD players, telephones, visitors' meals, efc.)
will not be covered.

Length of Stay
o Determined by Medical Necessity.

Out-of-Network

Hospital Benefits

If You are confined in an Out-of-Network Hospital, Your benefits will be significantly reduced, as explained
in the Schedule of Benefits.

Hospital Visits
The Physician’svisitsto hisor her patientin the Hospital. Covered Servicesare limited to one daily vist

f or each attending Physician specialty during the covered period of confinement.

Human Organ and Tissue Transplant Services

Notification

To maximize your benefits, You need to call the Claims Administrator'stransplant department to
discuss benefitcoveragewhenitisdeterminedatransplantmay be needed. You mustdo thisbefore
you have an evaluation and/or work-up for atransplant. Your evaluation and work-upservicesmust
be provided by a Network Transplant Provider to receive the maximum benefits.

Contactthe Member Servicestelephone number on Y our Identification Card and ask f or the translant
coordinator. The Claims Administrator will then assist the Covered Person in maximizing their benefits by
providing coverage infomation including details regarding what is covered and whether any medical
policies, Network requirements or Benefit Booket exclusions are applicable. Failure to obtain this
information prior to receiving services could result in increased financial responsibility for the Covered
Person.
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Covered Transplant Benefit Period
At a Network T ransplant Provider Facility, the Transplant Benefit Period startsone day before a Covered

Transplant Procedure and lastsf or the applicable case rate/global time period. The number of days will
vary depending on the type of transplant received and the Network T ransplant Provider agreement. Call
the Claims Administrator f or specific Network T ransplant Provider details for services received at or
coordinated by a Network T ransplant Provider Facility.

At an Out-of-Network T ransplant Provider Facility, the Transplant B enefit Period startsone day before a
Covered Transplant Procedure and lasts until the date of discharge.

Prior Approval and Precertification _ o
In order to maximize Your benefits, the Claims Administrator strongly encourages Y ou to callits' transplant

departmentto discuss benefit coverage when it isdetermined a transplant may be needed. You mus do
this before Y ou have an evaluation and/or work-up for a transplant. The Claims Administrator will assist
Y ou in maximizing Your benefits by providing coverage information, including details regarding what is
covered and whether any clinical coverage guidelines, medical policies, Network T ransplant P rovider
requirements, or exclusonsare applicable. Contact the Member Servicestelephone number on the back
of Your Identification Card and ask for the transplant coordinator. Evenif the ClaimsAdministrator issues
a prior approval for the Covered Transplant Procedure, You or Your Provider must call the Claims
Administrator's T ransplant Department for precertification prior to the transplant whether thisis performed
in an Inpatient or outpatient setting.

Please note that there are instanceswhere Your Provider requests approval for Human Leukocyte Antigen
(HLA) testing, donor searchesand/or a collection and storage of stem cells prior to the final detemrmination
asto whattransplant procedure will be requested. Under these circumstances, the HLA testing and donor
search charges are covered as routine diagnostic testing. T he collection and storage request will be
reviewed for Medical Necessity and may be approved. However, such an approval for HLA testing, donor
search and/or a collection and storage is NOT an approval f or the subsequent requested tranglant. A
separate Medical Necessity detemination will be made for the transplant procedure.

Transportation and Lodging

The Planwill provide assistance with reasonable and necessary travel expenses as determined by the
Claims Administrator when Y ou obtain prior approval and are required to travel more than 75 milesfrom
Y our residence to reach the facility where Your covered transplant procedure will be performed. The Plan's
assistance with travel expensesincludestransportation to and from the facility and lodging for the trangplant
recipient Covered Person and one companion for an adult Covered Person, or two companionsfor a child
patient. The Covered Person must submit itemized receiptsfor transportation and lodging expensesin a
f orm satisfactory to the Claims Administrator when claimsare filed. Contactthe Claims Administrator for
detailed information. T he Claims Administrator will follow Internal Revenue Service (IRS) guidelinesin
determining what expensescan be paid.

Licensed Speech Therapist Services
Servicesmust be ordered and supervised by a Physician asoutlined in the Schedule of Benefits. Speech
T herapy isnot covered when rendered for the treatment of Developmental Delay.

Maternity Care and Reproductive Health Services

Covered Servicesare provided for NetworkM aternity Care subjecttothe cost share stated inthe Schedule
of Benefits. If you choose an Out-of-Network Provider, benefits are subject to the Deductible and
percentage payable provisionsasstated in the Schedule of Benefits.

Routine newborn nursery care is part of the mother's maternity benefits. Benefits are provided for well baby
pediatrician visits performed in the Hospital.

Should the newborn require other than routine nursery care, the baby will be admitted to the Hospital in his
orherown name. (See “Changing Coverage (Adding a Dependent)”’ to add a newborn to Your coverage.)
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Under federal law, the Plan may not restrict the length of stay to lessthan the 48/96 hour periods or require
Precertification for either length of stay. The length of hospitalization which is M edically Necessary will be
determined by the Covered Person’s attending Physician in consultation with the mother. Should the
motherorinfantbe discharged before 48 hoursf ollowing a normal delivery or 96 hoursf ollowing a cesarean
section delivery, the Covered P erson will have access to two post-discharge follow-up visitswithin the 48
or 96 hour period. These visitsmay be provided either in the Physician’s office or in the Covered Person’s
home by a Home Health Care Agency. The detemmination of the medically appropriate place of setvice and
the type of provider rendering the service will be made by the Covered Person’s attending Physician.

Abortion (Therapeutic or Elective) - The Plan includesbenefitsf or a therapeutic abortion, which is an
abortionrecommended by a Providerthatisperf oomedto save thelife or health of the mother, orasa result
of incest orrape. The Plan also providesbenefitsfor an elective (voluntary) abortion, which isan abortion
performed for reasons other than those described above.

Contraceptive Benefits ' o ' '

Benefits include oral contraceptive Drugs, injectable contraceptive Drugs and patches. Benefits alo
include contraceptive devicessuch as diaphragms, intra uterine devices (IUDs), and implants. Certain
contraceptivesare covered under the “Preventive Care” benefit. Please see that section for further details

Infertility Services _ _ . _ N o
The Plan also includesbenefitsf or the diagnosis and treatment of infertility. Covered Servicesinclude

diagnostic and exploratory proceduresto detemrmine whether a Covered Person suffersfrom infertility. This
includes surgical proceduresto correct any diagnosed disease or conditions affecting the reproductive
organs, however, thisdoesnot include in-vitro fertilization, gamete intrafallopian transfer (GIFT), zygote
intrafallopian trander (ZIFT), artificial insemination, reversal of voluntary sterilization. See the Schedule of
Benefits for benefit limitations, and Coinsurance and Copayment amounts.

Sterilization Services _ _ . o
Benefitsinclude sterilization servicesand servicesto reverse a non-elective sterilization that resulted from

anillnessorInjury. Reversalsof elective sterilizationsare not covered. Sterilizationsforwomen are covered
under the “Preventive Care” benefit.

Medical Care
General diagnostic care and treatment of illnessor Injury. Some proceduresrequire Precertification.

Nutritional Counseling
Nutritional counseling related to the medical management of a disease state as stated in the Schedule of
Benefits.

Obesity
Prescription Drugsand any other servicesor suppliesfor the treatment of obesity are not covered. For

Under 65 Retirees, surgical treatment of obesity isonly covered for patients meeting Medical Necessity
criteria, asdefined by the Plan.

Online Visits for Under 65 Retirees

When available in Your area, Your coverage will include online visit services. Covered Sericesinclude a
medical consultation using the internet via a webcam, chat or voice. See Schedule of Benefits for any
applicable Deductible, Coinsurance, Copayment and benefit limitation information. For B ehavioral Health
and Substance Abuse Online Visits, see the “Behavioral Health Care and Substance Abuse T reatment”
section. Non-Covered Sewicesinclude, but are not limited to communicationsused for:

e reporting nomal lab or other test results;
o office appointment requests;
¢ billing, insurance coverage or payment questions,
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o requestsforreferralsto Physicians outside of the online care panel;
o benéfit precertification; and
e Physicianto Physician consultation.

Oral Surgery

Covered Servicesinclude only the following:

e Fracture of facial bones,

Removal of impacted teeth;

Lesionsof the mouth, lip, or tongue which require a pathological exam;

Incision of accessory sinuses, mouth salivary glandsor ducts;

Didlocationsof the jaw;

T reatment of temporomandibular joint syndrome (TMJ) or myaofacial pain including only removable

appliancesfor TMJrepositioning and related surgery and diagnostic services. Covered Servicesdo not

include fixed or removable appliances which involve movement or repositioning of the teeth, or

operative restoration of teeth (fillings), or prosthetics (crowns, bridges, dentures);

e Plastic repair of the mouth or lip necessary to correct traumatic Injuries or congenital defectsthat will
lead to functional impairments; and

e Initial services, suppliesor appliancesfor dental care or treatment required asa result of, and directly
related to, accidental bodily Injury to sound natural teeth or structure occurring while a Covered Person
is covered by thisPlan and performed within the timeframes shown in the Schedule of B enefits after
the accident.

Although this Plan covers certain oral surgeries as listed above, many oral surgeries are not covered.
Covered Servicesalso include the following:

e Orthognathic surgery for a physical abnomality that prevents normal function of the upper and/or lower
jaw and isMedically Necessary to attain functional capacity of the affected part.

e Oral / surgical correction of accidental injuriesasindicated in the “Dental Services’ section.

e Treatment of non-dentallesions, such asremoval of tumorsand biopsies.

e Incision and drainage of infection of soft tissue notincluding odontogenic cystsor abscesses.

Other Covered Services

T he Plan provides Covered Services when the following services are Medically Necessary:
e Chemotherapy and radioisotope, radiation and nuclear medicine therapy

Diagnostic x-ray and laboratory procedures

Dressings, splints, castswhen provided by a Physician

Oxygen, blood and components, and administration

Pacemakersand electrodes

Use of operating and treatment roomsand equipment

Out-of-Network Freestanding Ambulatory Facility
Any servicesrendered or supplies provided while You are a patient or receiving servicesat or from an Out-
of-Network Freestanding Ambulatory Facility will be payable atthe Maximum Allowed Amount.

Out-of-Network Hospital Benefits
If You are confined in an Out-of-Network Hospital, Your benefits will be significantly reduced, as explained
in the Schedule of Benefits.

Outpatient CT Scans and MRIs
These servicesare covered at regular Plan benefits.
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Outpatient Surgery

Network Hospital Outpatient department or Network Freestanding Ambulatory Facility charges are covered
at regular Plan benefits. These benefits are subject to both Deductible and percentage payable
(Coinsurance) requirements. Benefitsfor treatment by an Out-of-Network Hospital are explained under
"Hogpital Services."

Pediatric Neuropsychiatric Disorders

T hisPlanprovidescoverage for treatment of Pediatric Neuropsychiatric Disordersf or pediatric autoimmune
neuropsychiatric disordersassociated with streptococcal infections (P ANDAS); and pediatric acute-onset
neuropsychiatric syndrome (PANS) including treatment with intravenous immunoglobulin therapy.
Coverage willnot be subject to dollar limits, Deductibles, Copayment or Coinsurance that are lessfavorable
than the dollar limits, Deductibles, Copaymentsor Coinsurance provisionsthat apply to other coverage
under your Plan.

Physical Therapy, Occupational Therapy, Manipulation Therapy

Servicesby a Physician, a registered physical therapist (R.P.T.), a licensed occupational therapist (O.T.),
or a licensed chiropractor (D.C.) asoutlined in the Schedule of Benefits. Allservicesrendered mug be
within the lawful scope of practice of, and rendered personally by, the individual provider. No coverage is
available when such services are necessitated by Developmental Delay.

Physician Services

Y oumay receive treatment from a Networkor Out-of-NetworkP hysician. However, paymentissignificantly
reduced if services are received from an Out-of-Network Physician. Such services are subjectto Your
Deductible and Out-of-Pocket requirements. Consultations between Your Primary Care P hysician and a
Specialty Care Physician are included, when approved by Anthem.

Preventive Care
Preventive care includes screenings and other services for adults and children. All recommended

preventive services will be covered as required by the Affordable Care Act (ACA). T his means many
preventive care servicesare covered with no Deductible, Copaymentsor Coinsurance when You us a
Network P rovider.

Certain benefitsfor Memberswho have current symptoms or a diagnosed health problem may be covered
under Diagnostic servicesinstead of thisbenéfit, if the coverage doesnot fall within ACA-recommended
preventive services.

Covered Servicesf all under the following broad groups:

1. Serviceswith an “A” or “B” rating from the United States Preventive Services Task Force.
Examplesof these servicesare screeningsfor:

a. Breast cancer;

b. Cervical cancer;

c. Colorectal cancer;

d. High Blood Pressure;

e. Type 2 Diabetes Mellitus;
f. Cholesterol;

g. Child and Adult Obesity.

2. Immunizations for children, adolescents, and adults recommended by the Advisory Committee on
Immunization Practices of the Centersfor Disease Control and Prevention;

3. Preventive care and screenings for infants, children and adolescents as provided for in the
comprehensive guidelines supported by the Health Resourcesand Services Administration; and
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4. Preventive care and screening forwomen aslisted inthe guidelinessupported by the Health Resources
and Services Administration, including:

a. Women’s contraceptives, sterilization procedures, and counseling. Coverage includes
contraceptive devicessuch asdiaphragms, intra uterine devices (IUDs), and implants.

b. Breastfeeding support, supplies, and counseling. Benefitsfor breast pumpsare limitedto one
pump per pregnancy.

c. Gedational diabetesscreening.

5. Preventive care servicesfor tobacco cessationfor Membersage 18 and older asrecommended by the
United States Preventive Services Task Force including:
a. counseling;

b. Nicotine replacement therapy productswhen prescribed by a Provider, including over the counter
(OT C) nicotine gum, lozenges and patches.

Prescription drugsand OTC itemsare limited to a no more than 180 day supply per 365 days.

In addition to the Federal requirementsabove, preventive coverage also includesthe f ollowing Covered
Servicesbased on state law:

¢ Routine screening mammograms. Additional mammography viewsrequired for proper evaluation and
any ultrasound servicesfor Diagnostic screening of breast cancer, if determined Medically Necessary
by your Physician, are also covered.

¢ Routine prostate specific antigen testing.
¢ Routine colorectal cancer examination and related laboratory tests.

Y ou may call Member Servicesusing the number on Your ID card for additional information about these
services. (or view the federal government’sweb sites,

http:/mww. healthcare.gov/center/requlations/prevention.html, http://www.ahrg.gov, and

http /AMww.cdc.govivaccinesacip/index.html.)

Prosthetics
Y our Plan also includes benefits for prosthetics, which are artificial substitutesfor body parts for functional

or therapeutic purposes, when they are Medically Necessary for activities of daily living.

Benefitsinclude the purchase, fitting, adjustments, repairs and replacements. Covered Services may
include, but are not limited to:

o Artificial imbsand accessories. Coverage for a prosthetic limb (artificial leg or arm) isdescribed in
more detail below.
e One pair of glasses or contact lensesused after surgical removal of the lens(es) of the eyes);

e Breadt prosthesis (whether internal or external) and surgical bras after a mastectomy, asrequired by

the Women’s Health and Cancer Rights Act. Thisincludes coverage for custom fabricated breast
prostheses and one (1) additional breast prosthesis per breast affected by the mastectomy.

Reconstructive Surgery
Precertification isrequired. Reconstructive surgery doesnotinclude any service otherwise excluded in this
Benefit Booket. (See “Limitationsand Exclusions.”)

Reconstructive surgery iscovered only to the extent Medically Necessary:
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e to correct significant anatomic deformitieswhich are not within nomal anatomic v ariation and which
are caused by congenital or developmental abnomalities, illness, or Injury for the purpose of improving
the significant anatomic deformity toward a normal appearance; or

e to correct medical complications or post-surgical defomity, unless the previous surgery was not a
Covered Selvice.

Note: Coverage for reconstructive services does not apply to orthognathic surgery. See the “Oral Surgery”
section above for that benefit.

Retail Health Clinic
Medical benefitsare provided for Covered Servicesreceived at a Retail Health Clinic. Please note that

Walgreensis not in the Plan’sretail pharmacy networkf or prescription coverage for the High Deductible
WellnessPP O Plan.

Skilled Nursing Facility Care
Benefitsare provided asoutlined in the Schedule of Benefits. Thiscare must be ordered by the attending

Physician. All Skilled Nursing Facility admissons must be precertified. Claimswill be reviewed to verify
that servicesconsist of Skilled Convalescent Care that ismedically consistent with the diagnosis.

Skilled Convalescent Care during a period of recovery ischaracterized by:

o afavorable prognosis,

e areasonably predictable recovery time; and

e services and/or facilitiesless intense than those of the acute general Hospital, but greater than those
normally available at the Covered Person’sresidence.

Covered Servicesinclude:

e semiprivate or ward room chargesincluding general nursing service, meals, and special diets If a
Covered Person staysin a private room, thisPlan paysthe Semiprivate room rate toward the charge
for the private room;

use of special care rooms;

pathology and radiology;

physical or speech therapy;

oxygen and other gastherapy;

drugsand solutionsused while a patient;

gauze, cotton, fabrics, solutions, plaster and other materialsused in dressings, bandages, and casts.

T hisbenefitisavailable only if the patientrequiresa P hysician’scontinuouscare and 24 -hour-a-day nursng
care.

Benefitswill not be provided when:
e A Covered Person reachesthe maximum level of recovery possible and no longer requires other than
routine care;
Careisprimarily Custodial Care, not requiring definitive medical or 24-hour-a-day nursing service;
no specific medical conditions exist that require care in a Skilled Nursing Facility; or
T he care rendered isfor other than Skilled Convalescent Care.

Surgical Care
Surgical proceduresincluding the usual pre- and post-operative care. Some proceduresrequire
Precertification.

Treatment of Accidental Injury in a Physician’s Office

All Outpatient surgical proceduresrelated to the treatment of an Accidental Injury, when provided in a
Physician’s office, will be covered under the Covered Person's P hysician's office benefitand are subject
to Deductible and Coinsurance requirements.
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LIMITATIONS AND EXCLUSIONS

Admissions for Non-Inpatient Services - Admission or continued Hospital or Skilled Nursing Facility
stay for medical care or diagnostic studiesnot medically required on an Inpatient basis.

Administrative Charges - Chargesf or any of the following:

a. Failure to keep a scheduled visit;

b. Completion of claim fomsor medical recordsor reportsunless otherwise required by law;
c. ForPhysician or Hospital's stand-by services;

d. Forholiday or overtime rates.
e

Membership, administrative, or accessfeescharged by P hysicians or other Providers. Examples
of administrative feesinclude, butare not limited to, f eescharged for educational brochures or
calling a patient to provide their test results.

f. Specificmedical reportsincluding those notdirectly related to the treatment of the Covered Person,
e.g., employment or insurance physicals, and reports prepared in connection with litigation.

Allergy Services - Specific non-standard allergy servicesand supplies, including but not limited to,
skin titration (Rinke method), cytotoxicity testing (Bryan's T est), treatment of non-specific candida
sensitivity, and urine autoinjections.

Alternative Therapies - Hypnotherapy, acupuncture and acupuncture therapy. Sericesor supplies
related to alternative or complementary medicine. Servicesin this category include, but are not limited
to, holistic medicine, homeopathy, hypnosis, aromatherapy, massage therapy at a salon, reiki therapy,
herbal, vitamin or dietary products or therapies, naturopathy, themograph, orthomolecular therapy,
contact reflex analysis, bioenergial synchronization technique (BEST) and iridology-study of the iris
T hisexclusion also appliesto recreational, or educational sleep therapy or other forms of self -care or
non-medical self-help training and any related diagnostic testing.

Before Coverage Begins/ After Coverage Ends - Servicesrendered or suppliesprovided before
coverage begins or after coverage ends.

Biomicroscopy - Biomicroscopy, field charting or aniseikonic investigation.

Comfort and Convenience ltems - P ersonal comfortitemssuch asthose that are furnish ed primarily
for Your personal comfort or convenience, including those servicesand supplies not directly related to
medical care, such asguest'smealsand accommodations, barber services, telephone charges, radio
and television rentals, homemaker services, travel expenses, and take-home supplies.

Complications of/or Services Related to Non-Covered Services - Services, supplies, or treatment
related to or, for problemsdirectly related to a service thatisnot covered by thisPlan. Directly related
meansthat the care took place asa direct result of the Non-Covered Service and would not have taken
place without the Non-Covered Service..

Cosmetic Services - Treatments, services, Prescription Drugs, equipment, or supplies given for
cosmetic services. Cosmetic servicesare meantto preserve, change, orimprove how You look or are
given social reasons. No benefitsare available for surgery or treatmentsto change the texture or look
of Your skin orto change the size, shape orlookof facial or body features (such asYour nose, eyes
ears, cheeks, chin, chestorbreasts). T hisExclusiondoesnotapplyto reconstructive surgery for breas
symmetry after a mastectomy and surgery to correct birth defectsand birth abnormalities.

Court-Ordered Services - Court-ordered services, or those required by court order asa condition of
parole or probation unless Medically Necessary and approved by the Plan.

Crime and Incarceration - Injuriesreceived while committing a crime aswell ascare required while
incarcerated in a federal, state or local penal institution or required while in custody of federal, state or
local law enforcement authorities, including work release programs, unless otherwise required by law
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or regulation. This Exclusion does not apply if you were the victim of a crime, including domesic
violence.

Custodial Care and Rest Care - Custodial care, domiciliary care, rest cures, or travel expenses even
if recommended for health reasonsby a Physician. Inpatient room and board chargesin connection
with a Hospital or Skilled Nursing Facility stay primarily for environmental change, Physical Therapy or
treatment of chronic pain.

Daily Room Charges - Daily room chargeswhile the Plan is paying for an Intensiv e care, cardiac care,
or other special care unit.

Dental Care - Dental care and treatment and oral surgery (by Physicians or dentists) including dental
surgery; dental appliances; dental prostheses such as crowns, bridges, or dentures; implants
orthodontic care; operative restoration of teeth (fillings); dental extractions, endodontic care;
apicoectomies; excision of radicular cysts or granuloma; treatment of dental caries, gingivitis, or
periodontal disease by gingivectomiesor other periodontal surgery; vestibuloplasties; alveoplasties
dental proceduresinvolving teeth and their bone or tissue supporting structures; frenulectomy. Any
treatment of teeth, gumsor tooth related service except otherwise specified ascovered in this Benefit
BooKet.

Educational Services - Educational servicesfor remedial educationincluding evaluation or treatment
of learning disabilities, minimal brain dysfunctions, learning disorders, behavioraltraining, and cognitive
rehabilitation.. Thisincludeseducationalservices, treatmentortesting and training related to behavioral
(conduct) problems, including but not limited to services f or conditionsrelated to autistic disease of

childhood (except to the same extent that the Plan provides f or neurological disorders and applied
behavioral analysis), hyperkinetic syndromes, including attention deficit disorder and attention deficit
hyperactivity disorder, learning disabilities, behavioral problems, and mental and intellectual disability
Special education, including lessonsin sign language to instruct a Member, whose ability to speak has
been lost or impaired, to function without that ability, isnot covered.

Excessive Expenses - Expensesin excessof the Plan’s Maximum Allowed Amount.

Employer or Association Medical / Dental Department - Received from a dental or medical
department maintained by or on behalf of an employer, mutual benefit association, labor union, trug or
similar person or group.

Experimental / Investigative Services - Treatments, procedures, equipment, drugs, devices or
supplies(hereafter called "services') which are, in the Claims Administrator'sjudgment, Experimental
or Investigative for the diagnosis f or which the Covered Person is being treated. An Experimental or
Investigative serviceisnot made eligible for coverage by the fact that other treatment is c onsidered by
a Covered Person’s Physician to be ineffective or not as effective asthe service or that the service is
prescribed asthe most likely to prolong life.

Family Members - Servicesrendered by a Provider who is a close relative or member of Your
household. Close relative meanswife or husband, parent or grandparent, child, brother or sister, by
blood, marriage (including in-laws) or adoption.

Foot Care - Foot care only to improve comfort or appearance, routine care of corns, bunions (except
capsular or related surgery), calluses, toe nails (except surgical removal or care rendered as treatment
of the diabetic f oot or ingrown toenail), flat f eet, fallen arches, weak feet, chronic foot strain, or
asymptomatic complaintsrelated to the feet. Coverage isavailable, however, for Medically Necessary
f oot care required aspart of the treatment of diabetesand for Covered Personswith impaired circulation
to the lower extremities.

Free Services - Servicesand suppliesfor which You have no legal obligation to pay, or for which no
charge hasbeen made or would be made if You had no health insurance coverage.

Government Programs - T reatmentwhere payment ismade by any local, state, or federal govemment
(except Medicaid), or for which paymentwould be made if the Covered Person had applied for such
benefits. Servicesthat can be provided through a government program for which You asa member of
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the community are eligible for participation. Such programs include, but are not limited to, school
speech and reading programs.

Health Spa - Expensesincurred at a health spa or similar facility.
Hearing Aids - Hearing aids, hearing devices or examinationsfor prescribing or fitting them.

Ineligible Hospital - Any servicesrendered or suppliesprovided while You are confined inan Ineligible
Hospital.

Ineligible Provider - Any servicesrendered or suppliesprovided while You are a patient or receive
servicesat or from an Ineligible Provider.

Infertility Services- Forartificialinsemination; fertilization (such asin vitro or GIFT) or proceduresand
testing related to fertilization; infertility drugs and related servicesfollowing the diagnosis of infertility.

Inpatient Rehabilitation Programs - Inpatient rehabilitation in the Hospital or Hospital-based
rehabilitation facility, when the Covered Person ismedically stable and does not require skilled nursng
care or the constant availability of a Physician or:

a. thetreatment isfor maintenance therapy; or

b. the Covered Person hasno restorative potential; or

c. thetreatmentisfor congenital learning or neurological disability/disorder; or

d. the treatment isfor communication training, educational training or vocational training.

Maintenance Care - Serviceswhich are solely perfformed to preserve the present level of function or
prevent regression of functionsfor an iliness, Injury or condition which isresolved or stable.

Marital Counseling - Religious, marital and sex counseling, including servicesand treatment related
to religious counseling, marital/relationship counseling and sex therapy.

Medicare Benefits - Servicespaid under Medicare or which would have been paid if the Covered
Person had applied for Medicare and claimed Medicare benefits. With respect to end-stage renal
disease (ESRD), Medicare shall be treated asthe primary payor whether or not the Covered Peron
has enrolled Medicare Part B. For services provided pursuant to a private contract between the
Covered Person and a Provider, for which reimbursement under the Medicare program is prohibited,
as specified in Section 1802 (42 U.S.C. 1395a) of Title XVIII of the Social Security Act. If You do not
enroll in Medicare Part B when Y ou are eligible, Y ou may have large Out-of-Pocket costs. Please
ref er to Medicare.gov for more detailson when You should enroll and when You are allowed to delay
enrollment without penatlties.

Never Events—T he Planwillnot payfor errorsin medical care thatare clearly identifiable, preventable,
and seriousin their consequences f or patients, which indicate a problem exists in the saf ety and
credibility of a health care facility. The Provider will be expected to absorb such costs. This Exclugon
includes, butisnot limited to, such errorsasoperating on the wrong side of the body, operating on the
wrong part of the body, using the wrong procedure, or operating on the wrong patient.

Non-Approved Facility - Servicesfrom a Provider that doesnot meet the definition of Facility.

Non-Covered Services - Any item, service, supply or care not specifically listed asa Covered Service
in this Benefit Book et.

Not Medically Necessary Services- Care, supplies, or equipment not Medically Necessary, as
determined by the Claims Administrator, for the treatment of an Injury orillness. T hisincludes, butis
not limited to, care which does not meet the Claims Administrator's medical policy, clinical coverage
guidelines, or benefit policy guidelines.

Obesity Services for Over 65 Retirees - Any services or suppliesfor the treatment of obesty,
including but not limited to, weight reduction, medical care or Prescription drugs, or dietary control
(except asrelatedto covered nutritional counseling). Nutritional supplements; services, suppliesand/or
nutritional sustenance products (f ood) related to Enteral feeding except when it'sthe sole means of
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nutrition. Food supplements. Services for Inpatient treatment of bulimia, anorexia or other eating
disorders which consist primarily of behavior modification, diet and weight monitoring and education.
Any services or supplies that involve weight reduction as the main method of treatment, including
medical, psychiatric care, or counseling. Weight loss programs included but are not limited to,
commercial weight loss programs (Weight Watcher, Jenny Craig, and LA Weight Loss), nutrtional
supplements, appetite suppressants, and supplies of a similar nature. For bariatric surgery, regardless
of the purpose it is proposed or performed for. Thisincludesbutisnot limited to Roux-en-Y (RNY),
Laparoscopic gastric bypasssurgery or other gastric bypasssurgery (surgical proceduresthat reduce
stomach capacity and divert partially digested food from the duodenumto the jejunum, the section of
the small intestine extending from the duodenum), or Gastroplasty, (surgical proceduresthat decrease
the size of the stomach), or gastric banding procedures. Complications directly related to baratric
surgery that result in an Inpatient stay or an extended Inpatient stay for the bariatric surgery, as
determined by the Claims Administrator, are not covered. Thisexclusion applieswhen the baratric
surgery wasnot a Covered Service under thisPlan or any previous plan, and it appliesif the surgery
was perf ormed while the Covered Person wascovered by a previous carrier/self funded plan prior to
coverage under thisPlan. Directly related meansthat the Inpatient stay or extended Inpatient day
occurred asa direct result of the bariatric procedure and would not have taken place in the absence of
the bariatric procedure. This exclusion does not apply to conditions including but not limited to:
myocardial infarction; excessive nausea/vomiting; pneumonia; and exacerbation of co-morbid medical
conditionsduring the procedure or in the imnmediate post-operative time frame.

Obesity Services for Under 65 Retirees - Any services or suppliesfor the treatment of obesty,
including but not limited to, weight reduction, medical care or Prescription drugs, or dietary control
(except asrelatedto covered nutritional counseling). Nutritional supplements; services, suppliesand/or
nutritional sustenance products (f ood) related to Enteral feeding except when it'sthe sole means of
nutrition. Food supplements. Services f or Inpatient treatment of bulimia, anorexia or other eating
disorders which consist primarily of behavior modification, diet and weight monitoring and education.
Any services or supplies that involve weight reduction asthe main method of treatment, including
medical, psychiatric care, or counseling. Weight loss programs included but are not limited to,
commercial weight loss programs (Weight Watcher, Jenny Craig, and LA Weight Loss), nutrtional
supplements, appetite suppressants, and supplies of a similar nature. Thisexclusion does not apply to
morbid obesity surgery when approved by the Plan.

Over the Counter Drug Equivalents - Drugs, devices, products, or supplieswith over the counter
equivalentsand any Drugs, devices, products, or suppliesthat are therapeutically comparable to an
overthe counter Drug, device, product, or supply may not be covered even written asa P rescription.
T hisExclusion doesnot apply to over-the-counter productsthat the Plan must cover asa “Preventive
Care” benefit under Federal law with a Prescription.

Prescription Drugs - Any Prescription Drugspurchased at a retail or Home Delivery (Mail Service)
Pharmacy. Drug coverage isprovided by ExpressScripts, Inc. for Over 65 Retireesand CVS Caremark
for Under 65 Retirees.

Prescription Drugs Contrary to Approved Medical and Professional Standards - Drugsgiven to
You or prescribed in a way thatisagainst approved medical and professional standards of practice.

Prescription Drugs Over Quantity or Age Limits - Drugswhich are over any quantity or age limits
set by the Plan

Drugs Prescribed by Providers Lacking Qualifications/Registrations/Certifications - P rescription
Drugsprescribed by a Provider that doesnot have the necessary qualifications, registrations and/or
certifications, asdetermined by the Plan.

Private Duty Nursing — For Private Duty Nursing services except when provided through the “‘Home
Care” benefit.

Private Rooms - Private room, except as specified as Covered Selvices.
Research Screenings — For examinationsrelated to research screenings, unlessrequired by law.
Reversal of Sterilization - Servicesrelated to or performed in conjunction with reverse sterilization.



47.

48.

49.

50.

51

52.

53.

54.

55.

58

Routine Examinations - Routine physical examinations, screening procedures, and immunizations
necessitated by employment, foreign travel or participation in school athletic programs, recreational
campsor retreats or any insurance program which are not called for by known symptomsillness or
Injury except those which may be specifically listed ascovered in this B enefit Book et.

Safe Surroundings - Care furnished to provide a safe surrounding, including the chargesfor providing
a surrounding free from exposure that can worsen the disease or Injury.

Services Not Specified as Covered - No Benefitsare available for servicesthat are not specifically
described asCovered Servicesin this Benefit Boolet. Thisexclusion applieseven if Y our Phydcian
ordersthe service.

Sexual Dysfunction - Medical/ surgical servicesor suppliesfor treatment of male or female sexual or
erectile dysfunctions or inadequacies, including treatment for impotency (except male organic erectile
dysf unction) regardless of origin or cause. T hisexclusion also includes penile prosthesesor Implants
and vascular or artificial reconstruction, prescription drugs, and all other procedures and equipment
developed for or used in the treatment of impotency, and all related diagnostic testing.

Shoes and Orthotics - Shoe inserts, orthotics (except when prescribed by a physician for diseases of
the foot or systemic diseasesthat affect the foot such asdiabeteswhen deemed Medically Necessaty),
and orthopedic shoes (except when an orthopedic shoe isjoined to a brace).

Smoking Cessation —Smoking Cessation programsand treatment of nicotine addiction including gum,
patchesand Prescription Drugsto eliminate or reduce dependency on, or addiction to tobacco and
tobacco products, unless otherwise required by law.

Supplies or Equipment (Including Durable Medical EQuipment) Not Medically Necessary -
Suppliesor equipment not Medically Necessary for the treatment of an Injury or illness. Non-covered
suppliesare inclusive of but not limited to:

a. Band-aids, tape, non-sterile gloves, thermometers, heating pads, hot water bottles, home enema
equipment, sterile water and bed boards;

b. Household supplies, including but not limited to, deluxe equipment, such as motor-driven chairs or
bed, electric stair chairsor elevator chairs;

c. The purchase or rental of exercise cycles, physical fitness, exercise and massage equipment,
ultraviolet/tanning equipment;

d. Water purifiers, hypo-allergenic pillows, mattresses, or waterbeds, whirlpool, spa or swimming
pools, air purifiers, humidifiers, dehumidifiers;

e. Escalators, elevators, ramps, stair glides, emergency alert equipment, handrails, heat appliances
improvementsmadeto a Covered Person’shouse or place of businessand adjustments made to
vehicles;

f. Air conditioners, humidifiers, dehumidifiers, or purifiers;
g. Rental or purchase of equipmentif You are in a facility which provides such equipment;
h. Otheritemsor equipment that the Claims Administrator determines do not meet the listed criteria.

Therapy Services - Sewvicesfor Outpatient therapy or rehabilitation other than those specifically liged
as covered in thisBenefit Book et. Excluded forms of therapy include, but are not limited to, vestibular
rehabilitation, primal therapy, chelation therapy, Rolfing, psychodrama, megavitamin therapy, purging,
bioenergetictherapy, cognitive therapy, electromagnetic therapy, salabrasion, chemosurgery and other
such skin abrasion proceduresassociated with the removal of scars, tattoos, actinic changes and/or
which are performed asa treatment for acne.

Transplant Services - The following services and supplies rendered in connection with
organ/tissue/bone marrow transplants:

a. Surgical or medical care related to animal organ transplants, animal tissue transplants, (except for
porcine heart valves) artificial organ transplants or mechanical organ transplants;
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b. Transportation, travel or lodging expensesf or non-donor family members;

c. Donation related services or supplies, including search, associated with organ acquisition and
procurement;

d. Chemotherapy with autologous, allogenic or syngenic hematopoietic stem cells transplant for
treatment of any type of cancer not specifically named ascovered; any transplant not specifically
listed ascovered.

Transportation - Trangportation provided by other than a state licensed professional ambulance
service, and Ambulance Servicesthat are not Medically Necessary. Transportationto another area for
medical care is also excluded except as stated as covered under the “Ambulance Service” section.
Ambulance transportation from the Hospital to the home isnot covered.

Travel Costs and Mileage - For mileage costs or other travel expenses, except asauthorized by the
Claims Administrator, on behalf of the University.

Thermograms - Thermograms and thermography.

Vision Care - Vision care servicesand supplies, including but notlimited to eyeglasses, contactlenses
and related examinationsand services. Analysisof vision orthe testing of itsacuity exceptasotherwise
indicated in this Benefit Booket. Service or devicesto correct vision or for advice on such service.
Orthoptic training is covered. This Exclusion doesnot apply for initial prosthetic lensesor sclera shells
f ollowing intraocular surgery, or for soft contact lensesdue to a medical condition, i.e. diabetes.

Vision Surgeries - Related to radial keratotomy or keratomileusis or excimer laser photo refractive
keratectomy; and surgery, servicesor suppliesforthe surgical correction of nearsightedness and/or
astigmatism or any other correction of vision due to a refractive problem.

Waived Cost-Shares Out-of-Network - Forany service forwhich Y ou are responsible under the terms
of thisPlan to pay a Copayment, Coinsurance or Deductible, and the Copayment, Coinsurance or
Deductible iswaived by an Out-of-Network P rovider.

Waived Fees - Any portion of a provider'sfee or charge which isordinarily due from a Covered Person
but which hasbeen waived. If a provider routinely waives (does not require the Covered Person to pay)
an Deductible or Out-of-Pocket amount, the Claims Administrator will calculate the actual Provider fee
or charge the fee or charge by the amount waived.

War / Military Duty - Any disease or Injury resulting from a war, declared or not, or any military duty or
any release of nuclear energy. Also excluded are chargesfor servicesdirectly related military service
provided or available from the Veterans Administration or military facilities except asrequired by law.

Workers’ Compensation - Care for any condition or Injury recognized or allowed asa compensable
loss through any Workers Compensation, occupational disease or smilar law. If Workers
Compensation Act benefitsare not available to You, then this Exclusion does not apply. Thisexcluson
appliesif You receive the benefitsin whole or in part. Thisexclusion also applieswhether or not You
claim the benefitsor compensation. It also applieswhether or not You recover from any third party.



CLAIMS PAYMENT

Providerswho participate in the BlueCard® PPO Network have agreed to submit claimsdirectly to the local
Blue Cross and/or Blue Shield plan in their area. Therefore if the BlueCard® PPO Network Hospitals
Physiciansand Ancillary Providers are used, claimsfor their serviceswill generally not have to be filed by
the Covered Person. In addition, many Out-of-Network Hospitalsand Physicianswill also file claimsif the
information on the Blue Cross and Blue Shield Identification Card is provided to them. If the provider
requests a claim form to file a claim, a claim form can be obtained by contacting Payroll & Employee
Benefitsor by visiting www.anthem.com.

Please note You may be required to complete an authorization form in order to have Your claims and other
personal information sent to the Claims Administrator when You receive care in foreign countries. Failure
to submit such authorizationsmay prevent foreign providersfrom sending Your claims and other personal
information to the Claims Administrator.

How to File Claims

Under nomal conditions, the Claims Administrator should receive the proper claim form within 12 months
after the service wasprovided. Thissection of the Benefit Booket describeswhen to file a benefits claim
and when a Hospital or Physician will file the claim for You.

Each person enrolled through the Plan receives an Identification Card. Remember, in order to receive full
benefits, You must receive treatment from a Network Provider. When admitted to a Network Hospital,
present Y our Identification Card. Upon discharge, You will be billed only for those charges not covered by
the Plan.

When You receive Covered Servicesfrom a Network P hysician or other Network licensed health care
Provider, askhim or her to complete a claim form. Payment for Covered Serviceswill be made directly to
the Provider.

For health care expensesother than those billed by a Network Provider, use a claim form to report Your
expenses. You may obtain these from the University or the Claims Administrator. Claimsshould include
Y our name, Plan and Group numbers exactly asthey appear on Your Identification Card. Attach all billsto
the claim form and file directly with the Claims Administrator. Be sure to keep a photocopy of all fomsand
billsfor Your records. The addressis on the claim form.

Saveall billsand statementsrelated to Yourillness or Injury. Make certain they are itemized to include
dates, placesand nature of servicesor supplies.

Maximum Allowed Amount

General

T hissection describes how the Claims Administrator determines the amount of reimbursement for Covered
Services. Reimbursement for servicesrendered by Network and Out-of-Network P rovidersisbased on the
Plan’sMaximum Allowed Amount for the Covered Service that You receive. Please see the Inter-Plan
Arrangements section for additional information.

T he Maximum Allowed Amount for this P lan isthe maximum amount of reimbursement the Plan will allow
for servicesand supplies.
e that meetsthe Plan’sdefinition of Covered Services, to the extent such servicesand suppliesare
covered under the Plan and are not excluded;
¢ that are Medically Necessary; and
¢ that are provided in accordance with all applicable preauthorization, utilization managem ent or other
requirements set forth in the Plan.

60



Y ou will be required to pay a portion of the Maximum Allowed Amount to the extent You have not met Your
Deductible or have a Copayment or Coinsurance. In addition, when You receive Covered Servicesfrom
an Out-of-Network Provider, You may be responsible for paying any difference between the Maximum
Allowed Amount and the Provider'sactual charges. Thisamount can be significant.

When Y oureceive Covered Servicesfroma Provider, the Claims Administrator will, to the extent applicable,
apply claim processing rulesto the claim submitted for those Covered Services. These rules evaluate the
claim information and, among other things, detemine the accuracy and appropriateness of the procedure
and diagnosis codes included in the claim. Applying these rules may affect the Claims Administrators
determination of the Maximum Allowed Amount. T he Claims Administrator'sapplication of these rules
doesnot meanthat the Covered ServicesY oureceived were not Medically Necessary. It meansthe Claims
Administrator has determined that the claim was submitted inconsistent with procedure coding rules and/or
reimbursementpolicies. Forexample, Your P rovider may have submitted the claim using sev eral procedure
codeswhenthereisa single procedure codethatincludesall of the proceduresthat were performed. When
this occurs, the Maximum Allowed Amount will be based on the single procedure code rather than a
separate Maximum Allowed Amount for each billed code.

Likewise, when multiple procedures are performed on the same day by the same Physician or other
healthcare professional, the Plan may reduce the Maximum Allowed Amountsf or those secondary and
subsequent procedures because reimbursement at 100% of the Maximum Allowed Amount for those
procedureswould represent duplicative payment f or componentsof the primary procedure that may be
considered incidental or inclusive.

Provider Network Status _ o _
T he Maximum Allowed Amount may v ary depending upon whether the Provider isa Network P rovider or
an Out-of-Network Provider.

A Network Provider is a Provider who is in the managed networkf or this specific product or in a special
Center of Excellence or other closely managed specialty network, or who hasa participation contract with
the Claims Administrator. For Covered Services performed by a Network P rovider, the Maximum Allowed
Amount for the Plan is the rate the Provider has agreed with the Claims Administrator to accept as
reimbursementforthe Covered Services. Because NetworkP rovidershave agreed to accept the Maximum
Allowed Amount aspayment in full for those Covered Services, they should not send You a bill or collect
f or amounts above the Maximum Allowed Amount. However, You may receive a bill or be asked to pay all
or a portion of the Maximum Allowed Amount to the extent You have not met Y our Deductible or have a
Copayment or Coinsurance. Please call Member Servicesfor help in finding a Network P rovider or vist
www.anthem.com.

Providerswho have not signed any contract with the Claims Administrator and are not in any of the Claims
Administratorsnetworksare O ut-of-NetworkP roviders, subject to Blue Cross Blue Shield Association rules
governing claimsfiled by certain ancillary providers.

For Covered Services You receive from an Out-of-N etwork P rovider, the Maximum Allowed Amount for this
Plan will be one of the following asdetemined by the Claims Administrator:

1. An amount based on the Claims Administrator’'s Out-of-Network P rovider fee schedule/rate, which the
Claims Administrator has established in itsdiscretion, and which the Claims Administrator reservesthe
right to modify from time to time, after considering one or more of the following: reimbursement
amountsaccepted by like/similar providers contracted with the Claims Administrator, reimbursement
amounts paid by the Centersfor Medicare and Medicaid Servicesfor the same servicesor supplies
and other industry cost, reimbursement and utilization data; or
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2. Anamount based on reimbursement or cost information from the Centersf or Medicare and Medicaid
Services (‘CMS”). When basing the Maximum Allowed amount upon the level or method of
reimbursementused by CMS, the Administrator will update such information, which isunadjuged for
geographic locality, no lessthan annually; or

3. An amount based on information provided by a third party vendor, which may reflect one or more of the
following factors: (1) the complexity or sev erity of treatment; (2) level of skill and experience required
f or the treatment; or (3) comparable providers feesand coststo deliver care; or

4. An amount negotiated by the Claims Administrator or a third party vendor which hasbeen agreed to by
the Provider. Thismay include ratesfor services coordinated through case management; or

5. An amount based on or derived from the total chargesbilled by the Out-of-Network P rovider.

Providers who are not contracted f or this product, but contracted for other products with the Claims
Administrator are also considered Out-of-Network. Forthe Plan, the Maximum Allowed Amountfor services
from these Providerswill be one of the five methods shown above.

For Covered Services rendered outside the Claims Administrator's Service Area by Out-of-Network
Providers, claimsmay be priced using the local Blue Cross Blue Shield plan’s non -participating provider
fee schedulefrate or the pricing arrangements required by applicable state or Federal law. In cerain
situations, the Maximum Allowed Amount for out of area claims may be based on billed charges the pricing
the Plan would use if the healthcare serviceshad been obtained within the Claims Administrator’'s S ervice
Area, or a special negotiated price.

Unlike Network P roviders, Out-of-Network P rovidersmay send You a bill and collect for the amount of the
Provider'scharge that exceedsthe Plan’s Maximum Allowed Amount. You are responsible for paying the
difference between the Maximum Allowed Amount and the amount the Provider charges. Thisamount can
be significant. Choosing a Network Provider will likely result in lower Out of Pocket coststo Y ou. Please
call Member Servicesfor help in finding a Network Provider or visit the Claims Administrator's website at
www.anthem.com.

Member Servicesisalso available to assist You in determining the Plan’s Maximum Allowed Amount for a
particular service from an Out-of-Network Provider. In order forthe Claims Administrator to assist You,
Y ou will need to obtain from Y our Provider the specific procedure code(s) and diagnosis code(s) for the
servicesthe Provider will render. Y ou will also need to know the Provider'schargesto calculate Your Out
of Pocket responsibility. Although Member Servicescan assist Y ou with this pre-service information, the
final Maximum Allowed Amount for Your claim will be based on the actual claim submitted by the Provider.

Covered Person Cost Share . .
For certain Covered Services and depending on the Plan, You may be required to pay a part of the

Maximum Allowed Amount as Your cost share amount (f or example, Deductible, Copayment, and/or
Coinsurance).

Your cost share amount and Out-of-Pocket Maximums may vary depending on whether Y ou received
servicesfrom a Network or Out-of-Network Provider. Specifically, You may be required to pay higher cog
sharing amountsor may have limitson Your benefitswhen using Out-of-Network Providers. Please see
the Schedule of Benefits in this Benefit Book et for Your cost share responsibilitiesand limitations or call
Member Servicesto learn how the Plan’s benefits or cost share amounts may vary by the type of Provider
Youuse.
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T he Plan willnot provide any reimbursement for non-Covered Services. You may be responsible for the
total amount billed by Y our Provider for non-Covered Services, regardless of whether such servicesare
performed by a Networkor Out-of-Network Provider. Non-Covered Servicesinclude services specifically
excluded from coverage by the terms of this B enefit Bool et and services received after benefits have been
exhausted. Benefitsmay be exhausted by exceeding, for example, benefit caps or day/visit limits.

In some instancesYou may only be asked to pay the lower Network cost sharing amountwhen Y ou use
an Out-of-Network Provider. For example, if You go to a Network Hospital or Provider facility and receive
Covered Servicesfrom an Out-of-Network Provider such asa radiologist, anesthesiologist or pathologig
who isemployed by or contracted with a Network Hospital or facility, You will pay the Network cost share
amountsforthose Covered Services. However, You also may be liable f or the difference between the
Maximum Allowed Amount and the Out-of-Network Provider's charge.

The Claims Administrator and/or its designated phamacy benefits manager may receive discounts
rebates, or other fundsfrom drug manufacturers, wholesalers, distributors, and/or similar vendors, which
may be related to certain Prescription Drug purchases under this Plan and which positively impact the cog
effectiveness of Covered Services. These amounts are retained by the Claims Administrator. These
amountswillnotbe appliedto Y our Deductible, if any, ortaken into accountin determining Y our Copayment
or Coinsurance.

Authorized Services

In some circumstances, such aswhere there isno Network P rovider available for the Covered Service, the
Plan may authorize the Networkcost share amounts(Deductible, Copayment, and/or Coinsurance) to apply
to a claim for a Covered Service You receive from an Out-of-Network P rovider. In such circumstance, You
must contact the Claims Administrator in advance of obtaining the Covered Service. The Planalso may
authorize the Network cost share amountsto apply to a claim for Covered Servicesif Y ou receive
Emergency servicesfrom an Out-of-Network P rovider and are not able to contact the Claims A dministrator
until after the Covered Service isrendered. If the Plan authorizesa Network cost share amount to apply to
a Covered Service received from an Out-of-Network P rovider, You also may still be liable for the difference
between the Maximum Allowed Amountand the Out-of-Network P rovider'scharge. Please contactMember
Servicesfor Authorized Servicesinformation or to request authorization.

Services Performed During Same Session

T he Plan may combine the reimbursement of Covered Serviceswhen more than one service isperformed
during the same session. Reimbursementislimited to the Plan’s Maximum Allowed Amount. If services
are performed by Out-of-Network Providers, then Y ou are responsible for any amounts charged in
excess of the Plan’s Maximum Allowed Amount with or without areferral or regardless if allowed as an
Authorized Service. Contact the Claims Administrator for more information.

Processing Your Claim

Y ouareresponsible for submitting Y our claimsf or expenses not nomally billed by and payable to a Hospital
or Physician. Always make certain Y ou have Y our Identification Card with You. Be sure Hospital or
Physician's office personnel copy Y our name, and identification numbers (including the 3-letter prefix)
accurately when completing formsrelating to Your coverage.

Timeliness of Filing for Covered Person Submitted Claims

T o receive benefits, a properly completed claim form with any necessary reportsand records mug be filed
by Y ou within 12 months of the date of service. Payment of claims will be made as soon as possble
f ollowing receipt of the claim, unlessmore time isrequired because of incomplete or missing information.
In thiscase, Y ou will be notified of the reason for the delay and will receive a list of all information needed
to continue processing Your claim. After thisdata isreceived, the Claims Administrator will complete claims
processing. No request for an adjustment of a claim can be submitted later than 24 months after the claim
hasbeen paid.
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Necessary Information

In order to process Y our claim, the Claims Administrator may need information f rom the P rovider of the
service. Asa Covered Person, You agree to authorize the Physician, Hospital, or other provider to release
necessary infomation.

T he Claims Administrator will consider such information confidential. However, the Plan and the Claims
Administrator have the right to use thisinformation to defend or explain a denied claim.

Notice of Claim & Proof of Loss

After You get Covered Services, we must receive written notice of Y our claim within 90 daysin order for
benefitsto be paid. The claim must have the information we need to determine benefits. If the claim does
not include enough information, we will ask for more details and it must be sent to us within the time
requested or no benefits will be covered, unless otherwise required by law (e.g., Federal law allows
exceptions for claims filed by the Veteran’s Administration up to a maximum 6 years from the date of
service).

Member’s Cooperation

Y ouwill be expected to complete and submitto usall such authorizations, consents, releases, assgnments
and other documentsthat may be needed in order to obtain or assure reimbursement under Medicare,
Workers Compensation or any other governmental program. If You fail to cooperate (Including if You fail
to enroll under Part B of the Medicare program where Medicare is the responsible payer), You will be
responsible for any charge for services.

Explanation of Benefits

After You receive medical care, You will generally receive an Explanation of Benefits (EOB). The EOB is
a summary of the coverage You receive. The EOB is not a bill, but a statement sent by the Claims
Administrator, to help You understand the coverage You are receiving. The EOB shows:

total amounts charged for servicesg/'suppliesreceived,;

the amount of the charges satisfied by Your coverage;

the amount for which You are responsible (if any); and

general information about Your Appealsrights.

Inter-Plan Arrangements

Out-of-Area Services _ o _ _
Anthem hasa variety of relationshipswith other Blue Crossand/or Blue Shield Licensees. Generally, thee

relationshipsare called “Inter-Plan Arrangements.” T hese Inter-Plan Arrangementsworkbased on rules
and proceduresissued by the Blue Cross Blue Shield Association (“Association”). Whenever You access
healthcare services outside the geographic area the Claims Administrator serves (the Anthem Service
Area), the claim for those servicesmay be processed through one of these Inter-Plan Arrangements The
Inter-Plan Arrangementsare described below.

When Y ou receive care outside of the Anthem Service Area, You will receive it from one of two kinds of
Providers. Most Providers (“participating providers’) contract with the local Blue Crossand/or Blue Shield
Plan in that geographic area (‘Host Blue”). Some Providers (“nonpatrticipating providers’) don’t contract
with the Host Blue. Explained below ishow both kinds of Providersare paid.

Inter-Plan ArrangementsEligibility — Claim Types _
Most claim types are eligible to be processed through Inter-Plan Arrangements, as described above.

Examplesof claimsthat are not included are Prescription Drugsthat You obtain from a Phamacy and mogt
dental or vision benefits.
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A. BIueCard® Program

Under the BlueCard® P rogram, when You receive Covered Services within the geographicarea served by
a Host Blue, the Claims Administrator will still f ulfill its contractual obligations. But, the Host Blue is
responsible for: (a) contracting with its P roviders; and (b) handling itsinteractions with those Providers.

When You receive Covered Servicesoutside the Anthem Service Area and the claim isprocessed through
the BlueCard Program, the amount You pay is calculated based on the lower of:

e The billed chargesfor Covered Services; or
e The negotiated price that the Host Blue makes available to the Claims Administrator.

Often, this“negotiated price” will be a smple discount that reflectsan actual price that the Host Blue pays
to the Provider. Sometimes, it is an estimated price that takesinto account special arrangementswith that
Provider. Sometimes, such an arrangement may be an average price, based on a discount that resultsin
expected average savings f or services provided by similar types of Providers. Estimated and average
pricing arrangements may also involve typesof settlements, incentive paymentsand/or other credits or
charges.

Estimated pricing and average pricing also take into account adjustments to correct for over- or
underestimation of past pricing of claims, asnoted above. However, such adjustmentswill not affect the
price the Plan used for Your claim because they will not be applied after a claim hasalready been paid.

B. Negotiated (non-BlueCard Program) Arrangements

With respect to one or more Host Blues, instead of using the BlueCard Program, Anthem may process Y our
claimsf or Covered Servicesthrough Negotiated Arrangementsf or National Accounts.

T he amount You payfor Covered Servicesunder thisarrangement will be calculated based on the lower of
eitherbilled chargesfor Covered Servicesorthe negotiated price (referto the description of negotiated price
under Section A. BlueCard Program) made available to Anthem by the Host Blue.

C. Special Cases: Value-Based Programs

BlueCard® Program

If You receive Covered Servicesunder a Value-Based Program inside a Host Blue’s Service Area, You will
not be responsible for paying any of the Provider Incentives, risk-sharing, and/or Care Coordinator Fees
that are a partof such an arrangement, exceptwhen a Host Blue passes these f eesto Anthem through
average pricing or fee schedule adjustments. Additional information isavailable upon request.

Value-Based Programs: Negotiated (non—-BlueCard Program) Arrangements

If Anthem hasentered into a Negotiated Arrangement with a Host Blue to provide Value-Based P rograms
to the Employer on Y our behalf, Anthem will follow the same procedures for Value-Based Programs
administration and Care Coordinator Feesasnoted above for the BlueCard Program.

D. Inter-Plan Programs: Federal/State Taxes/Surcharges/Fees

Federal or state lawsor regulationsmay require a surcharge, tax or other fee. If applicable, the Plan will
include any such surcharge, tax or other fee aspart of the claim charge passed on to You.
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E. Nonparticipating Providers Outside the Claims Administrator's Service Area
1. Allowed Amounts and Member Liability Calculation

When Covered Servicesare provided outside of Anthem Service Area by non-participating providers
the Plan may detemine benefitsand make payment based on pricing from either the Hog Blue or
the pricing arrangements required by applicable state or Federal law. In these situations the amount
Y ou pay for such servicesasDeductible, Copayment or Coinsurance will be based on that allowed
amount. Also, You may be responsble for the difference between the amount that the non-
participating provider billsand the payment the Plan will make f or the Covered Servicesas set forth
in this paragraph. Federal or state law, as applicable, will govern payments f or Out-of-Network
Emergency services.

2. Exceptions

In certain situations, the Plan may use other pricing methods, such asbilled charges orthe pricing
the Plan would use if the healthcare services had been obtained within the Anthem Service Area, or
a special negotiated price to determine the amount the Plan will pay for services provided by
nonparticipating providers. In these situations, You may be liable for the difference between the
amount thatthe nonparticipating provider billsand the payment the Plan makes for the Covered
Servicesasset forth in thisparagraph.

F. Blue Cross Blue Shield Global Core® Program

If Youplantotravel outside the United States, call Member S ervicesto find out Your Blue CrossB lue Shield
Global Core benefits. Benefitsfor services received outside of the United Statesmay be different from
services received in the United States. Remember to take an up to date health Identification Card with
You.

When Y ou are traveling abroad and need medical care, You can call the Blue Cross Blue Shield Global
Core Service Centeranytime. Theyare available24 hoursa day, sevendaysa week. T hetollfree number
is 800-810-2583. Or You can call them collectat804-673-1177.

If You need inpatient hospital care, You or someone on Your behalf, should contact the Claims
Administrator for preauthorization. Keep in mind, if Y ou need Emergency medical care, go to the nearest
hogpital. There isno need to call before You receive care.

Please refer to the Health Care Management — Precertification section in this BooKet for f urther
information. Y oucan learn how to get preauthorization when Y ou need to be admitted to the hospital for
Emergency or non-emergency care.

How Claims are Paid with Blue Cross Blue Shield Global Core _ _
In most cases, when You arrange inpatient hospital care with Blue Cross Blue Shield Global Core, claims

willbefiledforY ou. The onlyamountsthatY oumay needto pay up front are any Copayment, Coinsurance
or Deductible amountsthat may apply.

Y ou will typically need to pay for the following servicesup front:

e Doctorsservices,
¢ Inpatient hospital care not arranged through Blue Cross Blue Shield Global Core; and
e Outpatient services.
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Y ou will need to file a claim form for any payments made up front.

When You need Blue CrossBlue Shield Global Core claim formsY ou can getinternational claimsformsin
the following ways:

e Callthe Blue CrossBlue Shield Global Core Service Center at the numbersabove; or
e Online at www.bcbsglobalcore.com.

Y ou will find the address f or mailing the claim on the form.

Unauthorized Use of Identification Card

If You permit Your Identification Card to be used by someone else or if You use the card before coverage
is in effect or after coverage hasended, You will be liable for payment of any expensesincurred resulting
from the unauthorized use. Fraudulent misuse could also resultin termination of the coverage. Fraudulent
statements on enrollment fomrms and/or claims for services or payment involving all media (paper or
electronic) may invalidate any payment or claims f or services and be grounds f or voiding the Covered
Person’scoverage. Thisincludesfraudulent actsto obtain medical servicesand/or Prescription Drugs.

Assignment

Y ou authorize the Claims Administrator, in its own discretion and on behalf of the Employer, to make
paymentsdirectly to Providersfor Covered Services. In no event, however, shall the Plan’sright to malke
paymentsdirectly to a Provider be deemed to suggest that any Provider isa beneficiary with independent
claims and appeal rights under the Plan. The Claims Administrator also reserves the right, in its own
discretion, to make paymentsdirectly to You asopposed to any Provider for Covered Service. In the event
that payment ismade directly to You, You have the responsibility to apply thispaymentto the claim from
the Out-of-Network P rovider. Payments and notice regarding the receipt and/or adjudication of claims may
also be sent to an Alternate Recipient (which is defined herein as any child of a Subscriber who is
recognized under a “Qualified Medical Child Support Order” as having a right to enrollment under the
Employer'sPlan), or that person’s custodial parent or designated representative. Any payments made by
the Claims Administrator (whether to any Provider for Covered Service or You) will discharge the
Employer'sobligation to pay for Covered Services. Youcannotassign Y our rightto receive payment to
anyone, exceptasrequired by a “Qualified Medical Child Support Order” asdefined by, and if subject to,
ERIS A or any applicable Federal law.

T he coverage, rights, and benefitsunder the Plan are not assignable by any Member without the written
consent of the Plan, except as provided above. This prohibition against assignment includes rights to
receive payment, claim benefitsunder the Plan and/or law, sue or otherwise begin legal action, or reques
Plan documentsor any other information that a P articipant or beneficiary may request under ERISA, if
subject to ERISA. Any assignment made without written consent from the Plan will be void and
unenforceable.

Once a Provider performsa Covered Setrvice, the Claims Administrator will not honor a requed to withhold
payment of the claimssubmitted.

T he coverage and any benefits under the Plan are not assignable by any Covered P erson without the
written consent of the Plan, except asprovided above.

Questions About Coverage or Claims
If You have questionsabout Y our coverage, contactthe Plan Administrator or the Claims Administrator's
Member Services Department. Be sure to alwaysgive Your member Identification number.

When asking about a claim, give the following information:
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identification number;

patient’'sname and address;

date of service and type of service received; and
provider name and address (Hospital or Physician).

To find out if a Hospital or Physician is a Network Provider, call them directly or call the Claims
Administrator.

The Plan doesnot supply Y ou with a Hospital or Physician. In addition, neither the Plan nor the Claims
Administrator is responsible for any Injuriesor damagesY ou may suffer due to actionsof any Hospital,
Physician or other person. In order to process Your claims, the Claims Administrator or the Plan
Administrator may request additional information about the medical treatment Y ou received and/or other
group health insurance You may have. Thisinformation will be treated confidentially.

An oral explanation of Your benefitsby an employee of the Claims Administrator, Plan Administrator or
Plan Sponsor isnotlegally binding.

Any correspondence mailed to Y ou will be sent to Your most currentaddress. You are responsible for
notifying the Plan Administrator or the Claims Administrator of Your new address.
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YOUR RIGHT TO APPEAL

Internal Claim Appeals

Initial Review of Claims

When a claim for benefitshasbeen properly filed underthe Plan, or when Precertification has been sought
(thiswill be treated asa claim for purposes of this Section), the claimant will be notified of the approval or
Denial within the time periods set f orth in the chart at the end of this Section. For Urgent Care Claims the
Claims Administrator will defer to the attending provider with respect to the decision asto whether a claim
isan "Urgent Care Claim" for purposes of detemining the applicable time period. If Your claim is denied,
Y ou will receive notice in accordance with this S ection.

Initial Denial of Claims
If any claim for benefitsis partially or wholly denied, the claimant will be given notice which will contain:

1. the specific reasonsfor the Denial
2. referencesto Plan provisonsuponwhich the Denial isbased,;

3. adescription of any additional material or information needed and why such material or information is
necessary;

4. adescription of the Plan'sreview proceduresand time limits, including information regarding how to
initiate an appeal and information on the External Review process,

5. the specific internal rule, guideline, protocol, or other similar criterion, if any, relied upon in makng the
Denial, or a statement that such rule, guideline, protocol, or other similar criterion was relied upon, with
a copy free of charge upon request;

6. if the Denial is based on a Medical Necessity or Experimental/Investigative treatment or similar
exclusion or limit, either an explanation of the scientific or clinical judgment for th e determmination or a
statement that such explanation will be provided free of charge upon request;

7. information sufficient to identify the claim involved (including the date of service, the health care
provider, the claim amount (if applicable), and a statement describing the availability, upon requed, of
the diagnosis code and its corresponding meaning, and the treatment code and its corresponding
meaning);

8. the Denial code and its corresponding meaning, aswell asa description of the Claims Administrator's
standard, if any, thatwasused in the Denial of the claim;

9. the availability of, and contact information for, any applicable office of health insurance consumer
assistance or ombudsman established under Section 2793 of the Public Health ServicesAct to assig
individuals with the internal claims and appeals and External Review processes; and

10. for Urgent Care Claims, a description of the expedited review processapplicable to such claims. For

Urgent Care Claims, the information in the notice may be provided orally if the claimant is given
notification within 3 days after the oral notification.
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Appeal of Claim Denial

A claimant may appeal the Denial of a claim by filing a written claim appeal with the Claims Administrator
or its designee within the time period set forth in the chart at the end of this Section, which will be deemed
filed upon receipt. If the request is not timely, the decision of the Claims Administrator shall be the final
decision of the Plan, and will be final, conclusive, and binding on all persons. For Urgent Care Claims a
claimant may make a request for an expedited appeal orally or in writing, and all necessary information will
be transmitted by telephone, facsimile, or other similarly expeditious method.

Denial of Appeal
1. The claimant will receive notice of the Claims Administrator'sdecision on appeal within the time
periodsset forth in the chart at the end of thisSection. If the claim isdenied on appeal, the notice
will serve asthe Final Denial.

2. The Claims Administrator will provide the following information to the claimant free of charge as
soon as possible and sufficiently in advance of the date on which the notice of Final Denial is
required, such that the claimant hasa reasonable opportunity to respond prior to that date: (i) any
new or additional evidence considered, relied upon, or generated by the Claims Administrator (or
at the direction of the Claims Administrator) in connection with the claim; and (ii) any new or
additional rationale that formsthe basis of the Claims Administrator's Final Denial, if any.

3. If the claim isdenied on appeal, the claimant will be given notice which will contain a statement that
the claimant is entitled to receive, upon request and free of charge, reasonable access to and
copiesof all documents, records, and other information relevant to the claimant's claim, aswell as
items(1), (2), (5), (6), (7), (8), and (9) under the "Initial Denial of Claims" section above, aswell as
(i) a description of the review proceduresand time limits, including information regarding how to
initiate an appeal and information on the External Review process; and (i) if the Denial isa Final
Denial, adiscussion of the decision. A decision on review will be final, conclusive, and binding on
all persons.

4. |If, afterthe Plan’sdenial, the Claims Administrator considers, relieson or generatesany new or
additional evidence in connection with Y our claim, the Claims Administrator will provide Y ou with
that new or additional evidence, free of charge. The Claims Administrator will not base itsappeal
decison on a new or additional rationale without first providing Y ou (free of charge) with, and a
reasonable opportunity to respond to, any such new or additional rationale. If the Claims
Administrator failsto follow the Appeal procedures outlined under this section the Appeals process
may be deemed exhausted. However, the Appealsprocesswill not be deemed exhausted due to
minor violationsthat do not cause, and are not likely to cause, prejudice or ham so long as the
error wasfor good cause or due to mattersbeyond the Claims Administrator’s control.

Ongoing Treatments

If the Claims Administrator hasapproved an ongoing course of treatment to be provided to a claimant over
a certain period of time or for a certain number of treatments, any reduction or termination of such course
of treatment before the approved period of time or number of treatmentsend will constitute a Denial. The
claimant will be notified of the Denial, in accordance with the "Initial Denial of Claims' section above, before
the reduction or termination occursto allow the claimant a reasonable timeto file an appeal and obtain a
determination onthe appeal. Coverage forthe ongoing course of treatmentthat isthe subject of theappeal
will continue pending the outcome of such appeal.

Foran Urgent Care Claim, any request by a claimant to extend the ongoing treatmentbeyond the previoudy
approved period of time or number of treatmentswill be decided and communicated totheclaimant assoon
as possible but no later than 24 hours after receipt of the Urgent Care Claim, provided the claim isfiled at
least 24 hoursbefore the treatment expires.
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Authorized Representative

T he Plan will not prevent an authorized representative of a claimant from acting on behalf of the claimant
in pursuing a benefit claim or appeal, pursuant to reasonable procedures. In the case of an Urgent Care
Claim, a Health Care Professional with knowledge of a claimant's medical condition (e.g., the claimant's
P hysician) will be permitted to act asthe authorized representative of the claimant.

Calculating Time Periods

T he period of time within which an initial benefit detemination or a determination on an appeal isrequired
to be made will begin when a claim or appeal isfiled, regardless of whether the information necessary to
make a detemination accompaniesthe filing.

Solely for purposes of initial Pre-Service Claimsand Post-Service Claims, if the time period for making the
initial benefit detemination is extended (in the Claims Administrator's discretion) because the claimant
failed to submitinformation necessary to decide the claim, the time period for making the determination will
be tolled from the date notification of the extension issent to the claimant until the earlier of (i) the date on
which a response from the claimant isreceived, or (ii) the end of the time period given to the claimant to
provide the additional information (atleast 45 days).

Full and Fair Review

Upon request and free of charge, the claimant or hisor her duly authorized representative will be given
reasonable access to, and copies of, all documents, records, and other information relevant to the
claimant's claim, or may submit to the appropriate person or entity written comments, documents, records
and other information relating to the claim.

If areviewistimelyrequested, suchreview of a denied claim for benefitswill take into accountall comments
documents, records, and other information submitted by the claimant or his or her duly authorized
representative relating to his or her claim without regard to whether such information was submitted or
considered in the initial benefit determination.

Appealsof claimsshall be reviewed by the Claims Administrator who is named fiduciary of the Plan and
who is neither the individual nor subordinate of the individual who made the initial determination. The
Claims Administrator shall not give any weight to the initial determination, and, if the appeal isbased, in
whole or in part, on a medical judgment, the Claims Administrator shall consult with an appropriate Health
Care Professional who is neither the individual nor subordinate of the individual who was consulted in
connectionwith the initial detemmination. The Claims Administrator shall identify any medical or vocational
expertswhose advice wasobtained without regard to whether the advice wasrelied upon in making the
benefit determination.

ClaimantsandthisP lan may have other v oluntary alternative disp ute resolution options, such as mediation.
For available options, claimantscould contact their local U.S. Department of Labor Office and their State
insurance regulatory agency.

Exhaustion of Remedies
If a claimant failsto file a request for review of a Denial, in whole or in part, of benefitsin accordance with

the proceduresherein outlined, such claimant will have no right to review and no right to bring action, at
law or in equity, in any court, and the Denial of the claim will become final and binding on all personsfor all
purposes.

Unlessthe exception in the following paragraph applies, if the Claims Administrator failsto strictly adhere
to all the requirements with respect to a claim under this"Internal Appeals' section, the claimantisdeemed
to have exhausted the internal claimsand appeals processwith respect to such claims. Accordingly, the
claimant may initiate an External Review with respect to such claims, asoutlined in below. The claimant
also isentitled to pursue any available remedies under State law with respect to such claims.
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Notwithstanding the previous paragraph, the internal claims and appeals process will not be deemed
exhausted based on de minimis violationsthat do not cause, and are not likely to cause, prejudice or ham
to the claimant so long asthe Claims Administrator demonstratesthat the violation wasf or good cause or
due to mattersbeyond the control of the Claims Administrator and that the violation occurred in the context
of an ongoing, good faith exchangeof information between the ClaimsA dministrator and the claimant. T his
exception is not available if the violationis part of a pattern or practice of violations by the Claims
Administrator. The claimant may request a written explanation of the violation from the Claims
Administrator, and the Claims Administrator shall provide such explanation within 10 days, including a
specific description of itsbasis, if any, for asserting that the violation should not cause the processoutlined
in this"Internal Appeals’ section to be deemed exhausted. If the Independent Review Organization ("IRQO"),
asdefined below, or a court rejectsthe claimant'srequest forimmediate review due to deemed exhaudion
on the basisthat the Claims Administrator met the standards for the exception described in this paragraph,
the claimant shall have the rightto resubmitand pursue the internal appeal of the claim. In such cas,
within a reasonable time after the IRO or court rejectsthe claim forimmediate review (notto exceed 10
days), the Claims Administrator shall provide the claimant with notice of the opportunity to resubmit and
pursue the internal appeal of the claim. Time periodsfor re-filing the claim shall begin to run upon the
claimant'sreceipt of such notice.

External Review Process

Application and Scope of External Review Process

Subject to the following paragraph, upon receipt of a Final Denial (including a deemed Final Denial), the
claimant may apply for External Review asprovided in this"External Review Process' section. Upon receipt
of a Denial that isnot a Final Denial, the claimant may only apply for External Review asprovided under
subsection regarding expedited External Review for Urgent Care Claims.

With respect to claimsfor which External Review isinitiated before September 20, 2011, the claimant may
request External Reviewfor any Final Denial or eligible Denial, except that a Denial, reduction, temrmination,
or failure to provide Payment for a benefit based on a detemrmination that a participant or beneficiary failsto
meet the requirementsfor eligibility based under the termsof the Plan isnot eligible for External Review.
With respect to claimsfor which External Review isinitiated on or after September 20, 2011, the Extemal
Review processwill apply only to:

1. a Final Denial or eligible Denial that involves medical judgment (including, but not limited to, those
based on the Plan'srequirementsf or Medical Necessity, appropriateness, health care setting, level of
care, or effectiveness of a covered benefit; or its determination that a treatment is Experimental or
Investigative); and

2. aRescission of coverage (whether or notthe Rescission hasany effect on any particular benefit at that
time).

Standard External Review Process for Claims

1. Timing of Request for External Review. The claimant must file a request for Extemal Review of a claim
with the Claims Administrator no later than the date which is4 monthsf ollowing the date of receipt of
a notice of Final Denial. If thereisno corresponding date 4 months after the date of receipt of such
notice, then the request must be filed by the first day of the fiftth month following receipt of the notice
(e.g., if aFinal Denial isreceived on October 30, request must be made by the following March 1). If
the last filing date would fall on a Saturday, Sunday or Federal holiday, the last filing date is extended
to the nextday thatisnot a Saturday, Sunday or Federal holiday.
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Preliminary Review. T he Claims Administrator shall complete a preliminary review of the requed for
External Review within 5 businessdaysto determine whether: (i) the claimantisor was covered under
the Plan at the time the Covered Medical Service wasrequested or provided, as applicable; (i) the type
of claim is eligible for External Review; (iii) the claimant has exhausted (or is deemed to have
exhausted) the Plan'sinternal claimsand appealsprocess under the Plan; and (iv) the claimant has
provided all the information and forms required to process an External Review. The Claims
Administratorwill issue a notificationto the claimant within 1 businessday of completing the preliminary
review. Iftherequestiscomplete, butineligible for External Review, the notification will include the
reasons for itsineligibility and contact information for the Employee Benefits S ecurity Administration.
If therequest isnot complete, the notification will describe the information or materials needed to make
the request complete, and the claimant shall be allowed to perfect the request for Extemal Review by
the later of the 4 month filing period described in paragraph (1) above, or within the 48 -hour period
f ollowing the receipt of the notification.

Referral to Independent Review Organization (IRO). T he ClaimsAdministrator will assign an IRO to the
claimant'srequest for External Review. Upon assignment, the IRO will undertake the following tasks
with respect to the claimant'srequest for External Review:

(@) Timely notify the claimant in writing of the request'seligibility and acceptance for Extemal
Review. Thisnotice will include a statement that the claimant may submitin writing to the
IRO, within 10 businessdaysfollowing the date of receipt of the notice, additionalinformation
that the IRO must consider when conducting the External Review. The IRO isnotrequired
to, but may, accept and consider additional information submitted after 10 businessdays.

(b) Review all documentsand any information considered in making a Final Denial received by
the Claims Administrator. T he Claims Administrator shall provide the IRO with such
documentsand information within 5 businessdays after the date of assignment of the IRO.
Failure by the Claims Administrator to timely provide the documents and information will not
delay the conduct of the External Review. If the Claims A dministrator failsto timely provide
the documentsand information, the assigned IRO may terminate the External Review and
make a decision to reverse the Final Denial. In such case, the IRO will notify the claimant
and the Claims Administrator of itsdecision within 1 businessday.

(c) Forward any information submitted by the claimant to the Claims Administrator within 1
businessday of receipt. Uponreceipt of any such information, the Claims A dministrator may
reconsider its Final Denial that is the subject of the External Review. Reconsideration by
the Claims Administrator must not delay the External Review. The External Review may be
terminated asa result of reconsideration only if the Claims Administrator decidesto reverse
its Final Denial and provide coverage or Payment. In such case, the Claims Administrator
must provide written notice of itsdecision to the claimantand IRO within 1 business day,
and the IRO shall then terminate the External Review.
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(d) Review all information and documentstimely received under a de novo standard. The IRO
will notbe bound by any decisions or conclusionsreached during the Plan'sintemal claims
and appealsprocess. In addition to the information and documents provided, the IRO, to
the extent the infomation and documents are available and the IRO considers them
appropriate, will further consider the following in reaching a decision: (i) the claimant's
medical records; (ii) the attending Health Care Professional'srecommendation; (iii) reports
from appropriate Health Care Professionalsand other documents submitted by the Claims
Administrator, the claimant, or the claimant's P hysician; (iv) the termsof the Plan to enaure
that the IRO's decision is not contrary to the terms of the Plan, unless the terms are
inconsistent with applicable law; (v) appropriate practice guidelines, which must include
applicable evidence-based standards and may include any other practice guidelines
developed by the Federal government, national or professional medical societies, boards
and associations; (vi) any applicable clinical review criteria developed and used by the Plan,
unlessthe criteria are inconsistent with the terms of the Plan or with applicable law; and (vii)
the opinion of the IRO'sclinical reviewer(s) af ter considering the information described in
this paragraph to the extent the information or documents are available and the clinical
reviewer(s) consider appropriate.

Notice of Final External Review Decision. The IRO will provide written notice of Final Extemal Review
Decision within 45 daysafter the IRO receivesthe request for External Review. Such notice will be
delivered to the claimant and the Claims Administrator and will contain the following: (i) a general
description of the reason for the request for External Review, including information sufficient to identify
the claim (including the date or dates of service, the health care provider, the claim amount (f
applicable), the diagnosis code and its corresponding meaning, the treatment code and its
corresponding meaning, and the reason f or the previous Denial); (i) the date the IRO received the
assignment to conduct External Review and the date of the Final External Review Decision; (iii)
ref erences to the evidence or documentation, including specific coverage provisions and evidence-
based standards, considered in reaching the decision; (iv) a discussion of the principal reason or
reasonsforitsdecision, including the rationale for itsdecision and any evidence-based standards that
were relied upon in making itsdecision; (v) a statement that the determination is binding except to the
extent that other remedies may be available under State or Federal law to either the Plan or the
claimant; (vi) a statement that judicial review may be available to the claimant; and (vii) cument contact
information, includingphone number, for any applicable office of health insurance consumer assistance
or ombudsman established under Section 2793 of the Public Health Service Act.

Reversal of Plan's Decision. If the Final Denial of the Plan isreversed by the Final External Review
Decision, the Plan will immediately provide coverage or Payment (including immediately authorizing or
immediately paying benefits) for a claim, upon receipt of notice of such reversal.

Maintenance of Records. The IROswill maintain records of all claimsand noticesassociated with an
External Reviewfor6years. AnIROmust make such recordsav ailable for examination by the claimant,
the Claims Administrator, or a State or Federal oversight agency upon request, except where such
disclosure would violate State or Federal privacy laws.

Expedited External Review Process

1.
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Application of Expedited External Review. T he Plan will allow the claimant to make a requed for
expedited External Review at the time the claimant receives either:

A Denial, if the Denial involves a medical condition of the claimant's f or which the timeframe for
completion of aninternal appeal of an Urgent Care Claim would serioudy jeopardize the
claimant'slife or health orwould jeopardize the claimant' sability to regain maximumfunction
and the claimant hasfiled a request for an appeal of an Urgent Care Claim; or
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A Final Denial, if the claimant hasa medical condition where the timeframe for completion of a
standard External Review would seriously jeopardize the claimantslife or health or would
jeopardize the claimant's ability to regain maximum function, or if the Final Denial concems
admission, availability of care, continued stay, or a health care item or service for which the
claimant received Emergency services, but hasnotbeen discharged from a facility.

2. Preliminary Review. Immediately upon receipt of a request for expedited External Review, the Claims
Administrator must determine whether the request meets the reviewability requirementsset forth in
paragraph (1) above. The Claims Administrator will immediately send a notice that meets the
requirements set forth above with respect to the preliminary review for standard Extemal Review of the
claimant for its eligibility determination.

3. Referral to Independent Review Organization (IRO). Upon a determination that a request is eligible for
expedited External Review following the preliminary review, the Claims Administrator will assign an
IRO pursuant to the requirements set forth above for standard External Review. The Claims
Administrator must provide or transmit all necessary documentsand information considered in making
the Denial or Final Denial determination to the assigned IRO electronically or by telephone or facamile
or any other available expeditious method. The assighed IRO, to the extent the information or
documents are available and the IRO considers them appropriate, will consider the information or
documents described above under the procedures for standard External Review. In reaching a
decision, the assigned IRO will review the claim de novo and is not bound by any decisions or
conclusionsreached during the Claims Administrator'sinternal claimsand appeals process.

4. Notice of Final External Review Decision. The IRO will provide notice of Final External Review
Decision, in accordance with the requirements set forth above for standard External Review, as
expeditiously asthe claimant'smedical condition or circumstancesrequire, butin no event more than
72 hoursafterthe IRO receivesthe request for an expedited External Review. If the notice isnot in
writing, within 48 hours af ter the date of providing such notice, the assigned IRO will provide written
confirmation of the decision to the claimant and the Claims Administrator.

Form and Manner of Notices

Noticesprovided pursuant to this S ection with respect to internal claims and appeals and External Reviews
will be provided in a culturally and linguistically appropriate manner pursuant to Department of Labor
regulations. Accordingly, with respect to an addressin any United States county to which a notice is sent,
if 10% or more of the population residing in the county is literate only in the same non-English language
(the "applicable non-English language”), the Claims Administrator will: (i) provide oral language services
(such asa telephone customer assistance hotline) that include answering questionsin the applicable non-
English language; (ii) provide notices sent under this Section in the applicable non-English language upon
request; and (iii) include a statementin the English versions of all notices sent under this Section,
prominently displayed in the applicable non-English language, clearly indicating how to access the
language servicesprovided by the Plan.

Effect of Federal Guidance on this Section

Any information, processes, standards of review, or other elementsthat are required to be provided under this
Section 12 shall be provided or applied only if the Plan isrequired to do so under applicable legal requirements
and the U.S. Departments of Labor, Treasury, and Health and Human Services are currently enforcing such
requirements. For these purposes, the Plan may rely fully on the U.S. Department of Labor Technical Release
2011-01, the U.S. Department of Labor Technical Release 2011-02, the June 24,2011 amendment to the
interim final regulations published July 23, 2010, and any subsequent guidance.
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Chart of Time Limits for Claims and Internal Appeals

TYPE OF CLAIM

MAXIMUM TIME
LIMITS FOR:

Urgent Care
Claims

Pre-Service
Claims

Post-Service
Claims

Claims Administrator to decide
initial claim (if no additional
informationisneeded)
(whether adverse or not)

No laterthan 72 hoursafter
receipt of claim by the Claims
Administrator

No laterthan 15 daysafter
receipt of claim by the Claims
Administrator

No laterthan 30 daysafter
receipt of claim by the Claims
Administrator

Extension of time by Plan for
determininginitial claim

None

One time 15-day extension
allowed if (i) due to matters
beyond Claims Administrator
's control and (ii) Claims
Administrator notifiesclaimant
before end of initial 15-day
time period of such extension
and the date Claims
Administrator expectsto
renderdecision. If extension
isdue to claimant'sfailure to
submitinformation, notice will
describe required information.
Note: Claims Administrator
may ormay notallow
extension dueto claimant's
failure to provide needed

One time 15-day extension
allowed if (i) due to matters
beyond Claims Administrator's
control and (ii) Claims
Administrator notifiesclaimant
before end of initial 30-day
time period of such extension
and the date Claims
Administrator expectsto
renderdecision. If extension
isdue to claimant'sfailure to
submitinformation, notice will
describe required information.
Note: Claims Administrator
may ormay notallow
extension dueto claimant's
failure to provide needed

claimant of claimantsfailure to
follow proper procedures

receipt of improper claim by
ClaimsAdministrator

receipt of improper claim by
ClaimsAdministrator

information. information.
ClaimsAdministrator to notify No laterthan 24 hoursafter N/A N/A
claimant of information receipt ofincomplete claim by
needed from claimant to ClaimsAdministrator
decide initial claim, if not
provided by claimant
ClaimsAdministrator to notify No laterthan 24 hoursafter No laterthan 5 daysafter N/A

Claimantto then provide
needed information (if
extension allowed by Plan)

Notless than 48 hoursafter
receipt of notice from Claims
Administrator

Atleast 45 days afterreceipt
of notice from Claims
Administrator
Note. Claims Administrator
may or may notrequest
needed information from
claimant.

Atleast 45 days afterreceipt
of notice from Claims
Administrator
Note: Claims Administrator
may or may notrequest
needed information from
claimant.

ClaimsAdministrator to decide
claim afterrequesting
additional information and
notifying claimant (if
applicable)

No laterthan 48 hoursafter
earlierof (i) Claims
Administrator'sreceipt of
additional information from
claimant, or (i) end of time
period givento claimant to
provide additional information
(48 hours)

No laterthan 15 daysafter
earlierof (i) Claims
Administrator'sreceipt of
additional information from
claimant, if requested, or (ii)
end oftime period given to
claimant to provide additional
information (45 days)

No laterthan 15 daysafter
earlierof (i) Claims
Administrator'sreceipt of
additional information from
claimant, if requested, or (ii)
end oftime period given to
claimant to provide additional
information (45 days)

Claimantto fileappeal

180 daysafterreceipt of
Denial by claimant

180 daysafterreceipt of
Denial by claimant

180 daysafterreceipt of
Denial by claimant

ClaimsAdministrator to decide
appeal

72 hours after Claims
Administrator'sreceipt of
appeal from claimant

30 days afterClaims
Administrator'sreceipt of
appeal from claimant.

60 days afterClaims
Administrator'sreceipt of
appeal from claimant.
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COORDINATION OF BENEFITS (COB)

T hisCoordination of Benefits (COB) provision applieswhen Y ou have health care coverage under more
than one Plan.

Please notethat several termsspecificto thisprovision are listed below. Some of these termshave different
meanings in other parts of the Benefit Book et, e.g., Plan. For this provision only, "Plan” will have the
meanings as specified below. In the rest of the Benefit Booket, Plan hasthe meaning listed in the
Definitions section.

T he order of benefitdetemination rulesdetermine the orderin which each Planwillpay a claim for benefits
The Planthat paysfirstis called the Primary Plan. The Primary Plan must pay benefitsaccording to its
policy termsregardless of the possibility that another Plan may cover some expenses. T he Plan that pays
after the Primary Plan isthe Secondary Plan. The Secondary Plan may reduce the benefitsit pays so that
paymentsfrom all Plansdo not exceed 100% of the total Allowable expense.

T he Allowable expense under COB isgenerally the higher of the Primary and Secondary Plans allowable
amounts. A Participating Provider can bill You for any remaining Coinsurance, Deductible and/or
Copayment under the higher of the Plans’ allowable amounts. T his higher allowable amount may be more
than the Plan’s Maximum Allowed Amount.

COB DEFINITIONS

Plan is any of the following that provides benefitsor services f or medical or dental care or treatment. If
separate contracts are used to provide coordinated coverage for members of a group, the separate
contractsare considered parts of the same Plan and there isno COB among those separate contracts.

1. Planincludes. Group and non-group insurance contractsand subscriber contracts; Health maintenance
organization (HMO) contracts; Uninsured arrangementsof group or group-type coverage; Coverage
undergroup ornon-group closed panel plans; Group-type contracts, M edical care componentsof long
term care contracts, such asskilled nursing care; medical benefitsunder group or individualautomobile
contracts (whether “fault’ or “no fault”); Other governmental benefits, exceptfor Medicare, Medicaid
ora governmentplanthat, bylaw, providesbenefitsthat are in excessof those of any private insurance
plan or other nongovernmental plan.

2. Plan doesnot include: Accident only coverage; Specified disease or specified accident coverage;
Limited health benefit coverage; Benefits f or non-medical components of long term care policies
Hospital indemnity coverage benefits or other fixed indemnity coverage; School accidenttype
coverages covering grammar, high school, and college studentsfor accidentsonly, including athletic
injuries, either on a twenty-four (24) hour or "to and from school" basis; and Medicare supplement
policies.

Each contract for coverage under items 1. or 2. above isa separate Plan. If a Plan hastwo partsand COB
rulesapply only to one of the two, each of the partsistreated asa separate Plan.

This Plan meansthe part of the contract providing health care benefitsthat the COB provision appliesto
and which may be reduced because of the benefits of other plans. Any other part of the contract providing
health care benefitsis separate fromThisP lan. A contractmay apply one COB provisionto certain benefits
such as dental benefits, coordinating only with similar benefits, and may apply another COB provision to
coordinate other benefits.
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T he order of benefit detemrmination rules determine whether ThisPlan isa Primary Plan or Secondary Plan
when You have health care coverage under more than one Plan.

When ThisPlanisprimary,itdeteminespaymentforitsbenefitsfirst before those of any other P lanwithout
considering any other Plan'sbenefits. When ThisPlan issecondary, it deteminesits benefitsafter those
of another Plan and may reduce the benefitsit paysso that all Planbenefitsdo not exceed 100% of the
total Allowable expense.

Allowable expense isa health care expense, including Deductibles, Coinsurance and Copayments, that
is covered at least in part by any Plan covering You. When a Plan provides benefitsin the form of services
the reasonable cash value of each service will be considered an Allowable expense and a benefit paid. An
expensethatisnot covered by any Plan covering Youisnot an Allowable expense. In addition, any expense
that a Provider by law or in accordance with a contractual agreement is prohibited from charging You is not
an Allowable expense; however, if a Provider has a contractual agreement with both the Primary and
Secondary Plans, then the higher of the contracted feesis the Allowable expense, and the Provider may
charge up to the higher contracted fee.

T hefollowing are non-Allowable expenses:

1. The difference between the cost of a semi-private Hospital room and a private Hospital room isnot an
Allowable expense, unlessone of the Plans provides coverage for private Hospital room expenses.

2. If You are covered by 2 or more Plansthat calculate their benefit payments on the basisof usual and
customary feesor relative value schedule reimbursement method or other simil ar reim bursement
methods, any amount in excess of the highest reimbursement amount for a specific benefit isnot an
Allowable expense.

3. If You are covered by 2 or more Plansthat provide benefitsor serviceson the basis of negotiated fees
an amountin excess of the highest of the negotiated feesisnot an Allowable expense.

4. If You are covered by one Plan that calculates its benefits or services on the basis of usual and
customary fees or relative value schedule reimbursement method or other similar reimbursement
method and another Planthat providesits benefitsor services on the basis of negotiated f ees the
Primary Plan's payment arrangement will be the Allowable expense for all Plans. However, if the
Provider has contracted with the Secondary Plan to provide the benefit or service for a specific
negotiated fee or payment amount that is different than the Primary Plan's payment amangement and
if the Provider's contract permits, the negotiated fee or payment will be the Allowable expense used by
the Secondary Plan to detemine its benefits.

5. The amount of any benefit reduction by the Primary Plan because Y ou have failed to comply with the
Plan provisionsisnot an Allowable expense. Examplesof these typesof Planprovisionsinclude sscond
surgical opinions, precertification of admissionsor services, and Network P rovider arrangements.

6. The amount that is subject to the Primary high-deductible health plan’s Deductible, if the Claims
Administrator hasbeen advised by Y ou that all Planscovering You are high-deductible health plans
and You intend to contribute to a health savingsaccount established in accordance with Section 223
of the Internal Revenue Code of 1986.

Closed panel plan isa Plan that provides health care benefits primarily in the form of servicesthrough a
panel of Providersthat contract with or are employed by the Plan, and that excludes coverage for services
provided by other Providers, except in casesof emergency or referral by a panel member.

Custodial parent isthe parent awarded custody by a court decree or, in the absence of a court decree, is
the parent with whom the child resides more than one half of the calendar year excluding any temporary
vigtation.

ORDER OF BENEFIT DETERMINATION RULES

When You are covered by two or more Plans, the rulesf or determining the order of benefit payments are:

T he Primary Plan paysor providesits benefitsaccording to itsterms of coverage and without regard to the
benefitsunder any other Plan.

78



COVERED PERSON INTERNAL CLAIMS AND APPEALS AND EXT ERNAL REVIEW PROCESS 79

1. Except asprovided in Paragraph 2. below, a Plan that does not contain a coordination of benefits
provision that is consistent with thisCOB provision is always primary unless the provisionsof both
Plans state that the complying Plan isprimary.

2. Coverage that isobtained by virtue of membership in a group that isdesigned to supplement a part of
a basic package of benefitsand providesthat this supplementary coverage will be excessto any other
parts of the Plan provided by the contract holder. Examples of these types of situations are major
medical coveragesthat are placed over base plan Hospital and surgical benefits, and insurance type
coveragesthat are written in connection with a Closed panel plan to provide Out-of-Network benéefits.

A Plan may consider the benefits paid or provided by another Plan in calculating payment of itsbenefits
only when it issecondary to that other Plan.

Each Plan deteminesitsorder of benefits using the first of the following rulesthat apply:

Rule 1- Non-Dependent or Dependent. The PlanthatcoversY ou otherthanasa Dependent, for example
as an employee, Covered Person, policyholder, subscriber or retiree isthe Primary Plan, and the Plan that
coversYou asa Dependentisthe Secondary Plan. However, if Youare a Medicare beneficiary and, asa
result of federal law, Medicare issecondary to the Plan covering Y ou asa Dependent and primary to the
Plan covering You as other than a Dependent (e.g., a retired employee), then the order of benefits between
the two Plansis reversed so that the Plan covering You asan employee, Covered P erson, policyholder,
subscriber or retiree isthe Secondary Plan and the other Plan covering You asa Dependent isthe Primary
Plan.

Rule 2 - Dependent Child Covered Under More Than One Plan. Unlessthere is a court decree stating

otherwise, when a Dependent child iscovered by more than one Plan the order of benefitsis determined

asfollows:

1. Fora Dependent child whose parentsare married or are living together, whether or not they have ever
been married:

o the Plan of the parent whose birthday fallsearlier in the calendar year isthe Primary Plan; or

e if both parentshavethe same birthday, the Plan that hascovered the parentthe longest is the
Primary Plan.

2. Fora Dependent child whose parentsare divorced or separated or not living together, whether or not
they have ever been married:

o If acourtdecree statesthat one of the parentsisresponsible for the Dependent child's health care
expensesorhealth care coverage and the Plan of that parent hasactual knowledge of those terms
that Plan isprimary. Thisrule appliesto plan yearscommencing after the Plan isgiven notice of
the court decree;

o If a courtdecree statesthat both parents are responsible for the Dependent child'shealth care
expensesor health care coverage, the provisions of 1. above will determine the order of benefits;

e If a courtdecree statesthatthe parentshave joint custody without specifying that one parent has
responsibility for the health care expenses or health care coverage of the Dependent child, the
provisionsof 1. above will determine the order of benefits; or

o If there isno court decree assigning responsibility for the Dependent child's health care expenses
or health care coverage, the order of benefitsfor the child are asfollows:

- The Plan covering the Custodial parent;
- The Plan covering the spouse of the Custodial parent;
- The Plan covering the non-custodial parent; and then
- The Plan covering the spouse of the non-custodial parent.
3. Fora Dependent child covered under more than one Plan of individualswho are not the parents of the
child, the provisonsof items 1 or 2 above will determine the order of benefitsas if those individuals
were the parents of the child.
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4. Fora Dependent child who hascoverage under either or both parents’ plansand also hashisor her
own coverage as a dependentunder a spouses plan, Rule 5 applies. In the eventthe Dependent
child'scoverage under the spouse’s plan began on the same date asthe Dependent child's coverage
under either or both parents plans, the order of benefitswill be determined by applying the bithday
rule in item 1 above to the Dependent child’s parent(s) and the Dependent's spouse.

Rule 3 - Active Employee or Retired or Laid-off Employee. The Plan that covers You as an active
employee, thatis, an employee whoisneither laid off nor retired, isthe Primary Plan. The Planalso covering
You as a retired or laid-off employee is the Secondary Plan. The same would hold true if You are a
Dependent of an active employee and You are a Dependent of a retired or laid-off employee. If the other
Plan doesnot have thisrule, and asa result, the Plansdo not agree on the order of benefits, thisrule is
ignored. Thisrule doesnot apply if “Rule 1 - Non-Dependent or Dependent” can determine the order of
benefits.

Rule 4 - COBRA. If You are covered under COBRA or under a right of continuation provided by other
f ederal law and are covered under another Plan, the Plan covering You asan employee, Covered Person,
subscriberorretiree orcovering You asa Dependent of an employee, Covered Person, subscriber orretiree
is the Primary Plan and the COBRA or other federal continuation coverage isthe Secondary Plan. If the
other Plan doesnot have thisrule, and asa result, the Plansdo not agree on the order of benefits, thisrule
is ignored. Thisrule doesnot apply if “Rule 1 - Non-Dependent or Dependent” can detemine the order of
benefits. Thisrule doesnotapply when the personiscovered either: (a) asa non- dependent under both
Plans(i.e. the person is covered under a right of continuationasa qualified beneficiary who, on the day
before a qualifying event, wascovered under the group health plan asan employee or asa retired employee
and iscovered under hisor her own Plan asan employee, Covered Person, subscriber or retiree); or (b)
as a Dependentunder both plans(i.e. the person is covered under a right of continuation asa qualified
beneficiary who, on the day before a qualifying event, was covered under the group health plan as a
dependent of an employee, Covered Person or subscriber or retired employee and is covered under the
other plan asa dependent of an employee, Covered Person, subscriber or retiree).

Rule 5- Longer or Shorter Length of Coverage. The Plan that covered You longer isthe Primary Plan
and the Plan that covered You the shorter period of time isthe Secondary Plan.

Rule 6 - If the preceding rulesdo notdetermine the order of benefits, the Allowable expenseswill be shared
equally between the Plans meeting the definition of Plan. In addition, ThisPlan will not pay more than it
would have paid had it been the Primary Plan.

EFFECT ON THE BENEFITS OF THIS PLAN

When a Covered Person is covered under two or more Planswhich together pay more than thisPlan’s
benefits, the Plan will pay thisPlan'sbenefitsaccording to the Order of Benefit Detemrmination Rules This
Plan'sbenefit paymentswill not be affected when it is Primary. However, when thisPlan is Secondary
under the Order of Benefit Detemination Rules, benefits payable by this Plan will be reduced by the
combined benefits of all other Planscovering Youor Your Dependent.

When the benefitsof thisPlan are reduced, each benefitisreduced in proportion. Itisthen charged againg
any applicable benefit limit of thisPlan. If thisPlan issecondary, the combined benefits of thisPlan and
the other Plan will never exceed what would have been provided by thisPlan if primary. No benefitswill
be provided by this Plan when the amount paid by the other Plan isequal to or greater than the amount this
Plan would have paid if Primary.

If You are enrolled in two or more Closed panel plans and if, for any reason, including the provison of

service by a non-panel Provider, benefitsare not payable by one Closed panel plan, COB will not apply
between that Plan and other Closed panel plans.
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RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION
Certain facts about health care coverage and services are needed to apply these COB rulesand to

determine benefits payable under This Plan and other Plans. The Claims Administrator may get the factsit
needs from or give them to other organizationsor persons f or the purpose of applying these rules and
determining benefits payable under This Plan and other Plans covering the person claiming benefits The
Claims Administrator need not tell, or get the consent of, any person to do this. Each person claiming
benefitsunder ThisPlan must give the Claims Administrator any factsthe Claims Administrator need to
apply those rulesand detemine benefits payable.

FACILITY OF PAYMENT

A payment made under another Plan may include an amount that should have been paid under This Plan.
If itdoes, ThisPlan may pay that amount to the organization that made that payment. That amount will then
be treated as though it were a benefit paid under ThisPlan. ThisPlan will not have to pay that amount
again. Theterm "paymentmade" includesproviding benefitsin the form of services, in which case "payment
made" meansthe reasonable cash value of the benefits provided in the form of services.

RIGHT OF RECOVERY _ . _ _ N
If the amount of the payments made by This Plan ismore than should have paid under this COB provison,

the Plan may recover the excessfrom one or more of the persons:

1. thePlanhaspaid or for whom the Plan have paid; or

2. any other person or organizationthat may be responsible for the benefitsor services provided for the
Covered Person.

T he "amount of the paymentsmade" includesthe reasonable cash value of any benefits provided in the
form of services.

When a Covered Person Qualifies for Medicare

Determining Which Plan is Primary
T o the extent permitted by law, this Plan will pay benefits second to Medicare when You

becomeeligible for Medicare, even if You don't electit. There are, however, Medicare-eligible
individualsfor whom the Plan pays B enefitsfirst and Medicare paysbenefits second:

e Covered Personswith active current employment statusage 65 or older and their Spouses age 65 or
older; and
¢ individualswith end-stage renal disease, for a limited period of time.

Determining the Allowable Expense When This Planis Secondary to Medicare
If thisPlan issecondary to Medicare, the Medicare approved amount isthe Allowable Expense, aslong as

the Provider accepts Medicare. If the Provider does not accept Medicare, the Medicare limiting charge (the
most a Provider can charge Y ou if they don't accept Medicare) will be the Allowable Expense. Medicare
payments, combined with Plan benefits, will not exceed 100% of the total Allowable Expense.

If You are eligible for, but not enrolled in, Medicare, and thisP lanissecondary to Medicare, Benefitspayable

under this Plan will be reduced by the amount that would have been paid if You had been enrolled in
Medicare.
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SUBROGATION AND REIMBURSEMENT

T hese provisonsapply when the Plan paysbenefitsasa result of injuriesor ilinesses Y ou sustained and
Y ou have arightto a Recovery or have received a Recovery from any source.

Recovery
A “Recovery” includes, butis not limited to, moniesreceived from any person or party, any person’sor

party’sliability insurance, uninsured/underinsured motorist proceeds, workers compensation insurance or
fund, “nofault” insurance and/or automobile medical payments coverage, whether by lawsuit, settlement
or otherwise. Regardless of how You or Y our representative or any agreements characterize the money
Y ou receive asa Recovery, it shall be subjectto these provisions.

Subrogation

The Plan has the right to recover paymentsit makes on Your behalf from any party responsble for

compensating Youfor Your ilinesses or injuries. The following apply:

e ThePlanhasfirst priority from any Recovery for the fullamount of benefitsit haspaid regardless of
whether Y ou are fully compensated, and regardless of whether the paymentsY ou receive make You
whole for Your losses, illnesses and/or injuries.

e Youand Yourlegal representative must do whateverisnecessary to enablethe Plan to exercise the
Plan'srightsand do nothing to prejudice those rights.

¢ Intheevent that You or Your legal representative failsto do whatever isnecessary to enable the Plan
to exercise its subrogation rights, the Plan shall be entitled to deduct the amount the Plan paid from
any future benefitsunder the Plan.

o ThePlan hasthe right to take whatever legal action it sees fit against any person, party or entity to
recov er the benefits paid under the Plan.

e To the extentthatthe total assets from which a Recovery is available are insufficient to satigy in full
the Plan'ssubrogation claim and any claim held by Y ou, the Plan's subrogation claim shall be firg
satisfied before any part of a Recovery isapplied to Your claim, Your attorney fees, other expensesor
costs.

e ThePlanisnotresponsble forany attorney fees, attorney liens, other expensesor costs Y ou incur.
T he "common fund” doctrine doesnot apply to any fundsrecovered by any attorney You hire regardless
of whether fundsrecovered are used to repay benefitspaid by the Plan.

Reimbursement _ _ _
If You obtain a Recovery and the Plan hasnotbeen repaid for the benefitsthe Plan paid on Your behalf,

the Plan shall have a right to be repaid from the Recovery in the amount of the benefits paid on Y our behalf

and the following provisionswill apply:

e Youmust promptly reimburse the Plan from any Recovery to the extent of benefitsthe Plan paid on
Y ourbehalf regardlessof whetherthe paymentsY ou receive make Y ouwhole for Yourlosses, illnesses
and/or injuries.

¢ Notwithstanding any allocation or designation of Y our Recovery (e.g., pain and suffering) made in a
settlement agreement or court order, the Plan shall have a right of full recovery, in first priority, againg
any Recovery. Further, the Plan’srightswill not be reduced due to Your negligence.

e Youand Yourlegal representative must hold in trust for the Plan the proceeds of the gross Recovery
(i.e., the total amount of Your Recovery before attorney fees, other expensesor costs) to be paid to the
Plan immediately upon Your receipt of the Recovery. You and Your legal representative acknowledge
that the portion of the Recovery to which the Plan’s equitable lien appliesisa Plan asset.

e Any Recovery You obtain must notbe dissipated or disbursed until such time asthe Plan hasbeen
repaid in accordance with these provisions.

e You must reimburse the Plan, infirst priority and without any set-off or reduction for attorneyfees other
expensesor costs. The "commonfund" doctrine does not apply to any fundsrecovered by any attomey
Y ou hire regardless of whether fundsrecovered are used to repay benefitspaid by the Plan.
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e If Youfail torepaythe Plan, the Plan shall be entitled to deduct any of the unsatisfied portion of the
amount of benefitsthe Plan haspaid orthe amount of Your Recovery whicheverisless, from any future
benefit under the Plan if:

1. Theamount the Plan paid on Your behalf isnot repaid or otherwise recovered by the Plan; or
2. Youfail to cooperate.

e Intheeventthat Youfail to disclose the amount of Your settlementtothe Plan, the Plan shall be entitied
to deduct the amount of the Plan’slien from any future benefit under the Plan.

¢ The Plan shall also be entitled to recover any of the unsatisfied portion of the amount the Plan has paid
or the amount of Y our Recovery, whichever isless, directly fromthe Providersto whom the Plan has
made paymentson Your behalf. In such a circumstance, it may then be Y our obligation to pay the
Providertheful billed amount, and the Plan willnothave any obligation to pay the Provider or reimburse
You.

e The Planisentitied to reimbursement from any Recovery, infirst priority, even if the Recovery does not
fully satify the judgment, settlement or underlying claim for damages or fully compensate Y ou or make
Y ou whole.

Your Duties

e You must promptly notify the Plan of how, when and where an accident or incident resulting in personal
injury orillnessto Y ouoccurred, all information regardingthe partiesinvolved andany other information
requested by the Plan.

e You must cooperate with the Plan in the investigation, settlement and protection of the Plan'srights In
the event that You or Your legal represntative failsto do whateveris necessary to enable the Plan to
exerciseits subrogationor reimbursement rights, the Plan shall be entitied to deduct the amourt the
Plan paid from any future benefitsunder the Plan.

Y ou must not do anything to prejudice the Plan'srights.

Y ou must send the Plan copies of all police reports, notices or other papersreceived in connection with
the accident or incident resulting in personal injury or illnessto Y ou.

Y ou must promptly notify the Plan if You retain an attorney or if a lawsuit isfiled on Your behalf.

Y ou must immediately notify the Plan if a trial is commenced, if a settlementoccursor if potentially
dispositive motionsare filed in a case.

The Plan Sponsor has sole discretion to interpret the terms of the Subrogation and Reimbursement
provision of thisPlan in itsentirety and reservesthe right to make changesasit deemsnecessary.

If the covered person isa minor, any amount recovered by the minor, the minor'strustee, guardian, parent,
or other representative, shall be subject to thisprovision. Likewise, if the covered person’srelatives, heirs
and/or assignees make any Recovery because of injuries sustained by the covered person, that Recovery
shall be subject to thisprovision.

The Plan isentitled to recover itsattorney’'sfeesand costsincurred in enforcing this provision.
T he Plan shall be secondary in coverage to any medical payments provision, no-fault automobile insurance
policy or personal injury protection policy regardless of any election made by You to the contrary. The Plan

shall also be secondary to any excessinsurance policy, including, but not limited to, school and/or athletic
policies.
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GENERAL INFORMATION

Entire Agreement

T his Benefit BooKet, the Administrative Services Agreement, the University’s application, any Riders
Endorsementsor attachments, and the individual applications of the Covered Persons, if any, constitute
the entire agreement between the Claims Administrator and the University and asof the Effective Date,
supersede all other agreements between the parties. Any and all statements made to the Claims
Administrator by the University, and any and all ssatements made to the University by the Claims
Administrator, are representationsand not warranties, and no such statementunlessit is contained in a
written application for coverage under the Plan, shallbe used in defense to a claim under the Plan.

Form or Content of Benefit Booklet

No agentoremployee of the ClaimsAdministratorisauthorized to change the form or content of thisBenef it
Booket. Such changescan be made only through an endorsement authorized and signed by an officer of
the University.

Circumstances Beyond the Control of the Plan

The Claims Administrator shall make a good-faith effort to arrange for an alternative method of
administering benefits. In the event of circumstances not within the control of the Claims Administrator or
University, including but notlimited to: a major disaster, epidemic, the complete or partial destruction of
facilities, riot, civil insurrection, labor disputes not within the control of the Claims Administrator, disability of
a significant part of a Network Provider's personnel or similar causes, or the rendering of health care
services provided by the Plan is delayed or rendered impractical the Claims Administrator shall make a
good-aith effort to arrange for an alternative method of administering benefits. In such event, the Claims
Administrator and Network Providers shall administer and render services under the Plan insofar as
practical, and according to their best judgment; but the Claims Administrator and Network P roviders shall
incur no liability or obligation for delay, or failure to administer or arrange for servicesif suchfailure or delay
is caused by such an event.

Protected Health Information Under HIPAA

T hisSection isintended asgood faith compliance with the requirements of HIPAA and isto be construed
in accordance with HIPAA and guidance issued thereunder. T hisSection islimited to benefitsunder the
Plan thatare subject to the Standardsf or Privacy of Individually Identifiable Health Information (45 CFR
160 and 164, asamended) ("Privacy Regulations") and that are uninsured and provide Protected Health
Information to T he University.

The Plan will use Protected Health Information to the extent of and in accordance with the uses and
disclosures permitted by HIPAA, asset f orth in the Privacy Regulations. S pecifically, the Plan will use and
disclose Protected Health Information for purposesrelated to health care "Treatment,""Payment" for health
care, and "Health Care Operations," asthose termsare defined in the Privacy Regulations.

In order for the Plan to disclose Protected Health Information to the University or to provide for or pemit
the disclosure of Protected Health Information to the University by a health insurance issuer or HMO with
respect to the Plan, the Plan must ensure thatthe Plan documentsrestrict uses and disclosures of quch
information by the University consistent with the requirements of HIPAA.
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T he Plan may:

Disclose Summary Health Information to the University, if the University requeststhe Summary
Health Information for the purpose of:

o Obtaining premium bidsfrom health plansf or providing health insurance coverage under the
Plan or
o Modifying, amending, or terminating the Plan.

"Summary Health Information" isasdefined by 45 CFR § 164.504(a), asamended, which generally
is information that may be individually identifiable health information, and:

o That summarizesthe claims history, claims expenses, or type of claims experienced by
individualsf orwhomthe University hasprovided health benefitsunder a group health plan; and

o From whichthe information described at § 164.514(b)(2)(i) of the P rivacy Regulationshasbeen
deleted, except that the geographic information described in 8§ 164.514(b)(2)(i)(B) of the
Privacy Regulationsneed only be aggregated to the level of a five digit zip code.

Disclose to the University information on whether an Individual is participating in the Plan, oris
enrolled in, or hasdisenrolled from a health insurance issuer or HMO offered by the Plan.
Disclose Protected Health Information to the University to carry out Plan administration functions
that the University performs, consistent with these provisions.

With an authorization from the Covered Employee, disclose Protected Health Information to the
University for purposes related to the administration of other employee plansand fringe benefits
sponsored by the University.

Not pemit a health insurance issuer or HMO with respect to the Plan to disclose P rotected Health
Information to the University except aspermitted here.

Not disclose (and may not permit a health insurance issuer or HMO to disclose) Protected Health
Information to the University asotherwise permitted unless a statement isincluded in the Plan's
notice of privacy practicesthatthe Plan (or a health insurance issuer or HM O with respect to the
Plan) may disclose Protected Health Information to the University.

Not disclose Protected Health Information to the University for the purpose of employment -related
actionsor decisonsor in connection with any other benefit or employee plan of The University.

The University may only use and disclose Protected Health Information aspermitted and required by the
Plan, asset forth here. Such pemitted and required uses and disclosures may not be inconsistent with the
provisons of HIPAA. The University may use and disclose Protected Health Information without an
authorization from a Covered Employee for Plan administrative functionsincluding Payment activities and
Health Care Operations, asdefined in the regulations. In addition,the University may also use and disclose
Protected Health Information to accomplish the purpose for which any disclosure isproperly made.

The Plan may disclose Protected Health Information to the University only upon receipt of a certification
from the University that the Plan documents have been amended to incorporate the provisions provided for
here and that the University so agreesto the provisions set f orth therein.

T he University agreesto:
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Not use or further disclose P rotected Health Information other than as permitted or required by the
Plan document or asrequired by law;

Ensure that any agents, including a subcontractor, to whom the University provides P rotected
Health Information received from the Plan agree to the same restrictions and conditions that apply
to the University with respect to such Protected Health Information, and that any such agentsor
subcontractorsagree to implement reasonable and appropriate security measuresto protect any
Electronic Protected Health Information belonging to the Plan that is provided by the University;
Not use or disclose Protected Health Information for em ployment-related actionsand decisions
unlessauthorized by an individual;
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Not use or disclose Protected Health Information in connection with any other benefit or employee
plan of the University unlessauthorized by an individual;

Report to the Plan any Protected Health Information use or disclosure that isinconsistent with the
uses or disclosures provided for here, or any Security Incident, of which it becomesaware;

Make Protected Health Information available to an individual in accordance with HIPAA'saccess
requirements pursuantto 45 CFR § 164.524;

Make Protected Health Information available for amendment and incorporate any amendmentsto
P rotected Health Information in accordance with 45 CFR § 164.526;

Make available the information required to provide an accounting of disclosuresin accordance with
45 CFR §164.528;

Make internal practices, books and recordsrelating to the use and disclosure of Protected Health
Information received from the Plan available to the Secretary of the Department of Health and
Human Servicesfor the purposesof determining the Plan's compliance with HIPAA; and

If feasible, return or destroy all Protected Health Information received from the Plan that the
University still maintainsin any form, and retain no copiesof such Protected Health Information
when no longer needed for the purpose for which disclosure was made (or if return or destruction
is not feasible, limit further uses and disclosures to those purposes that make the return or
destruction infeasible);

Implement administrative, physical, and technical safeguards that reasonably and appropriately
protect the confidentiality, integrity, and availability of the Electronic Protected Health Information
that it createsreceives, maintains, or transmitson behalf of the Plan; and

Ensure that these separations and requirements are supported by reasonable and appropriate
security measures.

In accordance with HIPAA, onlythe employeesor classes of employeesidentified in the University'sHIPAA
Policiesand Proceduresmay be given access to Protected Health Information. These personsmay only
have accessto and use and disclose Protected Health Information for Plan administration functions related
to the Health Care Operationsthat the University performsfor the Plan.

If the personsor classes of personsdescribed above do not comply with this Plan document, the Plan and
the University will provide a mechanism for resolving issues of noncompliance, including disciplinary
sanctions.
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Legal Compliance

Eligibility for Medicaid

Benefitswill be paid in accordance with any assignment of rightsmade by or on behalf of any Covered
Person asrequired by a State plan for medical assistance approved under Title XIX, Section 1912(a)(1)A)
of the Social Security Act. For purposes of enroliment and entitlement to benefits, a Covered P erson's
eligibility for or receipt of medical benefitsunder a State plan for medical assistance approved under Title
XIX of the Social Security Act willnot be taken into account. The State will have a right to any Payment
made under a State plan for medical assistance approved under Title X1X of the Social Security Act when
the Plan hasa legal liability to make such Payment.

Workers’ Compensation

T he benefitsunderthePlan are not designed to duplicate any benefit for which Covered Personsare eligible
under the Workers Compensation Law. All sumspaid or payable by Workers Compensation for services
provided to a Covered Person shall be reimbursed by, or on behalf of, the Covered Person to the Plan to
the extent the Plan has made or makes payment for such services. It is understood that coverage
hereunder is not in lieu of, and shall not affect, any requirements for coverage under Workers
Compensation or equivalent employer liability or indemnification law.

Other Government Programs

Exceptinsofarasapplicable lawwouldrequire the Planto be the primary payer, the benefitsunder the Plan
shall not duplicate any benefitsto which Covered Personsare entitled, or for which they are eligible under
any other governmental program. To the extent the Plan hasduplicated such benefits, all sums payable
under such programsfor servicesto Covered Persons shall be paid by or on behalf of the Covered Person
to the Plan.

Medicare Program

When You are eligible for the Medicare program and Medicare isallowed by federal law to be the primary
payer, the benefitsdescribed in this B enefit Description will be reduced by the amount of benefits allowed
under Medicare for the same covered services. T hisreduction will be made whether or not You actually
receiv e the benefitsf rom Medicare. For the purposesof the calculation of benefits, if the Covered Person
hasnot enrolled in Medicare Part B, the Plan will calculate benefitsasif they had enrolled. If You do not
enroll in Medicare Part B when You are eligible, You may have large out-of-pocket costs. Please refer to
Medicare.gov for more detailson when You should enroll, and when Y ou are allowed to delay enrollment
without penalties.

If You Are Under Age 65 With End Stage Renal Disease (ESRD) . _
If You are under age 65 andeligiblefor Medicare only because of ESRD (permanent kidney failure),

the Plan will provide the benefitsdescribed in this Benefit Description before Medicare benefits T his
includesthe Medicare “three month waiting period” and the additional 30 months after the Medicare
effective date. After 33 months, the benefitsdescribed in this Benefit Description will be reduced by the
amount that Medicare allowsfor the same Covered Setvices.

If You Are Under Age 65 With Other Disability o
If Youare underage 65 and eligible for Medicare only because of a disability other than ESRD, the

Plan will provide the benefitsdescribed in this Benefit Description before Medicare benefits. Thisisthe
case only if You are the actively employed Subscriber or the enrolled S pouse or child of the actively
employed Subscriber.

If You Are Age 65 or Older o _ . _
If Youare age 65 orolderand eligible for Medicare only because of age, the Plan will provide the

benefitsdescribed in this Benefit Description before Medicare. Thiscan be the case only if You are an
actively employed Subscriber or the enrolled Spouse of the actively employed Subscriber.
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Right of Recovery and Adjustment
Whenever payment hasbeen made in error, the Plan will have the right to recover such payment from You

or, if applicable, the Provider or otherwise make appropriate adjustment to claims.

T he Claims Administrator has ov ersight responsibility for compliance with Provider and vendor contracts
The Claims Administrator may enter into a settlement or compromise regarding enforcement of these
contractsand may retain any recoveries made from a Provider or vendor resulting from these auditsif the
return of the overpayment isnotfeasble. Additionally, The Claims Administrator hasestablished recovery
and adjustment policiesto determine which recoveriesand adjustmentsare to be pursued, when to incur
costs and expensesand settle or compromise recovery or adjustment amounts. The Claims Administrator
will not pursue recoveriesfor overpaymentsor adjustmentsfor underpaymentsif the cost of the activity
exceedsthe overpayment or underpayment amount.

Disputed Claims

If You disagree with the determination of Your claim on appeal and you have exhausted Y our remedies
underthe Plan asset forth in the Your Right To Appeal section, you may file a cause of action againg the
Plan. Any such cause of action must be filed within two yearsof the date that Y our claim wasinitially denied
by the Plan.

Relationship of Parties (University-Covered Person-Claims Administrator)
Neither the University nor any Covered Person isthe agent or representative of the Claims Administrator.

T he University isan agent of the Covered Person. The Claims Administrator's notice to the University will
constitute effective notice to the Covered Person. It is the University’s duty to notify the Claims
Administrator of eligibility data in a timely manner. The Claims Administrator isnot responsible for payment
of Covered Servicesof Covered Personsif the University failsto provide the Claims Administrator with
timely notification of Covered Person enrolimentsor terminations.

Anthem Insurance Companies Inc. Note

The University, on behalf of itself and its Covered Persons, hereby expresdy acknowledges its
understanding that the Administrative Services Agreement (which includesthis B enefit Book et) constitutes
a contractsolely betweenthe University and Anthem Insurance Companiesinc. (Anthem), and that Anthem
is an independent corporation licensed to use the Blue Cross and Blue Shield namesand marksin the
State of Indiana. The Blue Crossand Blue Shield marks are registered by the Blue Crossand Blue Shield
Association, an association of independently licensed Blue Cross and Blue Shield plans, with the U.S.
P atentand TrademarkOffice in Washington, D.C.and in other countries. Further, Anthem isnot contracting
as the agent of the Blue Cross and Blue Shield Association or any other Blue Cross and/or Blue Shield
Plan or licensee. This paragraph shall not create any additional obligations whatsoever on the part of
Anthem other than those obligations created under other provisions of the Administrative Services
Agreement or this Benefit Book et.

Notice

Any notice given under the Plan shall be in writing. The noticesshall be sent to: T he University at its
principal place of business; to Y ou atthe Covered Person’saddressas it appearson the recordsorin care
of the University.

Modifications or Changes in Coverage

The Plan Sponsor may change the benefitsdescribed in this Benefit Booklet andthe Covered Person will
be informed of such changesas required by law. ThisBenefit Bookiet shall be subject to amendment,
modification, and termination in accordance with any of its provisions by the University, or by mutual
agreement between the Claims Administrator and the University without the consent or concurnence of any
Covered Person. By electing medical and Hospital benefitsunder the Plan or accepting the Plan benefits
all Covered Personslegally capable of contracting, and the legal representatives of all Covered Persons
incapable of contracting, agree to all terms, conditions, and provisions hereof.
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Fraud
Fraudulent statementson Plan enrollment forms or on electronic submissionswill invalidate any payment
or claimsfor servicesand be groundsf or voiding the Covered Person’s coverage.

Acts Beyond Reasonable Control (Force Majeure)

Should the performance of any act required by this coverage be prevented or delayed by reason of any act
of God, strike, lock-out, labor troubles, restrictive government laws or regulations, or any other cause
beyond a party’s control, the time for the performance of the act will be extended for a period equivalent to
the period of delay, and non-performance of the act during the period of delay will be excused. In auch an
event, however, all parties shall use reasonable effortsto perform their respective obligations.

T he ClaimsAdministratorwill adhere to the Plan Sponsor’sinstructionsand allow the Plan S ponsor to meet
all of the Plan Sponsor'sresponsibilitiesunder applicable state and federal law. It is the Plan Sponsor’s
responsibility to adhere to all applicable state and federal laws and the Claims Administrator does not
assume any responsibility for compliance.

Conformity with Law
Any provision of the Plan which isin conflict with the applicable f ederal lawsand regulationsis hereby

amended to conform with the minimum requirements of such laws.

Clerical Error

Clerical error, whether of the Claims Administrator or the University, in keeping any record pertaining to this
coverage will not invalidate coverage otherwise validly in force or continue benefits otherwise validly
terminated.

Policies and Procedures

T he Claims Administrator, on behalf of the University, may adopt reasonable policies, procedures, rules
and interpretationsto promote the orderly and efficient administration of the Plan with which a Covered
Person shall comply.

Under the terms of the Administrative Service Agreement with the University, the Claims Administrator
hasthe authority, in itsdiscretion, to institute from time to time, utilization management, care management,
disease management or wellness pilot initiatives in certain designated geographic areas. T hese pilot
initiatives are part of the Claims Administrator'songoing effort to f ind innovative waysto make available
high quality and more affordable healthcare. A pilot initiative may affect some, but not all Covered Persons
underthe Plan. T hese programswill not resultin the payment of ben efitswhich are not provided in the
Plan, unless otherwise agreed to by the University. The Claim's Administrator reserves the right to
discontinue a pilotinitiative at any time without advance notice to the University.

Value-Added Programs

T he Claims Administrator may offer health or fithess related programsto Covered Persons, through which
Y ou may accessdiscounted ratesfrom certain vendorsf or productsand servicesavailable to the general
public. Productsand servicesavailable under thisprogram are not Covered Servicesunder the Plan but
are in addition to plan benefits. Assuch, program features are not guaranteed under the Plan and could be
discontinued at any time. The Claims Administrator does not endorse any vendor, product or service
associated with thisprogram. Program vendorsare solely responsible for the productsand services You
receive.

Waiver
No agent or other person, except an authorized officer of the University, has authority to waive any

conditionsor restrictionsof the Plan, to extend the time for making a payment to the Plan, or to bind the
Plan by making any promise or representation or by giving or receiving any information.
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Reservation of Discretionary Authority

T he Claims Administrator shall have all the powersnecessary or appropriate to enable it to carry outits
dutiesin connection with the operation of the Plan and interpretation of the Benefit Booklet. Thisincludes
without limitation, the power to construe the Administrative Services Agreement, to determine all questions
arising under the Plan, to resolve Covered P erson Appealsand to make, establish and amend the rules
regulationsand procedureswith regard to the interpretation of the Benefit BookK et of the Plan. A specific
limitation or exclusion will override more general benefit language. Anthem has complete discretion to
interpret the Benefit Bookiet. The Claims Administrator'sdetermination shall be final and conclusve and
may include, without limitation, determination of whether the services, treatment, or suppliesare Medically
Necessary, Experimental/Investigative, whether surgery is cosmetic, and whether chargesare consistent
with the Plan's Maximum Allowed Amount. A Covered Person may utilize all applicable Appeals
procedures.

Payment Innovation Programs

The Claims Administrator pays Network Providers through various types of contractual
arrangements. Some of these arrangements— P ayment Innovation Programs (P rogram(s)) — may include
financial incentivesto help improve quality of care and promote the delivery of health care servicesin a
cost-efficient manner.

These Programs may vary in methodology and subject area of focusand may be modified by the Claims
Administrator fromtime to time, but they will be generally designed to tie a certain p ortion of a Network
Provider'stotal compensation to pre-defined quality, cost, efficiency or service standardsor metrics In
some instances, Network P roviders may be required to make payment to the Claims Administrator under
the Program asa consequence of failing to meet these pre-defined standards.

T he Programsare not intended to affect Youraccessto healthcare. TheProgrampaymentsare not made
aspayment for specific Covered Servicesprovidedto You, but instead, are based onthe NetworkP rovider's
achievement of these pre-defined standards. You are not responsible for any Copayment or Coinsurance
amountsrelated to payments made by or to the Claims Administrator under the P rogram(s), and You do
not share in any payments made by Network Providersto the Claims Administrator under the Program(s).

Care Coordination

T he Plan pays Network Providers in various ways to provide Covered Servicesto You. For example,
sometimesthe P lan may pay NetworkP rovidersa separate amount foreach Covered Service they provide.
The Plan may also pay them one amount for all Covered Services related to treatment of a medical
condition. Othertimes, the Plan may pay a periodic, fixed pre-determined amount to cover the cods of
Covered Services. In addition, the Plan may pay Network Providersfinancial incentives or other amounts
to helpimprove quality of care and/or promote the delivery of health care servicesin a cost-efficientmanner,
orcompensate NetworkP rovidersfor coordination of Membercare. In some instances, NetworkP roviders
may be required to make payment to the Plan because they did not meet certain standards. You do not
share in any payments made by Network P rovidersto the Plan under these programs.

Program Incentives

T he Plan may offer incentives from time to time, at its discretion, in order to introduce You to covered
programsand servicesavailable underthisPlan. The purpose of these incentivesinclude, butisnot limited
to, making You aware of cost effective benefit optionsor services, helping Y ou achieve Your best health,
and encouraging You to update member-related information. These incentivesmay be offered in various
formssuch asretailer coupons, gift cards, health related merchandise, and discountson feesor Member
cost shares. Acceptance of these incentivesisvoluntary aslong asthe Plan offersthe incentives program.
T he Plan may discontinue an incentive for a particular covered program or service at any time. If You have
any questions about whether receipt of an incentive or retailer coupon resultsin taxable income to You, it
is recommended that You consult Your tax advisor.
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Confidentiality and Release of Information
Applicable state and Federal law requiresusto undertake efforts to safeguard Your medical information.

Forinfomational purposesonly, please be advised that a statement describing our policiesand procedures
regarding the protection, use and disclosure of Your medical information isavailable on our website and
can befurnished to You upon request by contacting our Member Services department.

Obligationsthat arise under state and Federal law and policiesand proceduresrelating to privacy that are
ref erenced but notincluded in this Benefit Bookiet are not part of the contract between the partiesand do
not give rise to contractual obligations.
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WHEN COVERAGE TERMINATES

Termination of Coverage (Individual)

Coverage under the Plan for You and Your enrolled family members may be continued aslong as You are
employed by the University and meet eligibility requirements. Coverage will terminate in the following
situations:

e The date of the Covered Person'sdeath

¢ The end of the month that You no longer meet eligibility requirements

e The date that the Plan isterminated

e Thedate You fail to timely make any required contribution toward the cost of Your coverage
¢ The date Dependent coverage or Eligible Retiree coverage isdiscontinued.

Should Youorany family membersbe receiving covered care in the Hospital at the time Your coverage
terminatesfor reasons other than the University’stermination of the Plan or Your failure to pay the required
contribution toward the cost of coverage, benefits for Hospital Inpatient care will be provided until the date
Y ou are discharged from the Hospital.

Furnishing fraudulent or misleading material information relating to claimsor application for coverage, or
failure to timely notify the University that you are no longer eligible under the Plan will be deemed to be an
act that congtitutesfraud an intentional misrepresentation of material fact prohibited by the Plan that may
resultin a retroactive termination of coverage. Youwill beresponsible forpaymentforany servicesincured
by you after you cease to meet eligibility requirements.

Continuation of Coverage (COBRA)

If a Spouse's or Dependent'scoverage endsunderthe Plan, You may be entitled to elect continuation
coverage in accordance with federal law. Y ou should contactthe University if Y ou have any questions
about Your COBRA rights.

Qualifying Events for Continuation Coverage under Federal Law (COBRA)

COBRA continuation coverage isavailable when Your coverage would otherwise end because of certain
“qualifying events.” Aftera qualifying event, COBRA continuation coverage must be offeredto each peroon
who isa “qualified beneficiary.” A Spouse and Dependent Children could become qualified beneficiaries if
covered on the day before the qualifying event and coverage would be lost because of the qualifying event.
Qualified beneficiarieswho elect COBRA must pay for this COBRA continuation coverage.

Each member of Your family who is enrolled in the Plan can elect continuation independently. Each
gualified beneficiary hasthe rightto make independent benefit elections at the time of annual enroliment.
Parentsor legal guardians may elect COBRA continuation coverage on behalf of their Dependent Children.

Qualifying Event Length of Availability of Coverage

For Spouses/ Dependent Children:

Divorce or Legal Separation from Eligible Retiree 36 months

Death of Eligible Retiree 36 months
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Qualifying Event Length of Availability of Coverage

For Dependent Children: 36 months
Loss of Dependent Child Status

If You are an Eligible Retiree under this Plan, filing a proceeding in bankruptcy under Title 11 of the United
StatesCode can be a qualifying event. If a proceeding in bankruptcy isfiled with respect to the University,
and that bankruptcy resultsin the lossof coverage, You will become a qualified beneficiary with respect to
the bankruptcy. Your Spouse and Dependent Children will also become qualified beneficiariesif bankuptcy
resultsin the lossof their coverage under thisPlan. If COBRA coverage becomesavailable to an Bigible
Retiree and hisor her covered family membersasa result of a bankruptcy filing, the Eligible Retiree may
continue coverage forlife. Uponthe death of an Eligible Retiree, hisorher S pouse and Dependent Children
may continue coverage for a maximum period of up to 36 monthsfollowing the date of death.

Notification Requirements

In the event of Your Medicare entitlement, the University must notify the Plan Administrator within 30 days
Y ou must notify the Plan Administrator within 60 days of the date of (or, if later, within 60 days of the date
you would lose coverage under the Plan due to) Your divorce, legal separation, the failure of Your enrolled
Dependentsto meet the Plan's definition of Dependent, or receiving notice of disability entitlement or
cessation of disability. Thisnotice must be provided in writing to the Plan Administrator. T hereafter, the
Plan Administrator will notify qualified beneficiaries of their rightsto elect continuation coverage within 14
days.

T o continue enrollment, You or an eligible family member must make an election within 60 days of the date
Y our coverage would otherwise end, or the date the Plan Administrator notifies Y ou or Your family member
of thisright, whichever islater. You must pay the total premium appropriate for the type of benefit coverage
Y ou choose to continue. If the premium rate changesfor Eligible Employees, Y our monthly premium will
also change. The premium You must pay cannot be more than 102% of the premium charged for Higible
Employeeswith similar coverage, and it must be paid to the Plan Administrator within 30 days of the date
due, exceptthat the initial premium payment must be made before 45 days after the initial electionfor
continuation coverage, or Your continuation rightswill be forfeited.

When COBRA Coverage Ends
T hese benefits are available without proof of insurability and coverage will end on the earliest of the
following:

a covered individual reachesthe end of the maximum coverage period;

a covered individual failsto pay a required premium on time;

a covered individual becomes covered under any other group health plan after electing COBRA;
a covered individual becomes entitled to Medicare after electing COBRA,; or

the University teminatesall of itsgroup welfare benefit plans.

Y our coverage will end for cause on the same basis that the Plan can terminate coverage of a similarly
situated non-COBRA beneficiary for cause.
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DEFINITIONS

Accidental Injury

Bodily Injury sustained by a Covered Person asthe result of an unforeseen eventand which isthe direct
cause (independent of disease, bodily infirmity or any other cause) for care which the Covered P erson
receives. Such care must occur while thisPlanisin force. It doesnotinclude injuriesfor which benefits
are provided under any Workers Compensation, employer’sliability or similar law.

Administrative Services Agreement

T he agreementbetween the ClaimsAdministrator and the University regarding the administration of certain
elementsof the health care benefits of the Plan. This B enefit Book et in conjunction with the Administrative
ServicesAgreement, the application, if any, any amendment or rider, Y our Identification Card and Y our
application for enroliment constitutesthe entire Plan. If there is any conflict between either this B enefit
Boolet or the Administrative Services Agreement and any amendment or rider, the amendment or rider
shall control. If there is any conflict between this Benefit Booket and the Administrative Services
Agreement, the Administrative Services Agreement shall control.

Ambulance Services
A state-licensed emergency v ehicle which carriesinjured or sick personsto a Hospital. Serviceswhich

offer non-emergency, convalescent or invalid care do not meet this definition.

Authorized Service(s)

A Covered Service rendered by any Provider other than a Network P rovider, which hasbeen authorized in
advance (except for Emergency Care which may be authorized after the service isrendered) by the Claims
Administrator to be paid at the Networklevel. The Covered Person may be responsible for the difference
between the Out-of-Network Provider's charge and the Maximum Allowed Amount, in addition to any
applicable Network Coinsurance, Copayment or Deductible. For more information, see the “Claims
Payment” section.

Behavioral Health Care
Includes servicesfor Mental Health Disorders, and Substance Abuse/Chemical Dependency.

Mental Health Disorders

Includes (whether organic or non-organic, whether of biological, non-biological, genetic, chemical or
non-chemicalorigin, and irrespective of cause, basisorinducement) mental disorders, mentalillnesses,
psychiatric illnesses, mental conditions, and psychiatric conditions. Thisincludes, butisnot limited to,
psychoses, neurotic disorders, schizophrenic disorders, affective disorders, personality disorders and
psychological or behavioral abnormalities associated with transient or permanent dysfunction of the
brain orrelated neurohormonalsystems. Thisisintendedtoinclude disorders, conditions, andillnesses
listed in the Diagnostic and Statistical Manual of Mental Disorders.

Substance Abuse or Chemical Dependency

Any use of alcoholand/or drugswhich producesa pattern of pathological use causing impairment in
social or occupational functioning or which produces physiological dependency evidenced by physcal
tolerance or withdrawal. Substance abuse servicesinclude:

e Substance Abuse Rehabilitation Services, proceduresand interventionsto eliminate dependence
on or abuse of legal and/or illegal chemical substances, according to individual treatment plans;

e Substance Abuse Services within a General Hospital Facility (a general Hospital facility that
provides services, on an Inpatient, 24-hour basis, for medical Detoxification and treatment of
conditionsassociated with the addiction to or misuse of alcohol or other drugs.
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Benefit Period
T he 12 month period from January 1 to December 31 during which the Plan will pay benefitsf or Covered

Services. It doesnot begin before a Covered Person’s Effective Date and it ends when the Covered
Person'scoverage ends.

Centers of Excellence (COE) Network

A network of health care facilities selected for specific services based on criteria such as experience,
outcomes, efficiency, and effectiveness. Forexample,anorgan transplant managed care programwherein
Covered Personsaccess select typesof benefitsthrough a specific network of medical centers.

A network of health care professionals contracted with the Claims Administrator or one or more of its
affiliates, to provide transplant or other designated specialty services.

Child or Children

A child meansthe Eligible Retiree'snatural child, stepchild, legally adopted child, child who hasbeen placed
with the Eligible Retiree for adoption, or child placed with the Eligible Retiree by an authorized placement
agency or by judgment, decree, or other order of a court of competent jurisdiction.

Claims Administrator
T he company the University chose to administer its health benefits.  Anthem Insurance Companies, Inc.

was chosen to administer this Plan. The Claims Administrator provides administrative claims payment
servicesonly and doesnotassume any financial risk or obligation with respect to claims.

Coinsurance

Y our share of the cost f or Covered Services, which is a percent of the Maximum Allowed Amount. You
normally pay Coinsurance after You meet Your Deductible. For example, if Your Plan lists 20%
Coinsurance on office visits, and the Maximum Allowed Amount is$100, Your Coinsurance would be $20
after You meet the Deductible. The Plan would then cover the rest of the Maximum Allowed Amount. See
the Schedule of Benefits for details. Your Coinsurance will not be reduced by any refunds, rebates or
any other form of negotiated post-payment adjustments.

Combined Limit
T he maximum total of Network and Out-of-Network benefits available for designated health servicesin the

Schedule of Benefits.

Complications of Pregnancy

Complications of Pregnancy result from conditionsrequiring Hospital confinement when the pregnancy is
not terminated. The diagnosesof the complications are distinct from pregnancy but adversely affected or
caused by pregnancy.

Such conditions include acute nephritis, nephrosis, cardiac decompensation, missed or threatened
abortion, preeclampsia, intrauterine fetal growth retardation and similar medical and surgical conditions of
comparable severity. An ectopic pregnancy which is terminated is also considered a Complication of
Pregnancy.

Complicationsof Pregnancy shall notinclude false labor, caesarean section, occasional spotting, Physician
prescribed rest during the period of pregnancy, morning sickness, hyperemesis gravidarum and similar
conditionsassociated with the management of a difficult pregnancy which are not diagnosed distinctly as
Complications of Pregnancy.

Congenital Anomaly
A condition or conditions that are present at birth regardless of causation. Such conditions may be

hereditary or due to some influence during gestation.
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Coordination of Benefits

A provision thatis intended to avoid claims payment delays and duplication of b enefitswhen a person is
covered by two or more plans providing benefits or servicesfor medical, dental or other care or treatment.
It avoidsclaims payment delays by establishing an order in which plans pay their claimsand providing an
authority for the orderly transfer of information needed to pay claims promptly. It may avoid duplication of
benefitsby pemitting a reduction of the benefits of a plan when, by the rules established by thisprovison,
it doesnot have to pay itsbenefitsfirst.

Copayment

A specificdollaramount of Maximum Allowable Amountsf or Covered Services. Yourflat dollar Copayment
willbethe lesser of theamountshown onthe Schedule of Benefits orthe amountcharged by the Provider.
T he Copayment does not apply toward any D eductible but appliesto the Out-of-Pocket Maximum. Y our
Copayment will be the lesser of the amount shown in the Schedule of Benefits or the Maximum Allowed

Amount.

Cosmetic Surgery

Any non-Medically Necessary surgery or procedure, the primary purpose of which isto improve or change
the appearance of any portion of the body, but which doesnot restore bodily function, correct a disease
dstate, physical appearance or difigurement caused by an accident, birth defect, or correct or naturally
improve a physiological function. Cosmetic Surgery includesbut is not limited to rhinoplasty, lipectomy,
surgery for sagging or extra skin, any augmentation or reduction procedures (e.g., mammoplagy,
liposuction, keloids, rhinoplasty and associated surgery) or treatment relating to the consequencesor asa
result of Cosmetic Surgery.

Covered Person
An Eligible Retiree, Surviving Spouse or Dependent who has satisfied the Plan's eligibility conditions
applied for coverage, and enrolled in the Plan.

Covered Services
Services, supplies or treatment as described in this Plan which are performed, prescribed, directed or
authorized by a Provider. Tobe a Covered Service the service, supply or treatment must be:

Medically Necessary or otherwise specifically included asa benefit under the Plan;

Within the scope of the license of the Provider performing the service;

Rendered while coverage under the Plan isin force;

Not Experimental/Investigative or otherwise excluded or limited by thisP lan or by any amendment;
and

e Authorized in advance by the Claims Administrator, if such Prior Authorization isrequired.

A charge fora Covered Sewvice isincurred on the date the service, supply or treatment was provided to
You.

Covered Transplant Procedure
Any Medically Necessary human organ and stem cell/bone marrow transplants and transfusions as

determined by the ClaimsAdministrator including necessary acquisition procedures, collection and storage,
and including Medically Necessary preparatory myeloablative therapy.
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Custodial Care

Any type of care, including room and board, that (a) doesnot require the skillsof professional or technical
personnel; (b) is not furnished by or under the supervision of such personnel or doesnot otherwise meet
the requirements of post-Hospital Skilled Nursing Facility care; (c) isa level such that the Covered Peron
hasreached the maximum level of physical or mental function and isnot likely to make f urther significant
improvement. Custodial Care includes, but isnotlimited to, any type of care the primary purpose of which
is to attend to the Covered Person’sactivities of daily living which do not entail or require the continuing
attention of trained medical or paramedical personnel. Examplesof Custodial Care include, but are not
limited to, assistance in walking, getting in and out of bed, bathing, dressing, feeding, using the toilet,
changesof dressings of non-infected, post-operative or chronic conditions, preparation of special diets
supervision of medication that can be self -administered by the Covered Person, general maintenance care
of colostomy or ileostomy, routine servicesto maintain other serviceswhich, in the sole detemination of
the Plan, canbe safely and adequately self -administered or performed by the average non-medical peron
without the direct supervision of trained medical and paramedical personnel, regardless of who actually
provides the service, residential care and adult day care, protective and supportive care including
educational services, rest care and convalescent care.

Deductible

The dollar amount of Covered Services which you must pay before the Plan will pay for those
Covered Services each Benefit Period. In-Network Deductibles and Out-of-Network Deductibles do
accumulate toward each other.

Denial

A denial, reduction, termination or f ailure to provide or make Payment (in whole orin part) for a beneft,
including determinations based on eligibility and utilization review, or a failure to cover a benefit because it
is determined to be Experimental/Investigative or not Medically Necessary. It also meansa Rescisson of
coverage whether or not, in connection with the Rescission, there is an adverse effect on any particular
benefit at that time.

Dependent

e a Spouse.

e a Child until the end of the month in which the Child attainsage 26.

e a grandchild of the Eligible Retiree if the grandchild isthe tax dependent of the Eligible Retiree.

e a Child afterthe end of the month in which the Child attainsage 26, if the child isa Dependent
under the Plan prior to attaining age 26, a tax dependent of the Eligible Retiree, and permanently
and totally disabled. A Child ispermanently andtotally disabled if the child isunable to engage in
any substantial gainful activity due to a medically-detemminable physical or mental im pairment
which can be expected to result in death, or which haslasted (or can be expected to lag) for a
continuous period of 12 or more months. Proof of permanent and total disability must be provided
to the Claims Administrator within 31 days of attainment of age 26 and proof of continued
permanent and total disability may be required by the Claims Administrator on an annual basis
thereafter.

Detoxification

T he processwhereby an alcohol or drug intoxicated or alcohol or drug dependent person isassisted, in a
facility licensed by the appropriate regulatory authority, through the period of time necessary to eliminate,
by metabolic or other means, the intoxicating alcohol or drug, alcohol or drug dependent factors or alcohol
in combination with drugsas determined by a licensed Physician, while keeping the physiological risk to
the patientto a minimum.
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Developmental Delay

T he datistical variation, asdefined by standardized, validated developmental screening tests, such asthe
Denver Developmental Screening Test, in reaching age appropriate verbal/growth/motor skill
developmental milestoneswhen there isno apparent medical or psychological problem. It alone does not
constitute anillnessor an Injury.

Diagnostic

A test or procedure performed on a Covered Person who is displaying specific symptoms to detect or
monitor a disease or condition. A Diagnostic Service also includesa Medically Necessary Preventive Care
screening test that may be required for a Covered Person who isnot displaying any symptoms.

Durable Medical Equipment

Equipment which is (a) made to withstand prolonged use; (b) made for and mainly used in the treatment of
a disease of Injury; (c) suited for use while not confined asan Inpatient at a Hospital; (d) not normally of
use to personswho do not have a disease or Injury; (e) not for exercise or training.

Effective Date

T he date for which the Plan approvesan individual application for coverage. For individualswho join this
Plan after thefirst enroliment period, the Effective Date isthe date the Claims Administrator approves each
future Covered Person according to itsnomal procedures.

Elective Surgical Procedure
A surgical procedure that is not considered to be an emergency, and may be delayed by the Covered
Person to alater pointin time.

Electronic Protected Health Information or EPHI

"Electronic Protected Health Information” as defined at 45 CFR § 160.103, which, generally, means
Protected Health Information that istransmitted by, or maintained in, electronic media. Forthese purposes
"electronic media"means: (i) electronic storage mediaincluding memory devicesin computers(hard drive
and any removable/transportable digital memory medium, such asmagnetic tape or disk, optical disk, or
digital memory card; or (ii) transmisson media used to exchange information already in electronic storage
media (e.g., the internet, extranet, leased lines, dial-up lines, private networks, and the physical movement
of removable/transportable electronic storage media).

Eligible Employee
An Eligible Employee includes:

e Tenure, tenure trackand contract faculty membersassigned to teach six or more credit hours each
semester;

e Contractand continuing contract professional personnel assigned to work20 or more hoursa week
e Staff personnel and service personnel assigned to work 30 hoursor more a week; and

e Any other common law employee of the University who isdetemined to be a Full-Time Employee,
defined and determined in accordance with Appendix A.

An Eligible Employee shall continue to be an Eligible Employee if he or she (i) is eligible for and receives
long-term disability benefits under the University'slong term disability program or (ii) ison an approved sick
or parental leave with the University pursuant to itsleave policy, but for no longer than the following periods
(1) two years, if he or she hasat least one butless than five years of service with the University; (2) three
years, if he or she hasat least five butlessthan ten years of service with the University or (3) through the
end of the fiscal year in which he or she attainsage 66, if he or she hasten or more years of service with
the University.

98



COVERED PERSON INTERNAL CLAIMS AND APPEALS AND EXT ERNAL REVIEW PROCESS 99

An Eligible Employee doesnot include:

e Any individual who isa nonresident alien who receives no earned income (within the meaning of
Code Section 911(d)(2)) from the University which constitutesincome from sourceswithin the U.S.
under Code Section861(a)(3);

Volunteerswith the University;
Any leased or contract employees, asdefined under Code Section 414(n); or

e Any persondesighated in good faith by the University asan independent contract, regardless of
whether such person islater determined to be a common law employee for tax purposes.

Eligible Retiree
An Eligible Em ployee who retiresf rom the University, who isa faculty, professional, staff or service Covered
Person, and whose last date of hire:
e precedesJuly 1, 2009 must be at least age 50 and have at least 15 yearsof continuous years of
service

e ison orafter July 1, 2009, and prior to January 1, 2020, must be at least 62 years of age and have
at least 15 yearsof continuousyearsof service.

o If hired after January 1, 2020, a regular faculty, professional, staff, or service Covered Person is
not eligible for retiree insurance.

An Eligible Employee who retiresfrom the University, who isan eligible contract faculty Covered Person,
and whose |last date of hire:
e precedesJuly 1, 2009 must be at least age 50 and have atleast 15 yearsof cumulative fulltime
yearsof service

e isonorafterJulyl, 2009, mustbeatleast 62yearsof ageandhave atleast 15 yearsof cumulative
full-time years of service.

Emergency Medical Services Provider Organization
A provider of Emergency medical services that is certified by the Indiana emergency medical services
commission asan advanced life support provider organization under Indianalaw.

Emergency Medical Condition
(“Emergency Services,” “Emergency Care Services,” or “Medical Emergency’) Emergency Medical
Condition means a medical or behavioral health condition manifesting itself by acute symptoms of sufficient
severity (including severe pain) such that a prudent layperson, who possesses an average knowledge of
health and medicine, could reasonably expectthe absence of immediate medical attention to resultin one
of the following conditions:

e Placing the health of the individual or the health of another person (or, with respect to a pregnant

woman, the health of the woman or her unborn child) in seriousjeopardy;
e Seriousimpaiment to bodily functions; or
e Seriousdysfunction of any bodily organ or part.

Experimental/lnvestigative

Any Drug, biologic, device, Diagnostic, product, equipment, procedure, treatment, service, or supply usd
in or directly related to the diagnosis, evaluation, or treatment of a disease, injury, iliness, or other health
condition which the Claims Administrator determinesto be unproven.

T he ClaimsAdministrator willdeem any Drug, biologic, device, Diagnostic, product, equipment, procedure,
treatment, service, or supply to be Experimental/Investigative if the Claims Administrator, detemines that
one or more of thefollowing criteria apply when the service isrendered with respect to the use for which
benefits are sought. The Drug, biologic, device, Diagnostic, product, equipment, procedure, treatment,
service, or supply:

99



COVERED PERSON INTERNAL CLAIMS AND APPEALS AND EXT ERNAL REVIEWPROCESS 100

Cannot be legally marketed in the United States without the final approval of the Food and Drug
Administration (FDA), or other licensing or regulatory agency, and such final approval hasnot been
granted;

Hasbeen determined by the FDA to be contraindicated for the specific use; or

Is subject to review and approval of an Institutional Review Board (IRB) or other body serving a dmilar
function; or

Is provided pursuant to informed consent documents that describe the Drug, biologic, device,
Diagnostic, product, equipment, procedure, treatment, service, or supply asExperimental/Investigative,
or otherwise indicate that the saf ety, toxicity, or efficacy of the Drug, biologic, device, Diagnodic,
product, equipment, procedure, treatment, service, or supply isunder evaluation.

Any service not deemed Experimental/Investigative based on the criteria above may still be deemed

Exp
Exp

erimental/Investigative by the Claims Administrator. In determining whether a Service is
erimental/Investigative, the Claims Administrator will consider the information described below and

assess whether:

T he scientific evidence isconclusory concerning the effect of the service on health outcomes,

T he evidence demonstratesthe service improves net health outcomes of the total population for whom
the service might be proposed by producing beneficial effects that outweigh any hamful effects;

T he evidence demonstratesthe service hasbeen shown to be asbeneficial for the total population for
whom the service might be proposed asany established alternatives; and

T he evidence demonstratesthe service has been shown to improve the net health outcomes of the
total population for whom the service might be proposed under the usual conditions of medical practice
outside clinical investigatory settings.

T he information considered or evaluated by the Claims Administrator to determine wh ether a Drug,

biol
Exp

ogic, device, Diagnostic, product, equipment, procedure, treatment, service, or supply is
erimental/Investigative under the above criteria may include one or more itemsfrom the following lig

which isnotallinclusive:

100

P ublished authoritative, peer-reviewed medical or scientific literature, or the absence thereadf; or

Evaluations of national medical associations, consensus panels, and other technology evaluation
bodies; or

Documentsissued by and/or filed with the FDA or other federal, state or local agency with the authority
to approve, regulate, or investigate the use of the Drug, biologic, device, Diagnostic, product,
equipment, procedure, treatment, service, or supply; or

Documentsof an IRB or other similar body performing substantially the same function; or

Consent document(s) and/or the written protocol(s) used by the treating Physicians, other medical
professionals, or facilities or by other treating P hysicians, other medical professionals or facilities
studying substantially the same Drug, biologic, device, Diagnostic, product, equipment, procedure,
treatment, service, or supply; or

Medical records; or

T he opinions of consulting Providersand other expertsin the field.
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The Claims Administrator hasthe sole authority and discretion to identify and weigh all information and
determine all questions pertaining to whether a Drug, biologic, device, Diagnostic, product, equipment,
procedure, treatment, service, or supply is Experimental/Investigative.

External Review
A review of a Denial (including a Final Denial) of benefits conducted pursuant to the External Review
process.

Final Denial

A Denial of benefitsthat hasbeen upheld by the Claims Administrator at the completion of the intemal
appeals process, or a Denial of benefits with respect to which the internal appeals process has been
deemed exhausted.

Final External Review Decision
A determination by an Independent Review Organization at the conclusion of External Review.

Freestanding Ambulatory Facility

A facility, with a staff of Physicians, at which surgical proceduresare performed on an outpatient basis (ho
patientsstay overnight). The facility offerscontinuous service by both P hysiciansand registered nurses
(R.N.s). Itmust belicensed and accredited by the appropriate agency. A Physician’soffice doesnotqualify
as a Freestanding Ambulatory Facility.

Health Care Operations
Health Care Operationsinclude, but are not limited to, the following activitiestaken by or on behalf of the
Plan:

¢ Quality assessment;

e Population-based activities relating to improving health or reducing health care costs, protocol
development, case management and care coordination, dissase management, contacting health
care Providersand patients with information about treatment alternatives and related functions;

e Rating Provider and Plan performance, including accreditation, certification, licensing or
credentialing activities;

e Underwriting, premium rating and other activitiesrelating to the creation, renewal or replacement
of a contract of health insurance or health benefits, and ceding, securing or placing a contract for
reinsurance of risk relating to health care claims (including stop-lossinsurance and excess of loss
insurance);

e Conducting or arranging for medical review, legal servicesand auditing functions, including fraud
and abuse detection and compliance programs,

e Business planning and development, such asconducting cost-management and planning-related
analyses related to managing and operating the Plan, including Formulary development and
administration, development or improvement of Payment methods or coverage policies;

e Business management and general administrative activities of the Plan, including, but not limited
to:

e Management activities relating to the implementation of and compliance with HIPAA's
administrative sim plification requirements;

o Member Sewvices, including the provision of data analysesf or policyholders, plan sponsorsor
other customers;

¢ Resolution of internal Complaints;

o Duediligence in connection with the sale or transfer of assetsto a potential successor in
interedt, if the potential successor in interest isa "covered entity" under HIPAA or, following
completion of the sale or transfer, willbecome a covered entity; and

e Any otheractivity considered to be a"health care operation” activity pursuantto 45 CFR § 164.501.
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Health Care Professional
A Physician or other health care professional licensed, accredited, or certified to perform health services
consistent with State law.

HIPAA
T he Health Insurance Portability and Accountability Act of 1996, asamended

Home Health Care

Care, by alicensed program or provider, for the treatment of a patient in the patient’shome, consisting of
required intermittent skilled care, which may include observ ation, evaluation, teaching and nursing services
consistent with the diagnosis, established and approved in writing by the patient’s attending Physician.

Home Health Care Agency

A Provider who renders care through a program for the treatment of a patient in the patient’s home,
consisting of required intermittent skilled care, which may include observation, evaluation, teaching and
nursing services consistent with the diagnosis, established and approved in writing by the patient’s
attending Physician. It must be licensed and accredited by the appropriate agency.

Hospice
A Provider which provides care for terminally ill patients and their families, either directly or on a conaulting
basis with the patient’s P hysician. It must be licensed and accredited by the appropriate agency.

Hospice Care Program

A coordinated, interdisciplinary program designed to meet the special physical, psychological, spirtual and
social needs of the terminally ill Member and hisor her covered family members, by providing palliative and
supportive medical, nursing and other servicesthrough at-home or Inpatient care. The Hospice mug be
licensed and accredited by the appropriate agency and must be funded asa Hospice asdefined by those
laws. It must provide a program of treatmentfor atleast two unrelated individualswho have been medically
diagnosed ashaving no reasonable prospect of cure for their ilinesses.

Hospital

An inpstitution licensed and accredited by the appropriate agency, which is primarily engaged in providing

diagnostic and therapeutic facilitieson an Inpatient basisf or the surgical and medical diagnosis, treatment

and care of injured and sick persons by or under the supervision of a staff of Physiciansduly licensed to

practice medicine, and which continuously provides 24-hour-a-day nursing services by registered graduate

nurses physically presentand on duty. “Hospital” does not mean other than incidentally:

e an extended care facility; nursing home; place for rest; facility for care of the aged;

e acustodial or domiciliary institution which hasas its primary purpose the f urnishing of food, shelter,
training or non-medical personal services; or

e an intitution for exceptional or disabled children.

Identification Card
The latest card given to Y ou showing Y our identification and group numbers, the type of coverage You
have and the date coverage became effective.

Independent Review Organization (IRO)
An entity that conductsindependent External Reviews of Denialsand Final Denials.

Ineligible Charges
Chargesfor health care servicesthat are not Covered Servicesbecause the services are not Medically
Necessary or Precertification wasnot obtained. Such chargesare not eligible for payment.
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Ineligible Provider
A providerwhich doesnotmeet the minimumrequirementsto b ecome a contracted Provider with the Claims

Administrator. Servicesrendered to a Covered Person by such a provider are not eligible for payment.

Infertile or Infertility
T he condition of a presumably healthy Covered P erson who isunable to conceive or produce conception
after a period of one year of frequent, unprotected heterosexual vaginal intercourse. Thisdoes notinclude
conditionsfor men when the cause is a vasectomy or orchiectomy or for women when the cause is tubal
ligation or hysterectomy.

Injury
B odily harm from a non-occupational accident.

Inpatient
A Covered Person who istreated asa registered bed patient in a Hospital and for whom a room and board
charge ismade.

Intensive Care Unit

A special unit of a Hospital that: (1) treats patientswith seriousillnesses or Injuries; (2) can provide special
life-saving methods and equipment; (3) admits patients without regard to prognosis; and (4) provides
constant observation of patientsby a specially trained nursing staff.

Maternity Care

Obstetrical care received both before and after the delivery of a child or children. It also includes care for
miscarriage or abortion. It includes regular nursery care for a newborn infant aslong asthe mothers
Hospital stay isa covered benefit and the newborn infantisan eligible Dependent under the Plan.

Maximum Allowed Amount
T he maximum amount that the Plan will allow for Covered ServicesY ou receive. For more information,

see the “Claims P ayment” section.

Medical Facility
A facility, including but not limited to, a Hospital, Freestanding Ambulatory Facility, Chemical Dependency

T reatment Facility, Skilled Nursing Facility, Home Health Care Agency or mental health facility, as defined
in this Benefit Booklet. The facility must be licensed, accredited, registered or approved T he Joint
Commission or the Commission on Accreditation of Rehabilitation Facilities (CARF), as applicable, or meet
specific rules set by the Claims Administrator.

Medical Necessity or Medically Necessary
An intervention thatisor will be provided for the diagnosis, evaluation and treatment of a condition, illness

disease orinjury and that isdetermined by the Claims Administrator to be:

e Medically appropriate for and consistent with the symptomsand proper diagnosis or treatment of the

Covered Person’scondition, iliness, disease orinjury;

Obtained from a Provider;

Provided in accordance with applicable medical and/or professional standards;

Known to be effective, as proven by scientific evidence, in materially improving health outcomes;

The most appropriate supply, setting or level of service thatcan safely be provided to the Covered

Person and which cannot be omitted consistent with recognized professional standards of care (which,

in the case of hospitalization, also meansthat safe and adequate care could not be obtained in a less

comprehensive setting);

e Codt-effective compared to alternative interventions, including no intervention. Cost effective does not
always mean lowest cost. It doesmean that asto the diagnosisor treatment of the Covered Person’s
illness, injury or disease, the service is. (1) not more costly than an alternative service or sequence of
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services that ismedically appropriate, or (2) the service isperformed in the least costly setting that is
medically appropriate;

Not Experimental/lnvestigative;

Not primarily for the convenience of the Covered Person, the Covered Person’sfamily or the Provider.
Not otherwise subject to an exclusion under this B enefit Book et.

T hefact that a Provider may prescribe, order, recommend, or approve care, treatment, servicesor supplies
does not, of itself, make such care, treatment, services or supplies Medically Necessary or a Covered
Service and does not guarantee payment.

Network Provider

A Physician, health professional, Hospital, P hammacy, or other individual, organization and/or facility that
hasentered into a contract, either directly or indirectly, with the Claims Administrator to provide Covered
Servicesto Covered Personsthrough negotiated reimbursement arrangements. A Network Provider for
one plan may notbe a Network Provider for another. Please see “How to Find a Provider in the NetworK
in the section How Your Plan Works for more information on how to find a Network P rovider for this Plan.

Non-Covered Services

Servicesthat are not benefits specifically provided under the Plan, are excluded by the Plan, are provided
by an Ineligible Provider, or are otherwise not eligible to be Covered Services, whether or not they are
Medically Necessary.

Out-of-Network Provider

A Provider, including but not limited to, a Hospital, Freestanding Ambulatory Facility (Surgical Center),
Physician, Skilled Nursing Facility, Hospice, Home Health Care Agency, other medical practitioner or
provider of medical services or supplies, that does not have an agreement or contract with the Claims
Administrator to provide services to its Covered Persons at the time services are rendered. Benefit
paymentsand other provisions of thisPlan are limited when a Covered Person usesthe servicesof Out-
of-Network P roviders.

Out-of-Pocket Maximum
T he maximum amount of a Covered Person’s Deductible, Coinsurance and Copayments during a Benefit

Period. When the Out-of-Pocket Maximum isreached for a Covered Person, then the Plan pays 100% of
the Maximum Allowed Amount for Covered Services.

Partial Hospitalization Program
Structured, short-term behavioral health treatment that offers nursing care and active treatment in a
program that operatesno lessthan 6 hoursper day, 5 daysper week

Payment

Activities which include, but are not limited to, activities undertaken by the Plan to obtain premiums or
determine or f uffill its responsibility f or coverage and provision of Plan benefitsthat relate to a Covered
Person to whom health care is provided. These activitiesinclude, but are not limited to, the following:

e Determination of eligibility, coverage and cost sharing amounts(f orexample, cost of a benefit, Plan
maximums and Copayments asdetermined for a Covered Person's claim);

Coordination of benefits;

Adjudication of health benefit claims (including appeals and other Payment disputes);
Subrogation of health benefit claims;

Establishing contributions;

Risk adjusting amounts due based on a Covered Person's health status and demographic
characteristics;

¢ Billing, collection activitiesand related health care data processing;

104



COVERED PERSON INTERNAL CLAIMS AND APPEALS AND EXT ERNAL REVIEWPROCESS 105

e Claims management and related health care data processing, including auditing Payments
investigating and resolving Payment disputes and responding to a Covered Person's inquiries
about Payments,

e Obtaining Payment under a contract f or reinsurance (including stop-loss and excess of loss
insurance);

Medical Necessity reviewsor reviews of appropriateness of care or justification of charges,
Utilization review, including pre-certification, preauthorization, concurrent review and retrospective
review;

e Disclosure to consumer reporting agencies related to the collection of premiums or reimbursement
(the following P rotected Health Information may be disclosed for Payment purposes. name and
address, date of birth, Social Security number, Payment history, account number and name and
address of the Provider and/or health plan);

¢ Reimbursementto the Plan; and

e Any other activity considered to be a "Payment" activity pursuant to 45 CFR § 164.501.

Pharmacy

An establishment licensed to dispense prescription drugsand other medicationsthrough a duly licensed
phamacist upon a Physician’sorder. A Pharmacy may be a Network Provider or an Out-of-Network
Provider.

Physical Therapy
T he care of disease or Injury by such methodsas massage, hydrotherapy, heat, or similar care.

Physician

An%//Iicensed Doctor of Medicine (M.D.) legally entitled to practice medicine and perform surgery, any
licensed Doctor of Osteopathy (D.O.) legally licensed to perform the dutiesof a D.O., any licensed Doctor
of Podiatric Medicine (D.P.M.) legally entitled to practice podiatry, and any licensed Doctor of Dental
Surgery (D.D.S.) legally entitled to perform oral surgery; Optometristsand Clinical Psychologists (PhD) are
also Providerswhen acting within the scope of their licenses, and when rendering services covered under
thisPlan.

Plan
T he Ball State University Retiree Health Plan, a self funded group health plan sponsored by the Universty
foritsEligible Retireescomprised of the following options. High Deductible Wellness PPO Plan for Under

65 Retireesand the Over 65 Retiree Health Plan.

Plan Administrator
T he person or entity named by Ball State University to manage the Plan and answer questions about Plan
details. The Plan Administrator isnot the Claims Administrator.

Plan Sponsor
Ball State University.

Post-Service Claim
Any claim that isnot a Pre-Service Claim or an Urgent Care Claim.

PPACA
T he Patient Protection and Affordable Care Act of 2010 asamended.

Pre-Service Claim
Any claim whereby the Plan conditionsreceipt of such benefit, in whole in part, on approval of the benefit
prior to obtaining medical care.
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Prior Authorization

The process applied to certain drugs and/or therapeutic categoriesto define and/or limitthe conditions
under which these drugswill be covered. The drugsand criteria for coverage are defined by the Phamacy
and Therapeutics Committee.

Protected Health Information

"Protected health information” as defined at 45 CFR § 164.501 which, generally, means information
(including demographic information) that (i) identifies an individual (or with respect to which there is a
reasonable basisto believe the information can be used to identify an individual), (i) is created or received
by a health care provider, a health plan, or a health care clearinghouse, and (jii) relatesto the past, present,
or f uture physical or mental health or condition of an individual; the provision of health care to an individual,
orthe pagt, present, or future Payment for the provision of health care to an individual.

Provider

A duly licensed person or facility that provides serviceswithin the scope of an applicable license and isa
person or facility that the Plan approves. Thisincludesany Provider rendering serviceswhich are required
by applicable state law to be covered when rendered by such Provider.

QMCSO, or MCSO - Qualified Medical Child Support Order or Medical Child
Support Order

A QMCSO createsor recognizesthe right of a child who isrecognized under the order ashaving a right to
be enrolled under the Plan to receive benefitsf or which the Eligible Retiree is entitled under the Plan; and
includes the name and last known address of the Eligible Retiree and each such child, a reasonable
description of the type of coverage to be provided by the Plan, the period f or which coverage must be
provided and the Plan to which the order applies.

An MCSO is any court judgment, decree or order (including a court’s approval of a domestic relations
settlement agreement) that:

e providesfor child support payment related to health benefitswith respect to the child of a Covered
Person or requires health benefit coverage of such child in such Plan, and is ordered under state
domestic relationslaw; or

o enforcesa state law relating to medical child support payment with respectto the Plan.

Rescission or Rescind

A cancellation or discontinuance of Your coverage thathasretroactive effect. A rescisson doesnotinclude
the cancellation or discontinuance of Your coverage ff it (i) only hasa prospective effect, or (ii) is effective
retroactively, to the extent it isattributable to Your failure to timely pay Your cost of coverage.

Residential Treatment Center/Facility
A Provider licensed and operated asrequired by law, which includes:

e Room, board and skilled nursing care (either an RN or LVN/LPN) available on-site atleast eight hours
daily with 24 hour availability;
A staff with one or more Doctors available at all times.
Residential treatment takes place in a structured Facility-based setting.
T heresourcesand programmingto adequately diagnose, care andtreat a psychiatricand/or subgance
use disorder.

o Facilitiesare designated residential, subacute, or intermediate care and may occur in care systems
that provide multiple levels of care.
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e Is fully accredited by The Joint Commission (T JC), the Commission on Accreditation of Rehabilitation
Facilities (CARF), the National Integrated Accreditation for Healthcare Organizations (NIAHO), or the
Council on Accreditation (COA).

T he term Residential Treatment Center/Facility does not include a Provider, or that part of a Provider, used
mainly for:

Nursing care

Rest care
Convalescent care
Care of the aged
Custodial Care
Educational care

Retail Health Clinic

A facility that provideslimited basic medical care servicesto Covered Personson a “walk-in” basis. These
clinicsnormally operate in major pharmaciesor retail stores. Medical servicesare typically provided by
Physicians Assistantsand Nurse Practitioners.

Security Incident

"Security incident" asdefined at45 CFR 8§ 164.304, which, generally, meansthe attempted or succesful
unauthorized access, use, disclosure, modification, or destruction of information or interference with
systems operationsin an information system.

Semiprivate Room
A Hosgpital room which containstwo or more beds.

Skilled Convalescent Care

Carerequired, while recovering from anillnessor Injury, whichisreceivedin a Skilled Nursing Facility. T his
care requiresa level of care or servicesless than that in a Hospital, but more than could be given at the
patient'shome orin a nursing home not certified asa Skilled Nursing Facility.

Skilled Nursing Facility

An insgtitution operated alone orwith aHospitalwhich givescare aftera Covered Person leavesthe Hosital
for a condition requiring more care than can be rendered at home. It must be licensed by the appropriate
agency and accredited T he Joint Commission or the Commission on Accreditation of Rehabilitation
Facilities (CARF), asapplicable, or meet specific rules set by the Claims Administrator

Specialist (Specialty Care Physician\Provider or SCP)

A Specialist is a doctor who focuses on a specific area of medicine or group of patients to diagnose,
manage, prevent, or treat certain types of symptoms and conditions. A non-Physician Specialist is a
Provider who hasadded training in a specific area of health care.

Spouse
Spouse meansa person to whom the Eligible Retiree islegally married under federal tax law.

Surviving Spouse
T he suwviving Spouse of a deceased Eligible Retiree who wasa Covered Person under the Plan at the time
of death.
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Telehealth
Consultations with your physician (P CP/Specialist) using visual and audio (Computer, Smart Phone,
T ablet).

Telephonic
Consultationswith your physician (PCP/Specialist) using audio only (telephone).

Therapeutic Equivalent
T herapeutic/Clinically Equivalent drugs are drugsthat can be expected to produce similar therapeutic
outcomesfor a disease or condition.

Transplant Providers

Network Transplant Provider - A Provider that has been designated asa “Center of Excellence” for
Transplants by the Claims Administrator and/or a Provider selected to participate asa Network T rangplant
Provider by the Blue Cross and Blue Shield Association. Such Provider has entered into a trangplant
Provider agreement to render Covered Transplant Procedures and certain administrative functionsto You
for the transplant network. A Provider may be a Network Transplant Provider with respect to:

e certain Covered Transplant Procedures; or

e all Covered Transplant Procedures.

Out-of-Network Transplant Provider - Any Provider that has NOT been designated as a “Center of
Excellence” for Trangplants by the Claims Administrator nor has not been selected to participate as a
Network T ransplant Provider by a designee of the Claims Administrator.

University
Ball State University.

Urgent Care

Services received for a sudden, serious, or unexpected illness, Injury or condition. Urgent Care is not
considered an emergency. Care is needed right away to relieve pain, find outwhat iswrong, or treat a
health problem that isnot life-threatening.

Urgent Care Claim

Any claim for medical care or treatment where the failure to make a non-urgent care determination quicKy:
(i) could serioudly jeopardize the life or health of the claimant or the ability of the claimant to regain maximum
function; or (ii) in the opinion of a Physician with knowledge of the claimant's medical condition, would
subject the claimant to severe pain that cannot be adequately managed without the care or treatment that
is the subject of the claim.

Utilization Review
Evaluation of the necessity, quality, effectiveness, or efficiency of medical or behavioral health services,

You and Your
Refer to a Covered Person.
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HEALTH BENEFITS COVERAGE UNDER FEDERAL LAW

Statement of Rights Under the Newborns’ and Mother’s Health Protection Act
Group health plansand health insurance issuers generally may not, under Federal law, restrict benefitsfor
any Hospital length of stay in connection with childbirth for the mother or newborn child to less than 48
hoursfollowing a vaginal delivery, or less than 96 hoursfollowing a cesarean section. However, Federal
law generally does not prohibit the mother'sor newborn’sattending provider (e.g., Y our physician, nurse
midwife, or physician assistant), after consulting with the mother, from discharging the mother or her
newborn earlier than 48 hours (or 96 hoursasapplicable). In any case, plansand issuers may not, under
Federallaw, require that a provider obtain authorization from the plan ortheinsuranceissuerf or prescribing
a length of stay not in excess of 48 hours (or 96 hours). However, to use certain providers or f acilities or
to reduce Y our out-of-pocket costs, You may be required to obtain Precertification. For information on
Precertification, contact the Plan Administrator.

Also, under f ederal law, plans may not set the level of benefitsor out-of-pocket costs so that any later
portion of the 48 hour (or 96 hour) stay istreated in a manner less f avorable to the mother or newbom than
any ealier portion of the stay.

Statement of Rights Under the Women’s Cancer Rights Act of 1998
If You have had orare going to have a mastectomy, You may be entitled to certain benefitsunder the
Women’sHealth and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy -related
benefits, coverage will be provided in a manner determined in consu ltation with the attending physician and
the patient, for:

All stages of reconstruction of the breast on which the mastectomy was perfomed,;
Surgery and reconstruction of the other breast to produce a symmetrical appearance;
Prostheses; and

T reatment of physical complications of the mastectomy, including lymphedema.

T hese benefits will be provided subject to the same Deductibles and Coinsurance applicable to other
medical and surgical benefits provided under the Plan. See the Schedule of Benefits.

If You would like more information on WHCRA benefits, call the Plan Administrator.

Coverage for a Child Due to a Qualified Medical Support Order (“QMCSO”)
If You orYourspouse are required, due to a QMCSO, to provide coverage for Y our child(ren), You may
ask the University or Plan Administrator to provide Y ou, without charge, a written statement outlining the
proceduresfor getting coverage for such child(ren).

Mental Health Parity and Addiction Equity Act

The Mental Health Parity and Addiction Equity Act provides for parity in the application of aggregate
treatment limitations (day or visit limits) on mental health and substance abuse benefits with day/visit limits
on medical/surgical benefits. In general, group health plans offering mental health and sub stance abuse
benefits cannot set day/visit limitson mental health or substance abuse benefitsthat are lower than any
such dayMvisit limitsf or medical and surgical benefits. A planthat doesnotimpose day/visit limitson medical
and surgical benefits may notimpose such day/visit limitson mental health and substance abuse benefits
offered under the plan. Also, the Plan may notimpose Deductibles, Copayments, or Coinsurance and Out-
of-Pocket expenses on mental health and substance abuse benefits that are more restrictive than
Deductibles, Copayments, and Coinsurance and Out-of-Pocket expensesapplicable to other medical and
surgical benefits.
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PLAN INFORMATION

¢ Plan Name: Ball State University Retiree Health Plan

e Plan Sponsor: Ball State University
2000 University Avenue
Muncie, IN 47306

e University I.D. Number: 35-6000221
e Type of Plan: The Planisan employee welfare benefit plan providing group medical benefits.
— Plan Year Ends: December 31

e Type of Administration/Funding: Medical benefitsare selffunded by the University and claims are
administered by Anthem Blue Cross Blue Shield (IN) on behalf of the University

e Plan Administrator: Ball State University

e Agentfor Service of Legal Process: Ball State University

Anthem Blue Cross and Blue Shield isthe trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO
products underwritten by HMO Colorado, Inc. In Connecticut: Anthem Health Plans, Inc. In Georgia: Blue Cross and Blue Shield of
Georgia, Inc. In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plansof Kentucky, Inc. In Maine: Anthem
Health Plansof Maine, Inc. In Missouri (excluding 30 countiesin the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT),
Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliatesadminister non-HMO benefits
underwritten by HALIC and HMO benefits underwritten by HMO Missouri, Inc. RIT and certain affiliates only provide administrative
services for self-funded plans and do not underwrite benefits. In Nevada: Rocky Mountain Hospital and Medical Service, Inc. HMO
productsunderwritten by HMO Colorado, Inc., dba HMO Nevada. In New Hampshire: Anthem Health Plansof New Hampshire, Inc.
Anthem Health Plans of New Hampshire, Inc. HMO plans are administered by Anthem Health Plans of New Hampshire, Inc. and
underwritten by Matthew Thornton Health Plan, Inc. In Ohio: Community Insurance Company. In Virginia: Anthem Health Plans of
Virginia, Inc. trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for the City of
Fairfax, the Town of Vienna, and the area east of State Route 123. In Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSW),
underwrites or administersPPO and indemnity policies and underwrites the out of network benefitsin POS policies offered by
Compcare Health ServiceslInsurance Corporation (Compcare) or Wisconsin Collaborative Insurance Company (WCIC). Compcare
underwritesoradministersHMO or POS policies; WCIC underwritesor administers Well Priority HMO or POS policies. ANTHEM is
a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered
marks of the Blue Cross and Blue Shield Association.
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IT’S IMPORTANT WE TREAT YOU FAIRLY

T hat'swhy we follow Federal civil rightslawsin our health programsand activities. We don’t discriminate,
exclude people, or treat them differently on the basisof race, color, national origin, sex, age or disability.
For people with disabilities, we offer free aids and services. For people whose primary language isn't
English, we offer free language assistance services through interpreters and other written languages
Interested in these services? Call the Member Services number on Your Identification Card for help
(TTY/TDD:711). If Y outhinkwe failed to offerthese servicesordiscriminated based onrace, color, national
origin, age, disability, or sex, You can file a complaint, also known asa grievance. You can file a complaint
with our Compliance Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Richmond, VA
23279 or by email to compliance.coordinator@anthem.com. Or Y ou can file a complaint with the U.S.
Departmentof Health and Human Services, Officefor Civil Rightsat 200 Independence Avenue, SW; Room
509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (T DD: 1- 800-537-7697) or
online at https//ocrportal.hhs.gov/oct/portal/lobby.jsf . Complaint forms are avaiable at
http:/mww.hhs.gov/ocr/officeffile/index.html.
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GET HELP IN YOUR LANGUAGE

Curious to know what all this says? We would be too. Here’s the English version: .
Y ou have the rightto get thisinformation and help in Y our language for free. Callthe Member Services

number on Your Identification Card for help. (TTY/TDD: 711)

Separate from our language assistance program, we make
documents available in alternate formats for members with visual
impairments. If you need a copy of this document in an alternate
format, please call the Member Services telephone number on the
back of Your ID card.

Spanish

Tiene el derecho de obtener esta informacion y ayuda en su idioma en forma gratuita.
Llame al nUmero de Servicios para Miembros que figura en su tarjeta de identificacion
para obtener ayuda. (TTY/TDD: 711)

Albanian

Keni té drejtén té merrni falas ndihmé dhe informacion né gjuhén tuaj. Pér ndihmé,
telefononi numrin e shérbimeve pér anétarét, t& shénuar né kartén tuaj ID. (TTY/TDD:
711)

Amharic
0000 000 o oo obodno oo oo ongogdoo oogdg ogooogd
0o 0doog oo oo oo ]DDDD(IIY/TDD: 711)

Arabic
oy peil) ABlday e 3 s sall sliac V) ladd a8 5 Jaadl Ulas clizly sacbusall 5 e gleall 028 e J geanl) @l 3oy
(TTY/TDD: 711)s2cbuall <y dalill

Armenian

Tmp ppuymitp mubp Qbp (EqYnd widdwp  wnwbtuy wgu nbpjuundnipymup b
gubjmgwd oqumpmi: Oqumpmb uwnwbuwm hwdwp quiquhwuptp Ubnudubph
wpuuwplpiwh Ennpnt 2bp ID pupunh Ypw pdws hunhwpnd: (TTY/TDD: 711)

Bassa

M bédé dyi-bedin-ded bé mké b3 nia ke ke gbo-kpa- kpa dyé dé m bidi-wudutin b6 pidyi. ba
méba jé ghbo-gmd Kpoe ndba nia ni Dyi-dyoin-be3 ke b€ m ké gbo-kpa-kpa dyé. (TTY/TDD:
711)
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Bengali
QAN RATYCET R O ATSTE 8 WHNNE O SR AL HGHE AR

SR G AN W12G FCE AF AR ARGCIA VT I FEN(TTY/TDD:
711)

Burmese

0)32905320005¢P2sE 3009300803 20&omamommsge 5208 §REYE 20CorE dlaodi

2093003 qurgs 20¢ ID 008§ 3808300905 08§6800EgeP: rs6l $3l05a3 esladdl
(TTY/TDD. 711)

Chinese
BERERTENES R EESZEMNMBE - FEITEHN ID * EMRERETRIESZ KT

Bh - (TTY/TDD: 711)

Dinka
Yin non yic ba ye lek né yok ku bé yi kuony né thon yin jam ke cin wéutéu ké piiny. Col
ran tén dé koc ké luoi né namba dén td né 1.D kat du yic. (TTY/TDD: 711)

Dutch
U hebt het recht om deze informatie en hulp gratis in uw taal te krijgen. Bel het
ledendienstennummer op uw ID-kaart voor ondersteuning. (TTY/TDD: 711)

Farsi

GO oLl Do 4o 1) LgSaS gy oledbl ol 4S5 doplo Ty G ool Lab

slacl Olods 3Syi0 o ylad 40 SaS adloyo ¢l yo oS asdloyy glioesr b))
(WY/TDD:711).J_3)_§_<_) wload caw!l oud zoo LS lwlid OHyLS sy o 4S

French

Vous avez le droit d’accéder gratuitement a ces informations et a une aide dans votre
langue. Pour cela, veuillez appeler le numéro des Services destinés aux membres qui
figure sur votre carte d’identification. (TTY/TDD: 711)

German

Sie haben das Recht, diese Informationen und Unterstiitzung kostenlos in lhrer Sprache
zu erhalten. Rufen Sie die auf lhrer ID-Karte angegebene Servicenummer fur Mitglieder
an, um Hilfe anzufordern. (TTY/TDD: 711)

Greek

‘Exete 10 OIKaiwpa va AGBeTe autéC TIC TTANPOQOPIEC Kal auTrlv TN Bonbsia ot yAwooa
oag dwpedv. KaAéote Tov apiBud Tou TpAuarog Y trnpeoiwv MéAoug (Member Services)
TTOU avaypageTal 0TV TautoTNTA 0ag (ID card) yia BonBeia. (TTY/TDD: 711)
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Gujarati
000 00000 0000000 0bOo0oO0 0o0ooO00ob0 ooo OO0 0ooooooo oooooo ooooo oa.

000 D000 00000 D000 00000 0000 000000 000000 0000 00 000 00O
(TTY/TDD: 711)

Haitian
Ou gen dwa pou resevwa enfomasyon sa a ak asistans nan lang ou pou gratis. Rele
nimew o Manm Sevis la ki sou kat idantifikasyon ou a pou jwenneéd. (TTY/TDD: 711)

Hindi

3MUP U T8 SHOR R Hag TR WM § R H U B BT SHUBR §l
Tee & o U4 ID ®18 W e Jdd HeR W Hid H| (TTY/TDD: 711)

Hmong

Koj muaj cai tau txais ghov lus ghia no thiab kev pab hais ua koj hom lus yam tsis xam
tus nqgi. Hu rau tus nab npaw b xov togj lis Cov Kev Pab Cuam Rau Tswv Cuab nyob rau
ntaw m koj daim ID txhaw mrau thov kev pab. (TTY/TDD: 711)

Igbo
| nwere ikike inw eta ozi a yana enyemaka n’asusu gi n’efu. Kpoo nomba Oru Onye Otu
di na kaadi NJ gi maka enyemaka. (TTY/TDD: 711)

llokano

Addanka ti karbengan amaala iti daytoy nga impormasyon ken tulong para tilengguahem
nga aw anan ti bayadna. Aw aganti numero ti Serbisyo para ti Kameng a masarakan ayan
ti ID kard mo para ti tulong. (TTY/TDD: 711)

Indonesian

Anda berhak untuk mendapatkan informasi ini dan bantuan dalam bahasa Anda secara
gratis. Hubungi nomor Layanan Anggota pada kartu ID Anda untuk mendapatkan
bantuan. (TTY/TDD: 711)

ltalian

Ha il diritto di ricevere queste informazioni ed eventuale assistenza nella sua lingua senza
alcun costo aggiuntivo. Per assistenza, chiami il numero dedicato ai Servizi per i membri
riportato sul suo libretto. (TTY/TDD: 711)

Japanese
COEMEXIFERLETIE B CENTZTEENTEFY , XIEEZI(TB(C(E. IDH—RICEEE,
SNTULBAVN—Y—EAFS(CEFEL TS, (TTY/TDD: 711)

Khmer

HEDISASHRMISSUASESIS: SHSSUNSWMMANIUNHMIENWS SHS1%d
pgiwTigiinisiivgiunuen SMAISUEeSUTUN D iuaigsiSdjssusSu
(TTY/TDD: 711)
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Kirundi
Ufise uburenganzira bwo gufashwa mu rurimi rwawe ku buntu. Akura umunyw anyi
abikora lkaratakarangamuntu yaw e kugira ufashwe. (TTY/TDD: 711)

Korean
Aol A= S22 0| ME

£ 91 {519 o2 =22 B2 A7t JELICHL =82
Ao FTte| D 7L=0 & =

S 2 MEFSHAAIL. (TTY/TDD: 711)

Lao

vV ISolosvanvD oy 90‘)uaoecmacUDwﬂmaagmﬁDEOE)uca@m

§mrmcu§m289cms)uznvniﬁw,mgnm?m?o‘?vuouummoeagm‘mcwaeamugoecma
(TTY/TDD: 711)

Navajo

Bee nd ahoot’i’ t&d ni nizaad k’ehjinikd & a’doowol t’éa jik’e
Naaltsoos bee atah nilinigii bee néého’dblzingo nanitinigii béésh bee
hane’i bikaa’ @aaji’ hodiilnih. Naaltsoos bee atah nilinigii bee
néého’d0lzingo nanitinigii béésh bee hane’i bikdd’ &aji’ hodiilnih.
(TTY/TDD: 711)

Nepali
qUIS o I SHGRT IUT TGN ST HTSTHT (e U T quTs ! SfaR 811 eradie]
AT qATS®! 1D HTeHT [GSTH! Y Hal TR & e | (TTY/TDD: 711)

Oromo

Odeeffanoo kana fi gargaarsa afaan keetiin kaffalti malee argachuuf mirga gabda.
Gargaarsa argachuuf lakkoofsa bilbilaa tajaajila miseensaa (Member Services) waragaa
enyummaa kee irratti argamu irratti bilbili. (TTY/TDD: 711)

Pennsylvania Dutch
Du hoscht die Recht selle Information un Helfe in dei Schprooch mitaus Koscht griege.
Ruf die Member Services Nummer uff dei ID Kaarte fer Helfe aa. (TTY/TDD: 711)

Polish

Masz praw o do bezptatnego otrzymania niniejszych informacji oraz uzyskania pomocy w
swoimjezyku. W tym celu skontaktuj sie z Dziatem Obstugi Klienta pod numerem telefonu
podanym na karcie identyfikacyjnej. (TTY/TDD: 711)

Portuguese-Europe

Tem o direito de receber gratuitamente estas informa¢des e ajuda no seu idioma. Ligue
para o numero dos Servigos para Membros indicado no seu cartdo de identificacdo para
obter ajuda. (TTY/TDD: 711)
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Punjabi
3T7g U 3T 29 fog Areardt w3 Hew He3 R9 Yu3 a6 @ »iftard J1 Hew B
WS »retst 9193 §3 Hea Aafefia 899 3 % 31 (TTY/TDD: 711)

Romanian

Avetidreptul saobtineti aceste informatii si asistenta in limba dvs. in mod gratuit. Pentru
asistenta, apelati numarul departamentului de servicii destinate membrilor de pe cardul
dvs. de identificare. (TTY/TDD: 711)

Russian

Bbl umeeTe npaBo NONyYnTb AaHHYH WMHGOPMaUMO M MOMOL Ha Balem NA3blke
GecnnatHo. [na nony4yeHnss NOMOLWM 3BOHUTE B OTAeN OBCNy>XUBaHWUS y4acTHUKOB MO
HOMeEpY, YKazaHHOMY Ha Bawen naeHTndmkaumoHHon kapte. (TTY/TDD: 711)

Samoan

E iai lou ‘aia faaletulafono e maua nei faamatalaga ma se fesoasoani i lou lava gagana e
aunoa ma se totogi. Vili le numera mo Sauniuniga mo lou Vaega o loo maua i lou pepa
faailoa ID mo se fesoasoani. (TTY/TDD: 711)

Serbian

Imate pravo da dobijete sve informacije i pomoc¢ na vasem jeziku, i to potpuno besplatno.
Pozovite broj Centra za podrSku ¢lanovima koji se nalazi na vasoj identifikacionoj kartici.
(TTY/TDD: 711)

Tagalog

May karapatan kayong makuha ang impormasyon at tulong na ito sa ginagamit ninyong
wika nang walang bayad. Tumawag sa numero ng Member Services na nasa inyong ID
card para satulong. (TTY/TDD: 711)

Thai
vinulidnduadudnisdauawdayanaranuaudalunx1uasvinuns

Wslivivaneaiheassingdnuuiinsdssan duasvinuiazannutewda  (TTY/TDD:
711)

Ukrainian

By maeTe npaBo Ge3KOLWTOBHO OTpUMaTtK iHGopMauito Ta LOMNOMOry CBOEK PigHOH
MoBoto. [lo gonomory 3BepTanTecs 3a HOMEpPOM Cry>K6u NiaT pUMKM y4acHUKIB Nporpamm
CTpaxyBaHHS, ykazaHuM Ha Ballin igeHTudikauinHin kaptui. (TTY/TDD: 711)

Urdu

_):\AAJﬁ}ﬂ)ﬁ:lj_)lsdﬁé-\c'\g\g\jéﬁﬂ-déé&djmé A JJ\QLQ_,XMQ\QEAU:\AQQJ'&\)S%{EE
(TTY/TDD:711)-0e S IS S e (o5 o
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Vietnamese ) i

Quy vi c6 quyéen nhan mién phi thdng tin nay va sw tro' gip bang ngon ngtr cua quy Vi.
Hay goi cho s6 Dich Vu Thanh Vién trén thé ID cua quy vi dé dwoc giup d&. (TTY/TDD:
711)

Yiddish
.D1'N2 TXIDYW WK 'R VD7 [IK Y'YKNINDYIN DYT [VAIPRA I¥ VDY T OXRN 'R T 0VON
(TTY/TDD:711) 7' AX9 707K 2N O'IN 2NN YA TR 1yanyn

Y oruba
O ni eto lati gba iwifin yii ki o si séranw o ni édé re lofee. Pe Nomba awon ipésé omo-
egbe 16ri kaadi idanimo re funiranwo. (TTY/TDD: 711)
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