





PERSONAL CHOICE HEALTH BENEFITS PLAN
A COMPREHENSIVE MAJOR MEDICAL GROUP CONTRACT
By and Between

QCC Insurance Company
(Called "the Carrier")
A Pennsylvania Corporation
Located at
1901 Market Street
Philadelphia, PA 19103

And
Group Name: CONTRACTHOLDER NAME
Group Contract Number(s): CONTRACT NUMBER(S)

In consideration of the Group’s application for coverage and the payment of premiums when due and
subject to all terms of this Personal Choice Health Benefits Plan Group Contract (the Contract), the
Carrier hereby agrees to provide each eligible Covered Person of the Group and each eligible Covered
Person of the Group’s subsidiary or affiliated units, if any, under the above Group Number(s), the benefits
as described in The Personal Choice Health Benefits Plan Booklet/Certificate for eligible persons who
enroll hereunder, in accordance with the terms, conditions, limitations, and exclusions of this Contract.

All of the provisions of the booklet/certificate(s) and all modifications made to such booklet/certificate(s),
attached to and made a part of the Contract, apply to the Contract as if fully set forth in the Contract.

The Group may accept this Contract by making required payments to the Carrier. Such acceptance
renders all terms and provisions hereof binding on the Carrier and the Group.

%J‘ﬁ—l@ Céfa_ﬂ&a

John R. Janney
SVP Marketing Services

A Comprehensive Major Medical Contract that utilizes a Preferred Provider Network to maximize
benefits while offering covered persons the choice of selecting Non-Preferred Providers, except
where specifically prohibited by the contract, subject to a reduction of benefits. This Contract
utilizes extensive Precertification and utilization management procedures, which must be followed
to maximize benefits and avoid penalties.
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CONTRACT DEFINITIONS

AMENDMENT - A modification to this Contract or booklet/certificate(s), which changes the original
terms of this Contract or Covered Services of the booklet/certificate(s). The changes contained in the
Amendment can take the form of one of the following:

A. A statutory Amendment, which reflects a change that has been automatically made to satisfy a
requirement(s) of any state law, federal law or regulation that would apply to this Contract, as
provided in the "Compliance With Law" subsection of the Contract Provisions section;

B. A health care Amendment, which reflects a change in the Group's benefits where:
1.  The benefits are for services and supplies provided through the Carrier's Providers; and
2. The change applies to all group contracts which include these benefits.

When this Contract is so amended, payment by the Group of the next premium due under this
Contract will constitute acceptance of the health care Amendment;

C. A universal Amendment, which reflects a change in the Carrier's administration of its group
benefits and is intended to apply to all group contracts which are affected by the change.

When the Contract is so amended, payment by the Group of the next premium due under this
Contract will constitute acceptance of the universal Amendment, unless the Group has rejected the
Amendment, in writing, prior to its effective date; or

D. Any combination of the Amendments shown above.

APPLICANT - An employee who applies for coverage under this Contract which the Carrier has entered
into with the Group.

APPLICATION AND APPLICATION CARD - The request, either written or via electronic transfer,
of the Applicant for coverage, set forth in a format approved by the Carrier, whether such request was
made under a prior carrier's contract which is superseded by this Contract, or under this Contract.

EFFECTIVE DATE - 12:01 A.M. on the date, specified in the Group Application of this Contract, on
which coverage under this Contract commences for the Group.

GROUP (CONTRACTHOLDER) - Any entity which employs or represents enrolled employees and,
as agent for such enrolled employees, is acceptable to the Carrier and has agreed to remit premium to the
Carrier on behalf of enrolled employees and to receive any information from the Carrier on behalf of
enrolled employees.
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CONTRACT PROVISIONS

A. ENTIRE CONTRACT; CHANGES

1.

The entire Contract consists of:

a.  The booklet/certificate(s) attached to this Contract;

b.  Any Amendment made to this Contract or booklet/certificate(s);
C. Individual applications, if any, of the persons covered; and

d. The forms shown in Contract Table of Contents, as of the Effective Date of the
Contract between the Group and the Carrier.

No change in this Contract will be effective until approved by an authorized officer of the
Carrier. This approval must be noted on or attached to this Contract via an Amendment,
signed by an officer of the Carrier. No agent or representative of the Carrier, other than an
officer of the Carrier may otherwise change this Contract or waive any of its provisions. All
statements made by the Group or by any individual Covered Person shall, in the absence of
fraud, be deemed representations and not warranties, and no such statement shall be used in
defense to claim under this Contract, unless it is contained in a written instrument furnished
to the Group or a Covered Person.

The Group may not transfer enrollment to another type of Contract issued by the Carrier until
the expiration of a period of one (1) year from the Effective Date of this Contract and
thereafter from year to year except as otherwise approved by the Carrier.

B. TERMINATION OF THE GROUP CONTRACT

1.

The Group may terminate this Contract on any Anniversary Date by giving written notice to
the Carrier at least thirty (30) days in advance.

This Contract will be terminated for the Group's nonpayment of premium, subject to the
“Grace Period” subsection of this Contract Provisions section.

The Carrier reserves the right to terminate this Contract by giving thirty (30) days notice to
the Group, in writing, if the Group fails to meet the Carrier's Underwriting Guidelines
including, but not limited to, the Group's minimum participation requirements.

This Contract will be terminated, at the Carrier's option, for fraud or intentional
misrepresentation of a material fact by the Group.

The Carrier may, at its option, amend this Contract at least annually. If the Group does not
agree to such change(s), the Group must notify the Carrier and the Group may terminate this
Contract at the end of the then current contract term.
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C. GRACE PERIOD

This Contract has a grace period of thirty (30) days. This means that if a payment is not made on or
before the date it is due, it may be paid during the grace period. During the grace period the
Contract will stay in force unless prior to the date payment was due the Group gave timely written
notice to the Carrier that the Contract is to be cancelled. If the Group does not make payment
during the grace period, the Contract will be cancelled effective on the last day of the grace period
and the Carrier will have no liability for services which are Incurred after the Contract’s then
current paid date. The Group will be required to reimburse the Carrier for all outstanding premiums
including the premium for the grace period.

D. APPLICABLE LAW

This Contract is entered into, interpreted in accordance with, and is subject to the laws of the
Commonwealth of Pennsylvania.

E. COMPLIANCE WITH LAW

If the provisions of the Contract do not conform to the requirements of any state law, federal law or
regulation that would be applicable to the Contract, the Contract is automatically changed to
comply with the Carrier’s interpretation of the requirements of that law or regulation.

F.  NOTICE

Any notice required under this Contract must be in writing. Notice given to the Group will be sent
to the Group's address stated in the Group Application. Notice given to the Carrier will be sent to
the Carrier's address stated in the Group Application. Notice given to a Covered Person will be
given to the Covered Person in care of the Group or sent to the Covered Person's last address
furnished to the Carrier by the Group. The Group, the Carrier, or a Covered Person may, by written
notice, indicate a new address for giving notice.

G. IDENTIFICATION CARDS

The Carrier will provide Identification Cards to Covered Persons or to the Group, depending on the
direction of the Group. Any Identification Card issued by the Carrier in connection with the
coverages provided by this Contract, are for identification only. Possession of the Identification
Card does not convey any rights to benefits under this Contract. If any Covered Person permits
another person to use the Covered Person’s ldentification Card, the Carrier may revoke that
Covered Person’s Identification Card.

H. BENEFIT BOOKLETS/CERTIFICATES

The Carrier will also provide to each Covered Person of an enrolled Group a benefit
booklet/certificate entitled “The Personal Choice Health Benefits Plan”. It will describe the
Covered Person’s coverage under the Contract. It will include:

1.  Towhom the Carrier pays benefits;

2. Any protection or rights when the coverage ends; and

3. Claim rights and requirements.
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l. TIMELY FILING

1. The Carrier will not be liable under this Contract unless proper notice is furnished to the
Carrier that Covered Services have been rendered to a Covered Person. Written notice must
be given within twenty (20) days after completion of the Covered Services. The notice must
include the date and information required by the Carrier to determine benefits. An expense
will be considered Incurred on the date the service or supply was rendered.

2. Failure to give notice to the Carrier within the time specified will not reduce any benefit if it
is shown that the notice was given as soon as reasonably possible, but in no event will the
Carrier be required to accept notice more than two (2) years after the end of the Benefit
Period in which the Covered Services are rendered.

The above is not applicable to claims administered by Preferred Providers.

J. RECORDS OF EMPLOYEE ELIGIBILITY AND CHANGES IN EMPLOYEE
ELIGIBILITY

1. The Group must furnish the Carrier with any data required by the Carrier for coverage of
Covered Persons under this Contract. In addition, the Group must provide written
notification to the Carrier within thirty-one (31) days of the effective date of any changes in a
Covered Person's coverage status under this Contract.

2. All notification by the Group to the Carrier must be furnished on forms approved by the
Carrier. The notification must include all information required by the Carrier to effect
changes.

3. Clerical errors or delays in recording or reporting dates will not invalidate coverage which
would otherwise be in force or continue coverage which would otherwise terminate.

4, If Contract benefits are provided by and/or approved by the Carrier for Covered Services
rendered to a Covered Person before the Carrier receives notice of the Covered Person’s
termination under the Contract, the cost of such benefits will be the sole responsibility of the
Covered Person. The effective date of termination of a Covered Person under the Contract
shall not be more than sixty (60) days before the first day of the month in which the Group
notified the Carrier of such termination.

K. RELEASE OF INFORMATION

The Carrier may furnish membership and/or coverage information to affiliated plans or other
entities for the purpose of claims processing or facilitating patient care.

The Carrier reserves the right to obtain personal health information, medical records, and/or
authorizations for care and treatment, in order to establish the Medical Necessity of a treatment,
procedure, drug or device for purposes of paying benefits under this Contract.

When the Carrier needs to obtain consent for the release of personal health information, medical
records, and/or authorization of care and treatment, or to have access to information from a Covered
Person who is unable to provide it, the Carrier will obtain consent from the parent, legal guardian,
next of kin, or other individual with appropriate legal authority to make decisions on behalf of the
Covered Person.
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L. TIMELIMIT ON CERTAIN DEFENSES

After three (3) years from the date of issue of this Contract, no misstatements, except fraudulent
misstatements made by the Applicant in the Application for such Contract, shall be used to void
said Contract or to deny benefits for a claim Incurred commencing after the expiration of such three
(3) year period.

M. LIMITATIONS OF THE CARRIER’S LIABILITY

The Carrier shall not be liable for injuries or damage resulting from acts or omissions of any officer
or employee of the Carrier or of any Provider or other person furnishing services or supplies to the
Covered Person; nor shall the Carrier be liable for injuries or damage resulting from the
dissemination of information for the purpose of claims processing or facilitating patient care.

N. RIGHT TO RECOVER PAYMENTS IN ERROR

If the Carrier should pay for any contractually excluded services through inadvertence or error, the
Carrier maintains the right to seek recovery of such payment from the Provider or Covered Person
to whom such payment was made.

0. RIGHT TO ENFORCE CONTRACT PROVISIONS

If the Carrier shall choose to waive their rights under this Contract regarding a specific term or
provision, it shall not be interpreted as a waiver of their right to otherwise administer or enforce this
Contract in strict accordance with the terms and provisions of this Contract.

P. RELATIONSHIPS AMONG PARTIES AFFECTED BY THE CONTRACT

1. The relationship that exists between the Carrier and any Provider, who is a member of the
Carrier’s Personal Choice Network, is that of an independent contractor. No Provider, who is
a member of the Carrier’s Personal Choice Network, is an agent or employee of the Carrier.
The Carrier or any employee of the Carrier is not an employee or agent of a Provider, who is
a member of the Carrier’s Provider Network. Each Provider, who is a member of the
Carrier’s Personal Choice Network, will maintain the provider-patient relationship with the
Covered Persons under the Contract and is solely responsible to Covered Persons for services
and supplies furnished to Covered Persons.

2. Neither the Group nor any Covered Person under the Contract is the agent or representative
of the Carrier. Neither the Group nor any Covered Person under the Contract will be liable
for any acts or omissions:

a. Of the Carrier, its agents or employees; or

b.  Of any Provider with which the Carrier, its agents or employees make arrangements for
furnishing services and supplies to Covered Persons.

3. The choice of a Provider is solely the Covered Person’s choice.
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Q. TERMINATION OF PREFERRED HOSPITAL OR PREFERRED SKILLED NURSING
FACILITY CONTRACT

The contract between the Carrier and a Preferred Hospital or a Preferred Skilled Nursing Facility
may be terminated, without notice to the Covered Person, in accordance with the provisions thereof,
provided however, in the event of such termination, the Preferred Hospital or the Preferred Skilled
Nursing Facility shall continue to render services and facilities to such Covered Persons as may be
Inpatients at the time of such termination or who are admitted during the ninety (90) day period
following the date of such termination.

R.  PHARMACY PROVIDERS

The Carrier anticipates that it will pass on a high percentage of the average expected Prescription
Drug rebates it receives from its pharmacy benefits manager (PBM), which is an affiliate of
Independence Blue Cross, through reductions in future premium costs to the Group. Expected
Prescription Drug rebates are based on historical drug rebates received by the Carrier from its PBM,
adjusted for known and anticipated changes in future rebate amounts. This includes, without
limitation, adjustments for drugs for which the patent is expiring or changes in the Carrier’s PBM.
While the Carrier anticipates that it will be able to pass on a high percentage of the average
expected Prescription Drug rebates, there may be instances when this amount could vary based on
actual rebates that are either higher or lower than expected (e.g., the introduction of new drugs may
result in a higher rebate) or other market conditions that are beyond the Carrier’s control. The
Group acknowledges that any rebate amounts beyond amounts that are passed on to the Group are
for the sole benefit of the Carrier and that neither the Group nor persons covered under the benefit
program, nor anyone else is entitled to receive any portion of such savings whether as part of any
claims settlement or otherwise.

S.  BLUECARD PPO PROGRAM

. Out-of-Area Services

QCC Insurance Company (“QCC”) has a variety of relationships with other Blue Cross
and/or Blue Shield Licensees referred to generally as “Inter-Plan Programs.” Whenever
Covered Persons access healthcare services outside the geographic area QCC serves, the
claim for those services may be processed through one of these Inter-Plan Programs and
presented to QCC for payment in accordance with the rules of the Inter-Plan Programs
policies then in effect. The Inter-Plan Programs available to Covered Persons under this
contract are described generally below.

Typically, Covered Persons, when accessing care outside the geographic area QCC serves,
obtain care from healthcare providers that have a contractual agreement (i.e., are
“participating providers”) with the local Blue Cross and/or Blue Shield Licensee in that other
geographic area (“Host Blue). In some instances Covered Persons may obtain care from
non-participating healthcare providers. QCC payment practices in both instances are
described below.
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A. BlueCard® Program

Under the BlueCard® Program, when Covered Persons access covered healthcare
services within the geographic area served by a Host Blue, QCC will remain
responsible to the Group for fulfilling QCC contractual obligations. However, in
accordance with applicable Inter-Plan Programs policies then in effect, the Host Blue
will be responsible for providing such services as contracting and handling
substantially all interactions with its participating healthcare providers. The financial
terms of the BlueCard Program are described generally below. Individual
circumstances may arise that are not directly covered by this description; however, in
those instances, our action will be consistent with the spirit of this description.

Liability Calculation Method Per Claim

The calculation of the Covered Person liability on claims for covered healthcare
services processed through the BlueCard Program will be based on the lower of the
participating healthcare provider's billed covered charges or the negotiated price made
available to QCC by the Host Blue.

Host Blues may use various methods to determine a negotiated price, depending on the

terms of each Host Blue’s healthcare provider contracts. The negotiated price made

available to QCC by the Host Blue may represent a payment negotiated by a Host Blue

with a healthcare provider that is one of the following:

1. An actual price. An actual price is a negotiated payment without any other
increases or decreases, or

2. An estimated price. An estimated price is a negotiated payment reduced or
increased by a percentage to take into account certain payments negotiated with
the provider and other claim- and non-claim-related transactions.  Such
transactions may include, but are not limited to, anti-fraud and abuse recoveries,
provider refunds not applied on a claim-specific basis, retrospective settlements,
and performance-related bonuses or incentives; or

3. An average price. An average price is a percentage of billed covered charges
representing the aggregate payments negotiated by the Host Blue with all of its
healthcare providers or a similar classification of its providers and other claim-
and non-claim-related transactions. Such transactions may include the same ones
as noted above for an estimated price.

Host Blues using either an estimated price or an average price may, in accordance with
Inter-Plan Programs policies, prospectively increase or reduce such prices to correct for
over- or underestimation of past prices (i.e., prospective adjustments may mean that a
current price reflects additional amounts or credits for claims already paid to providers
or anticipated to be paid to or received from providers). However, the amount paid by
the Covered Person is a final price; no future price adjustment will result in increases or
decreases to the pricing of past claims. The BlueCard Program requires that the price
submitted by a Host Blue to QCC is a final price irrespective of any future adjustments
based on the use of estimated or average pricing.

A small number of states require a Host Blue either:

1.  To use a basis for determining Covered Person liability for covered healthcare
services that does not reflect the entire savings realized, or expected to be
realized, on a particular claim; or
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2. To add a surcharge. Should the state in which healthcare services are accessed
mandate liability calculation methods that differ from the negotiated price
methodology or require a surcharge, QCC would then calculate Covered Person
liability in accordance with applicable law.

Return of Overpayments

Under the BlueCard Program, recoveries from a Host Blue or its participating
healthcare providers can arise in several ways, including, but not limited to, anti-fraud
and abuse recoveries, healthcare provider/hospital audits, credit balance audits,
utilization review refunds, and unsolicited refunds. In some cases, the Host Blue will
engage a third party to assist in identification or collection of recovery amounts. The
fees of such a third party may be netted against the recovery. Recovery amounts
determined in this way will be applied in accordance with applicable Inter-Plan
Programs policies, which generally require correction on a claim-by-claim or
prospective basis.

B.  Non-Participating Healthcare Providers Outside the QCC Service Area

Please refer to the "Covered Expense" definition in the Important Definitions section
of the Booklet-Certificate.

T. RELATIONSHIP TO BLUE CROSS AND BLUE SHIELD PLANS

The Group is hereby notified:

This Contract is between the Covered Person or Group, on behalf of itself and Covered Persons,
and the Carrier. The Carrier is an independent corporation operating under a license from the Blue
Cross and Blue Shield Association ("the Association™), which is a national association of
independent Blue Cross and Blue Shield Plans throughout the United States. Although all of these
independent Blue Cross and Blue Shield Plans operate from a license with the Association, each of
them is a separate and distinct corporation. The Association allows the Carrier to use the familiar
Blue Cross words and symbols. The Carrier, which is entering into this Contract, is not contracting
as an agent of the national Association. Only the Carrier shall be liable to the Covered Person or
Group, on behalf of itself and the Covered Persons for any of the Carrier's obligations under this
Contract. This paragraph does not add any obligations to this Contract.

U. PREMIUM RATES

Premium rates may be changed on the Anniversary Date of the Contract during any year in which
the Contract remains in effect, provided that written notice of such proposed change shall be given
to the Group by the Carrier on its own behalf not later than thirty (30) days prior to the Anniversary
Date of the Contract. If such proposed change in rates shall not be satisfactory to the Group, the
Group shall have the right, by notifying the Carrier in writing not later than thirty (30) days prior to
the Anniversary Date of the Contract after receipt by it of the aforesaid notice of such proposed
change, to terminate the Contract, and such termination shall become effective as of the
Anniversary Date of the Contract following the date of such notification. It is also agreed that
notice of such change to the Group is notice to those Covered Persons enrolled hereunder, and that
payment of the new charges shall constitute acceptance of the change in premium rates.
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SCHEDULE OF BOOKLET/CERTIFICATE(S)

Subject to the exclusions, conditions and limitations set forth in the attached booklet/certificate(s), a
Covered Person is entitled to benefits for Covered Services when: (a) deemed Medically Necessary; and
(b) billed for by a Provider. Payment allowances for Covered Services are described in the Schedule of
Covered Services section of the booklet/certificate(s); and provisions for reimbursement of services
provided by Facility Providers and Professional Providers are included under the General Information
section.
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CONTRACT RATES

Please refer to the "Confirmation of your new monthly premium rates" section of your "Important
information about your new group contract" letter for the Contractholder specific Contract Rates.
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GROUP APPLICATION
Application to:

QCC Insurance Company

whose main office address is
1901 Market Street
Philadelphia, PA 19103

By: CONTRACTHOLDER NAME

whose main office address is;: CONTRACTHOLDER ADDRESS
CITY, STATE ZIP CODE

For Group Contract Number(s): CONTRACT NUMBER(S) with an

Effective Date of: CONTRACT EFFECTIVE DATE; and an Anniversary Date of: CONTRACT
ANNIVERSARY; and will renew for a further period of twelve (12) consecutive months and thereafter,
from year to year, unless terminated as provided by this Contract; and for the coverage afforded by this
Contract, and the terms of which are hereby approved and accepted by the Group to be executed on the
Effective Date shown above.

The Application is made to the Contract and it is agreed that this Application supersedes any previous
Application for this Contract. The signature below is evidence of QCC Insurance Company’s acceptance
of the Group Contractholder’s Application on the terms hereof, and constitutes execution of this Group
Contract attached hereto on behalf of QCC Insurance Company.

QCC INSURANCE COMPANY

%J‘ﬁ—l@ Cz)fa_ﬂ&a

John R. Janney
SVP Marketing Services
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THIS SUPPLEMENTAL MEDICAL-SURGICAL HEALTH CARE CONTRACT
FOR NON-PREFERRED SERVICES

effective as of

CONTRACT EFFECTIVE DATE
by and between

CONTRACTHOLDER NAME
(Called the Group)
and
HIGHMARK INC. D/B/A

HIGHMARK BLUE SHIELD*
(Called the Plan)

A Pennsylvania non-profit corporation whose main office is 1800 Center Street, Camp Hill, PA 17089-
0089.

This agreement is a Highmark Blue Shield program which supplements the QCC Insurance Company
Personal Choice Group contract.

* Independent licensee of the Blue Cross and Blue Shield Association

PBSGR2002
Rev. 5/08
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SECTION GA - GROUP APPLICATION

Application is hereby made

to HIGHMARK INC. D/B/A
HIGHMARK BLUE SHIELD
(Called the Plan)

whose main office address is 1800 Center Street
Camp Hill, Pennsylvania 17089-0089

by CONTRACTHOLDER NAME
(Called the Group)

whose main office address is
CONTRACTHOLDER ADDRESS
CITY, STATE ZIP CODE

for the coverage afforded by Group Contract Number CONTRACT NUMBER(S) the terms of which are
hereby approved and accepted by the Group.

The Group's Contract Date is CONTRACT EFFECTIVE DATE and the Contract will continue until the
following CONTRACT ANNIVERSARY when, unless terminated as provided by this Contract, it will
renew for a further period of twelve (12) consecutive months and thereafter, from year to year.

The Application is attached to the Group Contract and it is agreed that this Application supersedes any
previous Application for the Group Contract. The signature below is evidence of Highmark's acceptance
of the Group Contractholder's Application on the terms hereof, and constitutes execution of the Group
Contract attached hereto on behalf of Highmark Blue Shield.

HIGHMARK INC. d/b/a
HIGHMARK BLUE SHIELD

M’R g

Kenneth R. Melani M. D.
Title: President and Chief Executive Officer




SECTION DE - DEFINITIONS

Refer to the definitions within the Personal Choice Group Contract to obtain the meaning of terms which
are used within this Contract but are not otherwise defined below.

1.

10.

11.

12.

13.

BENEFIT PERIOD - the specified period of time, either a Contract Year or a Calendar Year, as
shown in the schedule of benefits during which charges for Covered Services must be Incurred in
order to be eligible for payment by the Plan. A charge shall be considered Incurred on the date the
service or supply was provided to a Subscriber.

CARRIER - the QCC Insurance Company.

CERTIFIED REGISTERED NURSE - a certified registered nurse anesthetist, certified registered
nurse practitioner, certified enterostomal therapy nurse, certified community health nurse, certified
psychiatric mental health nurse, or certified clinical nurse specialist, certified by the State Board of
Nursing or a national nursing organization recognized by the State Board of Nursing. This
excludes any registered professional nurses employed by a health care facility, as defined in the
Health Care Facilities Act, or by an anesthesiology group.

CHIROPRACTOR - a licensed chiropractor performing services within the scope of such
licensure.

CLINICAL LABORATORY - a medical laboratory licensed where required and performing
within the scope of such licensure that is not affiliated or associated with a Hospital or Physician.

COINSURANCE - The percentage of Covered Expenses which must be paid by the Subscriber.

CONTRACT - the agreement, including the Group Application, riders and/or endorsements if any,
between the Plan and the Group, as a supplement to the QCC Insurance Company Personal Choice
Group Contract.

CONTRACT DATE - the date, specified on the Acceptance page of this Contract, on which
coverage under this Contract commences for the Group.

COPAYMENT - a specified amount of expenses applied to a specified Covered Service for which
the Subscriber is responsible per covered service.

COVERED SERVICE - a service or supply specified in this Contract for which benefits will be
provided when rendered by a Non-Preferred Professional Provider.

DEDUCTIBLE - A specified amount of Covered Expenses for the covered services that is incurred
by the subscriber before the Plan will assume any liability.

DENTIST - a licensed doctor of dental surgery (D.D.S.) or doctor of medical dentistry (D.M.D.).

EFFECTIVE DATE - according to the Schedule of Eligibility, the date on which coverage for a

Subscriber begins under this Contract.



14.

15.

16.

17.

EXPERIMENTAL/INVESTIGATIVE - the use of any treatment, service, procedure, facility,
equipment, drug, device or supply (intervention) which is not determined by the Plan or its
designated agent to be medically effective for the condition being treated.

The Plan will consider an intervention to be Experimental/Investigative if;

a. the intervention does not have FDA approval to market for the specific relevant indication(s);
or

b.  available scientific evidence does not permit conclusions concerning the effect of the
intervention on health outcomes; or

c.  the intervention is not proven to be as safe or as effective in achieving an outcome equal to or
exceeding the outcome of alternative therapies; or

d.  the intervention does not improve health outcomes; or
e. the intervention is not proven to be applicable outside the research setting.

If an intervention as defined above is determined to be Experimental/ Investigative at the time of
service, it will not receive retroactive coverage even if it is found to be in accordance with the above
criteria at a later date.

MEDICALLY NECESSARY AND APPROPRIATE (MEDICAL NECESSITY AND
APPROPRIATENESS) - services or supplies that a Professional Provider, exercising prudent
clinical judgment, would provide to a patient for the purpose of preventing, evaluating, diagnosing
or treating an illness, injury, disease or its symptoms, and that are:

a. in accordance with generally accepted standards of medical practice;

b.  clinically appropriate, in terms of type, frequency, extent, site and duration, and considered
effective for the patient’s illness, injury or disease; and

c. not primarily for the convenience of the patient, physician, or other health care provider, and
not more costly than an alternative service or sequence of services at least as likely to
produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of that
patient’s illness, injury or disease.

The Plan reserves the right, utilizing the criteria set forth in this Definition, to render the final
determination as to whether a service or supply is Medically Necessary and Appropriate. No
benefits hereunder will be provided unless the Plan determines that the service or supply is
Medically Necessary and Appropriate.

NON-PARTICIPATING PROFESSIONAL PROVIDER - a Professional Provider who has not
agreed to accept a rate of reimbursement determined by a contract with the Carrier for the provision
of Covered Services to Covered Persons, and who does not have an agreement with Highmark Blue
Shield to accept the Plan Payment as payment in full.

NON-PREFERRED PROFESSIONAL PROVIDER - a Professional Provider who is not a

member of the Personal Choice Network.
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23.

24.

25.

26.

27.

28.

29.

NURSE-MIDWIFE - a licensed certified Nurse-Midwife.

OPTOMETRIST - a licensed Optometrist performing services within the scope of such licensure.

PARTICIPATING PROFESSIONAL PROVIDER - a Professional Provider who has an

agreement with Highmark Blue Shield and who has agreed to a rate of reimbursement determined
by contract for the provision of Covered Services to Covered Persons.

PHYSICAL THERAPIST - a licensed Physical Therapist. Where there is no licensure law, the

Physical Therapist must be certified by the appropriate professional body.

PLAN PAYMENT - the amount paid by the Plan for which Covered Service or supply is specified

in the Contract for which benefits will be provided. This payment means a percentage of Provider's
Reasonable Charge.

PODIATRIST - a licensed Podiatrist performing Services within the scope of such licensure.
PREFERRED PROFESSIONAL PROVIDER - a Professional Provider who is a member of the

Personal Choice Network and who has agreed to a rate of reimbursement determined by contract for
Covered Services rendered to a Covered Person.

PROFESSIONAL PROVIDER - a person or practitioner licensed where required and performing
Services within the scope of such licensure. The Professional Providers are:

- Audiologist - Optometrist

- Certified Registered Nurse - Physical Therapist

- Chiropractor - Physician

- Clinical Laboratory - Podiatrist

- Dentist - Psychologist

- Nurse-Midwife - Speech-Language Pathologist

- Teacher of the Hearing Impaired

PROVIDER - a Professional Provider, licensed where required and performing within the scope of
their license.

PROVIDER'S REASONABLE CHARGE (PRC) - For the services of Professional Providers, the
Provider's Reasonable Charge will be the Usual, Customary, and Reasonable (UCR) Charge as
defined in this Contract or the charge, whichever is lower.

PSYCHOLOGIST - a licensed Psychologist. When there is no licensure law, the Psychologist
must be certified by the appropriate professional body.

SUBSCRIBER - an enrolled applicant and the applicant's eligible dependents as described in the
Personal Choice Group Contract's schedule of eligibility.
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USUAL, CUSTOMARY, AND REASONABLE CHARGE - under the UCR methodology,

Highmark Blue Shield determines an allowed amount of Covered Services by applying one or more
of the following criteria:

a. USUAL - the allowed amount determined by Blue Shield for a Professional Provider based
upon that individual provider's charges for the procedure performed;

b. CUSTOMARY - the allowed amount determined by Blue Shield by considering relevant
professional, economic, and market factors, including but not limited to: the degree of
professional involvement, charges of professional providers of the same or similar specialty
for the procedure performed, the actual cost of equipment and facilities, or other factors
which contribute to the cost of the procedure

c. REASONABLE - the allowed amount (which may differ from the Usual or Customary
allowed amounts) determined by Blue Shield by considering unusual clinical circumstances.

Allowed amounts are updated periodically to respond to changing economic and market
circumstances. The timing of updates and methodology employed are subject to approval by the
Insurance Department of the Commonwealth of Pennsylvania.



SECTION SE - SCHEDULE OF ELIGIBILITY

Eligibility for coverage under this Contract is specified in the Personal Choice Group Contract that is
issued in conjunction with this Supplemental Medical-Surgical Health Care Contract.
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SECTION MC - MANAGED HEALTH CARE

Managed Care under this Contract is specified in the Personal Choice Group Contract that is issued in
conjunction with this Supplemental Medical-Surgical Health Care Contract.
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SECTION SB - SCHEDULE OF BENEFITS

Subject to the Exclusions, Conditions, and Limitations of the Personal Choice Group Contract that is
issued in conjunction with this Supplemental Medical-Surgical Health Care Contract, a Subscriber is
entitled to benefits for Covered Services under this Contract as listed in the Personal Choice Group
Contract's Schedule of Benefits, when rendered by a Participating Professional Provider who is not a
Preferred Professional Provider.
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SECTION DB - DESCRIPTION OF BENEFITS

Subject to the Exclusions, Conditions, and Limitations of the Personal Choice Group Contract that is
issued in conjunction with this Supplemental Medical-Surgical Health Care Contract, a Subscriber is
entitled to the benefits for Covered Services under this Contract as described in the Personal Choice
Group Contract's Description of Benefits, when rendered by a Participating Professional Provider who is
not a Preferred Professional Provider.
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SECTION EX - EXCLUSIONS

Exclusions in the Personal Choice Group Contract that is issued in conjunction with this Supplemental
Medical-Surgical Health Care Contract, are applicable.
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SECTION GP - GENERAL PROVISIONS

ENTIRE CONTRACT; CHANGES

This Contract with the Group Application, the individual applications, if any, of the Employees,
and the Amendatory Riders and/or Schedules in conjunction with the Personal Choice Group
Contract is the entire Contract between the Group and the Plan. No change in this Contract will be
effective until approved by an authorized Plan officer. This approval must be noted on or attached
to this Contract. No agent or representative of the Plan other than a Plan officer may otherwise
change this Contract or waive any of its provisions. All statements made by the Group or by any
individual Subscriber shall, in the absence of fraud, be deemed representations and not warranties,
and no such statement shall be used in defense to a claim under this Contract, unless it is contained
in a written application.

BENEFITS TO WHICH SUBSCRIBERS ARE ENTITLED

1. The liability of the Plan is limited to the benefits specified in the Personal Choice Group
Contract.

2. Except as provided in the Managed Care Contract in respect to Human Organ and Tissue
Transplant, no person other than a Subscriber is entitled to receive benefits under this
contract. Such right to benefits and coverage is not transferable except in the case of a
custodial parent of a Dependent covered under this contract as required by law.

3. Benefits for Covered Services specified in this Contract will be provided only for services
and supplies that are rendered by a Provider specified in the Definitions section of this
Contract and regularly included in such Provider's charges.

RECORDS OF SUBSCRIBER ELIGIBILITY AND CHANGES IN SUBSCRIBER
ELIGIBILITY

1. The Group must furnish the Plan with any data required by the Plan for coverage of
Subscribers under this Contract. In addition, the Group must provide prompt notification to
the Plan of the effective date of any changes in a Subscriber's coverage status under this
Contract.

2. All notification by the Group to the Plan must be furnished on forms approved by the Plan.
The notification must include all information reasonably required by the Plan to effect
changes.

3. Clerical errors or delays in recording or reporting dates will not invalidate coverage which
would otherwise be in force or continue coverage which would otherwise terminate. Upon
discovery of errors or delays, an equitable adjustment of charges and benefits will be made.

4.  The Group is liable for the cost of all Contract benefits which are provided for services

rendered to a terminated Subscriber because of the Group's failure to notify the Plan of such
Subscriber's termination on or before the termination date.
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D. TERMINATION OF THE GROUP CONTRACT; GRACE PERIOD

1.

2.

Either the Group or the Plan may cancel this Contract on any Contract anniversary by giving
written notice to the other party at least thirty (30) days in advance. This Contract will
terminate automatically upon termination of the Personal Choice Group Contract.

See Personal Choice Group Contract for additional provisions.

E. TERMINATION OF THE SUBSCRIBER'S COVERAGE

1.

When a Subscriber ceases to be an eligible Subscriber under the Personal Choice Group
Contract and therefore ineligible under this Contract, the Subscribers coverage will terminate
at the end of the month in which the Subscriber became ineligible.

The Subscriber's coverage under this Contract shall terminate:

(@ on the first day of the month following the receipt of the Subscriber's written
termination request.

(b) upon thirty (30) days written notice of termination for cause (such as fraudulent use of
an ldentification Card) by the Plan. However, the Plan will not terminate coverage
because of a Subscriber's Medically Necessary and Appropriate utilization of Covered
Services;

(c) if the Subscriber, in obtaining coverage hereunder, is guilty of fraud or material
misrepresentation of fact. In such case, the Plan may, at its option, treat the
Subscriber's coverage as canceled. The Subscriber will forfeit any charges paid to the
extent of the liability incurred by the Plan.

(d) if the Subscriber knowingly permits abuse or misuse of the Subscriber identification
Card; or

(e) at12:01a.m. on the termination date reflected on the records of the Plan; or

(H)  when the Group Contract terminates.

F. NOTICE OF CLAIM

1.

The Plan will not be liable under this Contract unless proper notice is furnished to the Plan
that Covered Services have been rendered to a Subscriber. Written notice must be given
within 90 days after completion of the Covered Services. The notice must include the data
necessary for the Plan to determine benefits. A charge shall be considered Incurred on the
date a Subscriber receives the service or supply for which the charge is made.

Failure to give notice to the Plan within the time specified will not reduce any benefit if it is
shown that the notice was given as soon as reasonably possible, but in no event will the Plan
be required to accept notice more than 24 months after the charge for Covered Services was
Incurred.
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RELEASE OF INFORMATION

Each Subscriber agrees that any person or entity having information relating to an illness or injury
for which benefits are claimed under this Contract may furnish it to the Plan, upon its request, any
information (including copies of records) relating to the illness or injury. In addition, the Plan may
furnish similar information regarding claims and charges submitted to the Plan by Hospitals,
Facility Other Providers, Professional Providers or Professional Other Providers. The Parties
understand that any information provided to the Group may be adjusted by the Plan to prevent the
disclosure of the identity of any Subscriber or other patient treated by said Providers. The Group
shall reimburse the Plan for the actual costs of preparing and providing said information. The Plan
shall provide the Group with such expense prior to incurring such costs.

LIMITATION OF ACTIONS

See Personal Choice Group Contract.

PAYMENT OF BENEFITS

1.  The Plan is authorized by the Subscriber to make payments directly to Providers (or
Suppliers) furnishing Covered Services for which benefits are provided under this Contract.
However, the Plan reserves the right to make the payments directly to the Subscriber. As
required by law, the right of a Subscriber to receive payment is not assignable nor may
benefits of this Contract be transferred, either before or after covered services are rendered.

2. Once Covered Services are rendered by a Provider, the Plan will not honor Subscriber
requests not to pay the claims submitted by the Provider. The Plan will have no liability to
any person because of its rejection of the request.

SUBSCRIBER/PROVIDER RELATIONSHIP

1. The choice of a Provider is solely the Subscriber's.

2. The Plan does not furnish Covered Services but only makes payment for Covered Services
received by Subscribers. The Plan is not liable for any act or omission of any Provider. The
Plan has no responsibility for a Provider's failure or refusal to render Covered Services to a
Subscriber.

3. The use or non-use of an adjective such as Participating, or Non-Participating in modifying
any Provider is not a statement as to the ability of the Provider.

AGENCY RELATIONSHIP

The Group is the agent of the Subscribers, not the Plan.

PARTICIPATING PLAN

The Plan may make an agreement with any appropriate entity (referred to as a Participating Plan) to
provide, in whole or in part, benefits for Covered Services to Subscribers.

Wherever Plan is used in this Contract, it includes Participating Plan(s) unless the context clearly
indicates to the contrary.
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APPLICABLE LAW

This Contract is entered into and is subject to the laws of the Commonwealth of Pennsylvania.

SUBSCRIBER RIGHTS

A Subscriber shall have no rights or privileges as to the benefits provided under this Contract as a
supplement to the Personal Choice Group Contract except as specifically provided herein.

NOTICE

Any notice required under this Contract must be in writing. Notice given to the Group will be sent
to the Group's address stated in the Group Application. Notice given to the Plan will be sent to the
Plans address stated in the Group Application. Notice given to a Subscriber will be sent to the
Subscribers address as it appears on the records of the Plan or in care of the Group. The Group, the
Plan, or a Subscriber, may, by written notice, indicate a new address for giving notice.

COORDINATION OF BENEFITS

See Personal Choice Group Contract.

SUBROGATION

See Personal Choice Group contract.

BENEFITS AFTER TERMINATION OF COVERAGE

See Personal Choice Group contract.

PROVIDER REIMBURSEMENT

Reimbursement of Professional Providers

a.

Blue Shield is authorized by the Subscriber to make payment directly to the Participating
Professional Providers furnishing Covered Services for which benefits are provided under
this Contract. However, the Plan reserves the right to make the payments directly to the
Subscriber.

Participating and Non-Participating Professional Provider Reimbursement

Benefit amounts, as specified in the Personal Choice Group Contract, refer to Covered
Services rendered by a Participating Professional Provider which are regularly included in
such Professional Provider's charges and are billed by and payable to such Professional
Provider. Participating Professional Provider payment will be made in accordance with the
Plan Payment.

When Covered Services are performed by a Non-Participating Professional Provider, the Plan

reserves the right to make payment to the Subscriber. Plan Payment for Covered Services
rendered by a Non-Participating Provider are calculated in accordance with the Personal
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Choice Group Contract. Any difference between the Non-Participating Professional
Providers charge and the Plan Payment shall be the personal responsibility of the Subscriber.

c. Except as required by law, the right of a Subscriber to receive payment is not assignable nor
may benefits of this Contract be transferred, either before or after Covered Services are
rendered.

d. Once Covered Services are rendered by a Professional Provider, the Plan will not honor a
Subscriber request not to pay for claims submitted by the Professional Provider. The Plan
will have no liability to any person because of its rejection of the request.

e. Service Benefits Provision

Service Benefits apply to Subscribers who utilize Participating Professional Providers.
Participating Professional Providers have agreed to accept the Provider's Reasonable Charge
as payment in full for Covered Services. Participating Professional Providers will make no
additional charge for service benefits to Subscribers for Covered Services except in the case
of certain Deductibles, Coinsurances, Co-payments, or amounts exceeding Maximums
referred to in this Contract and/or the Personal Choice Group Contract. If payment is not
made within 60 days, the participating professional provider may bill the subscriber the
difference between the charge and PRC.

Any dispute between the Participating Professional Provider and a Subscriber with respect to
balance billing shall be submitted to the Plan for determination. The decision by the Plan
shall be final.

CONFIDENTIALITY

The records of the Plan developed and maintained in conjunction with providing payments of
benefits under the terms of this Contract are proprietary and confidential to the Plan. To the extent
that the Group requires such information, the Group shall in every case comply with the procedures
of the Plan for obtaining such information and hold such information in the strictest confidence.

COMPLIANCE WITH LAW; AMENDMENT

Anything contained herein to the contrary notwithstanding, the Plan shall have the right, for the
purpose of complying with the provisions of any law or lawful order of a regulatory authority, to
amend this Contract, including any Amendatory Riders hereto, or to increase, reduce or eliminate
any of the benefits provided for in this Contract for any one or more eligible Subscribers enrolled
under this Contract, and each party hereby agrees to any amendment of this Contract which is
necessary in order to accomplish such purpose. Should the change to this Contract, to comply with
the law, have a material financial impact on the payment of benefits pursuant to this Contract, the
parties shall cooperate and negotiate in good faith to determine an equitable amendment to the
financial terms of this Contract. Provided, however, that the failure of the parties to so agree on the
amendment to the financial terms of this Contract within 30 days after notice of the amendment has
been received shall entitle either party to thereupon terminate this Contract, such termination to be
effective no less than 30 days after written notice of termination has been received by the non-
terminating party.
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V. RELATIONSHIP TO BLUE CROSS AND BLUE SHIELD PLANS

This contract is between the Group, on behalf of itself and the Subscribers and Highmark Blue
Shield only. Highmark Blue Shield is an independent corporation operating under a license from
the Blue Cross and Blue Shield Association (the Association), which is a national association of
independent Blue Cross and Blue Shield Plans throughout the United States. Although all of these
independent Blue Cross and Blue Shield Plans operate from a license with the Association, each of
them is a separate and distinct corporation. The Association allows Highmark Blue Shield to use
the familiar Blue Cross and Blue Shield words and symbols. Highmark Blue Shield shall be liable
to the Group, on behalf of itself and the Subscribers for any of the Plans obligations under this
Contract. This paragraph does not add any obligations to this Contract.

sup/rev.5/08
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AMENDMENT TO YOUR PERSONAL CHOICE/PPO AGREEMENT

QCC INSURANCE COMPANY

This Amendment is issued to form part of QCC Insurance Company's Personal Choice/PPO Health
Benefits Program Group Contract (Form No. 16750).

Effective January 1, 2012, this Amendment changes the language that describes the provisions, conditions
or other terms of the Group Contract as detailed below.

The last item under the subsection Records of Employee Eligibility and Changes in Employee
Eligibility of the Contract Provisions section is replaced by the following:

If Contract benefits are provided by and/or approved by the Carrier for Covered Services
rendered to a Covered Person before the Carrier receives notice of the Covered Person’s
termination under the Contract, the cost of such benefits will be the sole responsibility of the
Covered Person. The effective date of termination of a Covered Person under the Contract
shall not be more than thirty (30) days before the first day of the month in which the Group
notified the Carrier of such termination.

The Premium Rates subsection of the Contract Provisions section is replaced by the
following:

Premium Rates

Premium rates may be changed on the Anniversary Date of the Contract during any year in
which the Contract remains in effect, provided that written notice of such proposed change
shall be given to the Group by the Carrier on its own behalf not later than thirty (30) days
prior to the Anniversary Date of the Contract. Provided, however, that if less than thirty (30)
days notice is given by the Carrier, the new premium rate will be effective on the first day of
the month following the Anniversary Date. It is also agreed that notice of such change to the
Group is notice to those Covered Persons enrolled hereunder, and that payment of the new
charges shall constitute acceptance of the change in premium rates.

All other terms of the Group Contract shall remain in effect.

C@ﬁi‘k@ Cﬁtma

John R. Janney
Sr. Vice President
Marketing Services

16750_k_blc9












PERSONAL CHOICE HEALTH BENEFITS PLAN
A COMPREHENSIVE MAJOR MEDICAL GROUP BOOKLET-CERTIFICATE
By and Between

QCC Insurance Company
(Called "the Carrier")
A Pennsylvania Corporation
Located at
1901 Market Street
Philadelphia, PA 19103

And

Group (Contractholder)
(Called "the Group™)

The Carrier certifies that you (the enrolled Employee and your enrolled eligible Dependents, if any) are
entitled to the benefits described in this Booklet/Certificate, subject to the eligibility and effective date
requirements.

This Booklet/Certificate replaces any and all Booklet/Certificates previously issued to you under any
group contracts issued by the Carrier providing the types of benefits described in this Booklet/Certificate.

The Contract is between the Carrier and the Contractholder. This Booklet/Certificate is a summary of the
provisions that affect your insurance. All benefits and exclusions are subject to the terms of the Group
Contract.

ATTEST:

C@L»@ CB’LM@

John R. Janney
SVP Marketing Services

Comprehensive Major Medical Coverage that utilizes a Preferred Provider Network to maximize
benefits while offering Covered Persons the choice of selecting Non-Preferred Providers, except
where specifically prohibited by the contract, subject to a reduction of benefits. This coverage
utilizes extensive Precertification and utilization management procedures, which must be followed
to maximize benefits and avoid penalties. Failure to obtain Precertification for services provided by
a BlueCard PPO Provider or an Out-of-Network Provider will result in a twenty percent (20%0)
reduction in benefits.

Form No. 16750-BC.SG.FAM.HSA (QSS5#ZK5V67)
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INTRODUCTION

Thank you for joining QCC Insurance Company (the Carrier). Our goal is to provide you with access to
guality health care coverage. This Booklet/Certificate is a summary of your benefits and the procedures
required in order to receive the benefits and services to which you are entitled. Your specific benefits
covered by the Carrier are described in the Description of Covered Services section of this
Booklet/Certificate. Benefits, exclusions and limitations appear in the Exclusions — What Is Not Covered
and the Schedule of Covered Services sections of this Booklet/Certificate.

Please remember that this Booklet/Certificate is a summary of the provisions and benefits provided in the
program selected by your Group. Additional information is contained in the Group Contract available
through your Group benefits administrator. The information in this Booklet/Certificate is subject to the
provisions of the Group Contract. If changes are made to your Group's Plan, you will be notified by your
Group benefits administrator. Group Contract changes will apply to benefits for services received after
the effective date of change.

If changes are made to this Plan, you will be notified. Changes will apply to benefits for services received
on or after the effective date unless otherwise required by applicable law. The effective date is the later
of:

A.  The effective date of the change;
B.  Your Effective Date of coverage; or
C.  The Group Contract anniversary date coinciding with or next following that service's effective date.

Please read your Booklet/Certificate thoroughly and keep it handy. It will answer most of your questions
regarding the Carrier's procedures and services. If you have any other questions, call the Carrier's
Customer Service Department (*"Customer Service') at the telephone number shown on your ID
Card.

Any rights of a Covered Person to receive benefits under the Group Contract and Booklet/Certificate are
personal to the Covered Person and may not be assigned in whole or in part to any person, Provider or
entity, nor may benefits be transferred, either before or after Covered Services are rendered. However, a
Covered Person can assign benefit payments to the custodial parent of a Dependent covered under the
Group Contract and Booklet/Certificate, as required by law.

See Important Notices section for updated language and coverage changes that may effect this
Booklet/Certificate.
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DESCRIPTION OF COVERED SERVICES

Subject to the exclusions, conditions and limitations of this Plan, a Covered Person is entitled to benefits
for the Covered Services described in this Description of Covered Services section during a Benefit
Period, subject to any Copayment, Deductible, Coinsurance, Out-of-Pocket Limit or Lifetime Maximum.
These amounts and percentages, and other cost-sharing requirements are specified in the Schedule of
Covered Services.

Covered Services may be provided by either a Preferred or Non-Preferred Provider. However, the
Covered Person will maximize the benefits available when Covered Services are provided by a Provider
that belongs to the Personal Choice Network (a Preferred Provider) and has a contract with the Carrier to
provide services and supplies to the Covered Person. The Covered Person will be held harmless for out
of network differentials if: a Preferred Provider fails to provide written notice to the Covered Person of
the Provider’s Non-Preferred status for certain services; or, a Preferred Provider provides a written order
for certain services to be performed by a Preferred Provider that has Non-Preferred status for those
services and that Provider performs such service. The General Information section provides more detail
regarding Preferred and Non-Preferred Providers, the Personal Choice Network, and the reimbursement
of Covered Services provided by Facility Providers and Professional Providers.

Some Covered Services must be Precertified before the Covered Person receives the services.
Precertification of services is a vital program feature that reviews Medical Necessity of certain procedures
and/or admissions. In certain cases, Precertification helps determine whether a different treatment may be
available that is equally effective yet less traumatic. Precertification also helps determine the most
appropriate setting for certain services. Failure to obtain a required Precertification for a Covered Service
could result in a reduction of benefits. More information on Precertification is found in the General
Information section.

PRIMARY AND PREVENTIVE CARE

A Covered Person is entitled to benefits for Primary Care and “Preventive Care” Covered Services when
deemed Medically Necessary and billed for by a Provider. Payment allowances for Covered Services and
other cost-sharing requirements are specified in the Schedule of Covered Services.

“Preventive Care” services generally describe health care services performed to catch the early warning
signs of health problems. These services are performed when the Covered Person has no symptoms of
disease. Services performed to treat an illness or injury are not covered as Preventive Care under this
benefit.

The Carrier periodically reviews the schedule of Covered Services based on recommendations from
organizations such as The American Academy of Pediatrics, The American College of Physicians, the
U.S. Preventive Services Task Force and The American Cancer Society. Accordingly, the frequency and
eligibility of Covered Services are subject to change. The Carrier reserves the right to modify the
schedule at any time after written notice of the change has been given to the Covered Person.

Office Visits

Medical care visits for the examination, diagnosis and treatment of an illness or injury by a Primary Care
Provider. For the purpose of this benefit, “Office Visits” include medical care visits to a Provider’s
office, medical care visits by a Provider to a Covered Person’s residence, or medical care consultations by
a Provider on an Outpatient basis.
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Pediatric Preventive Care

Pediatric Preventive Care includes the following:

A. Physical Examination, Routine History, Routine Diagnostic Tests. Well baby care, which
generally includes a medical history, height and weight measurement, physical examination and
counseling, is limited to Covered Persons under eighteen (18) years of age in accordance with the
schedule shown below. When a range is given (i.e., 2-3 months), the dash indicates that coverage is
available for one service from two (2) months through three (3) months of age.

Twenty-six (26) examinations up to age seventeen (17) — according to each of the following age
groupings:
. Eleven (11) exams between the ages of 0-30 months within the following age ranges:
3-5 days 12-14 months
0-1 month 15-17 months
2-3 months 18-23 months
4-5 months 24-29 months
6-8 months 30 months
9-11 months
o One (1) exam every Benefit Period between three (3) and seventeen (17) years of age

B. Blood Lead Screening. This blood test detects elevated lead levels in the blood. Children are

covered for:
o One (1) test between 9-12 months of age
o One (1) test at twenty-four (24) months of age

C. Hemoglobin/Hematocrit. This blood test measures the size, shape, number and content of red

blood cells. Children are covered for:

o One (1) test between 0-12 months of age

o One (1) test between one (1) and four (4) years of age

. One (1) test between five (5) and twelve (12) years of age

. One (1) test between thirteen (13) and seventeen (17) years of age

D. Rubella Titer Test. The rubella titer blood test checks for the presence of rubella antibodies. 1f no
antibodies are present, the rubella immunization should be given. The rubella titer blood test is
recommended when it is unsure whether the child has ever been immunized. Children are covered
for one (1) test and immunization between eleven (11) and seventeen (17) years of age.

E.  Urinalysis. This test detects numerous abnormalities. Children are covered for:

. One (1) test every 365 days between 0-24 months of age
. One (1) test every Benefit Period between two (2) and seventeen (17) years of age
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Pediatric Immunizations

Coverage will be provided for those pediatric immunizations, including the immunizing agents, which, as
determined by the Department of Health, conform with the Standards of the (Advisory Committee on
Immunization Practices of the Center for Disease Control) U.S. Department of Health and Human
Services. Benefits are limited to Covered Persons under twenty-one (21) years of age.

Adult Preventive Care

A. Physical Examination, Routine History. Well person care, which generally includes a medical
history, height and weight measurement, physical examination and counseling, plus necessary
Diagnostic Services, is limited to Covered Persons eighteen (18) years of age or older in accordance
with the following schedule:

o One (1) examination every Benefit Period at eighteen (18), nineteen (19), twenty (20), and
twenty-one (21) years of age

o One (1) examination every two (2) Benefit Periods between twenty-two (22) and thirty-nine
(39) years of age

o One (1) examination every Benefit Period, beginning at forty (40) years of age

B. Adult Tetanus Toxoid (TD). This immunization provides immunity against tetanus and
diphtheria.

o One (1) test every ten (10) Benefit Periods, beginning at eighteen (18) years of age

C. Blood Cholesterol Test. This blood test measures the total serum cholesterol level. High blood
cholesterol is one of the risk factors that leads to coronary artery disease.

o One (1) test every four (4) Benefit Periods between eighteen (18) and thirty-nine (39) years of
age
o One (1) examination every Benefit Period, beginning at forty (40) years of age

D. Complete Blood Count (CBC). This blood test checks the red and white blood cell levels,
hemoglobin and hematocrit.

o One (1) test every Benefit Period at eighteen (18), nineteen (19), twenty (20), and twenty-one
(21) years of age

o One (1) examination every two (2) Benefit Periods between twenty-two (22) and thirty-nine
(39) years of age

o One (1) test every Benefit Period, beginning at forty (40) years of age

E.  Fecal Occult Blood Test. This test checks for the presence of blood in the feces which is an early
indicator of colorectal cancer.

o One (1) test every Benefit Period, beginning at fifty (50) years of age

F.  Elexible Sigmoidoscopy. This test detects colorectal cancer by use of a flexible fiberoptic
sigmoidoscope.

o One (1) test every three (3) Benefit Periods, beginning at fifty (50) years of age
G. Influenza Vaccine. This vaccine provides immunization against influenza type A and B viruses.
o One (1) vaccine every Benefit Period, beginning at eighteen (18) years of age
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H. Pneumococcal Vaccine. This vaccine provides immunization against pneumococcal disease.
Pneumococcal disease may cause pneumonia and other infections such as meningitis and
bronchitis.

o One (1) vaccine every five (5) Benefit Periods, beginning at sixty-four (64) years of age

l. Prostate Specific Antigen (PSA). This blood test may be used to detect tumors of the prostate.
) One (1) test every Benefit Period, beginning at fifty (50) years of age

J. Routine Colonoscopy. This test detects colorectal cancer by use of a flexible fiberoptic
colonoscope.
o One (1) test every ten (10) Benefit Periods, beginning at fifty (50) years of age

K. Rubella Titer Test. The rubella titer blood test checks for the presence of rubella antibodies. 1f no
antibodies are present, the rubella immunization should be given. The rubella titer blood test is
recommended when it is unsure whether the adult has ever been immunized.

o One (1) test and immunization between eighteen (18) and forty-nine (49) years of age

L. Thyroid Function Test. This test detects hyperthyroidism and hypothyroidism.
o One (1) series of tests every Benefit Period, beginning at eighteen (18) years of age

M.  Urinalysis. This test detects numerous abnormalities.
o One (1) test every Benefit Period, beginning at eighteen (18) years of age

N.  Varicella Vaccine. This vaccine is recommended for women of childbearing age who have not
been previously exposed to the chicken pox virus.
o One (1) immunization for women between eighteen (18) and forty-nine (49) years of age

0. Fasting Blood Glucose Test. This test is used for detection of diabetes
o One (1) test every three (3) years, beginning at age forty-five (45).

P.  Abdominal Aortic Aneurysm screening. One (1) test per lifetime is recommended for men with a
smoking history.
o One (1) ultrasound for men between sixty-five (65) and seventy-five (75) years of age.

Q.  Benefits are also payable for certain immunizations provided to Covered Persons determined to be
at “high risk” as determined by the Carrier.

Routine Gynecological Examination, Pap Smear

Female Covered Persons are covered for one (1) routine gynecological examination each Benefit Period,
including a pelvic examination and clinical breast examination; and routine Pap smears in accordance
with the recommendations of the American College of Obstetricians and Gynecologists.

Mammograms

Coverage will be provided for screening and diagnostic mammograms. Benefits for mammography are

payable only if performed by a qualified mammography service provider who is properly certified by the
appropriate state or federal agency in accordance with the Mammaography Quality Assurance Act of 1992,
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Osteoporosis Screening (Bone Mineral Density Testing or BMDT)

Coverage is provided for Bone Mineral Density Testing using a U.S. Food and Drug Administration
approved method. This test determines the amount of mineral in a specific area of the bone. It is used to
measure bone strength which is the aggregate of bone density and bone quality. Bone quality refers to
architecture, turnover and mineralization of bone. The BMDT must be prescribed by a Professional
Provider legally authorized to prescribe such items under law.

o One screening test every two (2) Benefit Periods beginning at age 65

Nutrition Counseling For Weight Management

Coverage will be provided for any Covered Person for nutrition counseling visits in an office setting for
the purpose of weight management, up to the Maximum visit limit as specified in the Schedule of
Covered Services.

INPATIENT SERVICES

A Covered Person is entitled to benefits for Covered Services while an Inpatient in a Facility Provider
when deemed Medically Necessary and billed for by a Provider. Payment allowances for Covered
Services and other cost-sharing requirements are specified in the Schedule of Covered Services.

Hospital Services

A. Ancillary Services

Benefits are payable for all ancillary services usually provided and billed for by Hospitals (except
for personal convenience items) including, but not limited to, the following:

1. Meals, including special meals or dietary services as required by the Covered Person’s
condition;

2. Use of operating, delivery, recovery, or other specialty service rooms and any equipment or
supplies therein;

3. Casts, surgical dressings, and supplies, devices or appliances surgically inserted within the

body;

Oxygen and oxygen therapy;

Anesthesia when administered by a Hospital employee, and the supplies and use of anesthetic

equipment;

6.  Cardiac Rehabilitation Therapy, Chemotherapy, Dialysis, Occupational Therapy, Physical
Therapy, Pulmonary Rehabilitation Therapy, Radiation Therapy, respiratory therapy, and
Speech Therapy when administered by a person who is appropriately licensed and authorized
to perform such services;

7. All drugs and medications (including intravenous injections and solutions) for use while in
the Hospital and which are released for general use and are commercially available to
Hospitals;

oa s

8.  Use of special care units, including, but not limited to, intensive or coronary care; and
9. Pre-admission testing.
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B. Room and Board

Benefits are payable for general nursing care and such other services as are covered by the
Hospital's regular charges for accommodations in the following:

1. An average semi-private room, as designated by the Hospital;, or a private room, when
designated by the Carrier as semi-private for the purposes of this plan in Hospitals having
primarily private rooms;

A private room, when Medically Necessary;

3. A special care unit, such as intensive or coronary care, when such a designated unit with
concentrated facilities, equipment and supportive services is required to provide an intensive
level of care for a critically ill patient;

4. Abedinageneral ward; and

5 Nursery facilities.

N

Benefits are provided up to the number of days specified in the Schedule of Covered Services.

In computing the number of days of benefits, the day of admission, but not the date of discharge shall be
counted. If the Covered Person is admitted and discharged on the same day, it shall be counted as one (1)
day.

Days available shall be allowed only during uninterrupted stays in a Hospital. Benefits shall not be
provided: (a) during the absence of a Covered Person who interrupts his stay and remains past midnight
of the day on which the interruption occurred; or (b) after the discharge hour that the Covered Person's
attending Physician has recommended that further Inpatient care is not required.

Medical Care

Medical Care rendered by the Professional Provider in charge of the case to a Covered Person who is an
Inpatient in a Hospital, Rehabilitation Hospital or Skilled Nursing Facility for a condition not related to
Surgery, pregnancy, Radiation Therapy, or Mental Iliness, except as specifically provided. Such care
includes Inpatient intensive Medical Care rendered to a Covered Person whose condition requires a
Professional Provider's constant attendance and treatment for a prolonged period of time.

A. Concurrent Care

Services rendered to an Inpatient in a Hospital, Rehabilitation Hospital or Skilled Nursing Facility
by a Professional Provider who is not in charge of the case but whose particular skills are required
for the treatment of complicated conditions. This does not include observation or reassurance of
the Covered Person, standby services, routine preoperative physical examinations or Medical Care
routinely performed in the pre- or post-operative or pre- or post-natal periods or Medical Care
required by a Facility Provider's rules and regulations.

B. Consultations

Consultation services when rendered to an Inpatient in a Hospital, Rehabilitation Hospital or
Skilled Nursing Facility by a Professional Provider at the request of the attending Professional
Provider. Consultations do not include staff consultations which are required by Facility Provider's
rules and regulations. Benefits are limited to one (1) consultation per consultant during any
Inpatient confinement.
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Skilled Nursing Care Facility

Benefits are provided for a Skilled Nursing Care Facility, when Medically Necessary as determined by
the Carrier, up to the Maximum days specified in the Schedule of Covered Services. The Covered Person
must require treatment by skilled nursing personnel which can be provided only on an Inpatient basis in a
Skilled Nursing Care Facility.

In computing the number of days of benefits, the day of admission, but not the date of discharge shall be
counted. If the Covered Person is admitted and discharged on the same day, it shall be counted as one (1)
day.

Days available shall be allowed only during uninterrupted stays in a Skilled Nursing Care Facility.
Benefits shall not be provided: (a) during the absence of a Covered Person who interrupts his or her stay
and remains past midnight of the day on which the interruption occurred; or (b) after the discharge hour
that the Covered Person's attending Physician has recommended that further Inpatient care is not required.

Medically Necessary Professional Provider visits in a Skilled Nursing Facility are provided as shown in
the Schedule of Covered Services.

No Skilled Nursing Care Facility benefits are payable:

A.  When confinement in a Skilled Nursing Facility is intended solely to assist the Covered Person with
the activities of daily living or to provide an institutional environment for the convenience of a
Covered Person;

B.  For the treatment of Alcohol and Drug Abuse or dependency, and mental illness; or

C.  After the Covered Person has reached the maximum level of recovery possible for his or her
particular condition and no longer requires definitive treatment other than routine custodial care.

INPATIENT/OUTPATIENT SERVICES

A Covered Person is entitled to benefits for Covered Services either while an Inpatient in a Facility
Provider or on an Outpatient basis when deemed Medically Necessary and billed for by a Provider.
Payment allowances for Covered Services and other cost-sharing requirements are specified in the
Schedule of Covered Services.

Blood

Benefits shall be payable for the administration of Blood and Blood processing from donors. Benefits
shall be payable for autologous Blood drawing, storage or transfusion - i.e., an individual having his or
her own Blood drawn and stored for personal use, such as self-donation in advance of planned Surgery.

Benefits shall be payable for whole Blood, Blood plasma and Blood derivatives, which are not classified
as drugs in the official formularies and which have not been replaced by a donor.

Hospice Services

When the Covered Person’s attending Physician certifies that the Covered Person has a terminal illness
with a medical prognosis of six (6) months or less and when the Covered Person elects to receive care
primarily to relieve pain, the Covered Person shall be eligible for Hospice benefits. Hospice Care is
primarily comfort care, including pain relief, physical care, counseling and other services that will help
the Covered Person cope with a terminal illness rather than cure it. Hospice Care provides services to
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make the Covered Person as comfortable and pain-free as possible. When a Covered Person elects to
receive Hospice Care, benefits for treatment provided to cure the terminal illness are no longer provided.
However, the Covered Person may elect to revoke the election of Hospice Care at any time.

Respite Care: When Hospice Care is provided primarily in the home, such care on a short-term Inpatient
basis in a Medicare certified Skilled Nursing Facility will also be covered when the Hospice considers
such care necessary to relieve primary caregivers in the Covered Person’s home. Up to seven (7) days of
such care every six (6) months will be covered.

Benefits for Covered Hospice Services shall be provided until the earlier of the Covered Person’s death or
discharge from Hospice Care.

Special Hospice Services Exclusions: No Hospice Care benefits will be provided for:

Services and supplies for which there is no charge;

Research studies directed to life lengthening methods of treatment;

Services or expenses incurred in regard to the Covered Person's personal, legal and financial affairs
(such as preparation and execution of a will or other dispositions of personal and real property);
Care provided by family members, relatives, and friends; and

Private Duty Nursing care.

mo Owp>»

Maternity/OB-GYN/Family Services

A. Maternity/Obstetrical Care

Services rendered in the care and management of a pregnancy for a Covered Person are a Covered
Expense under this Plan as specified in the Schedule of Covered Services. Prenatification of
maternity care should occur within one (1) month of the first prenatal visit to the Physician or
midwife. Benefits are payable for: (a) facility services provided by a Hospital or Birth Center; and
(b) professional services performed by a Professional Provider or certified nurse midwife.

Benefits payable for a delivery shall include pre- and post-natal care. Maternity care Inpatient
benefits will be provided for forty-eight (48) hours for vaginal deliveries and ninety-six (96) hours
for cesarean deliveries, except where otherwise approved by the Carrier as provided for in the
General Information section.

In the event of early post-partum discharge from an Inpatient Admission, benefits are provided for
Home Health Care as provided for in the Home Health Care benefit.

B. Elective Abortions

Facility services provided by a Hospital or Birth Center and services performed by a Professional
Provider for the voluntary termination of a pregnancy by a Covered Person are a Covered Expense
under this Plan.

C. Newborn Care

The newborn child of a Covered Person shall be entitled to benefits provided by this Plan from the
date of birth up to a maximum of thirty-one (31) days. Such coverage within the thirty-one (31)
days shall include care which is necessary for the treatment of medically diagnosed congenital
defects, birth abnormalities, prematurity and routine nursery care. Coverage for a newborn may be
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continued beyond thirty-one (31) days under conditions specified in the General Information
section.

Artificial Insemination

Services performed by a Professional Provider for the promotion of fertilization of a female
recipient’s own ova (eggs) by the introduction of mature sperm from partner or donor into the
recipient’s vagina or uterus, with accompanying simple sperm preparation, sperm washing and/or
thawing.

Mental Health/Psychiatric Care

Benefits for the treatment of Mental Illness and Serious Mental IlIness are based on the services provided
and reported by the Provider. Those services provided by and reported by the Provider as Mental
Health/Psychiatric Care are subject to the Mental Health/Psychiatric Care limitations shown in the
Schedule of Covered Services. When a Provider renders Medical Care, other than Mental
Health/Psychiatric Care, for a Covered Person with Mental Iliness and Serious Mental Iliness, payment
for such Medical Care will be based on the Medical Benefits available and will not be subject to the
Mental Health/Psychiatric Care limitations. Emergency Care will be considered Preferred Care.

A

Inpatient Treatment

Benefits are provided, subject to the Benefit Period limitations stated in the Schedule of Covered
Services, for an Inpatient Admission for treatment of Mental Iliness and Serious Mental IlIness.
For maximum benefits, treatment must be received from a Preferred Facility Provider and Inpatient
visits for the treatment of Mental Iliness and Serious Mental Iliness must be performed by a
Preferred Professional Provider.

Covered Services include treatments such as: psychiatric visits, psychiatric consultations, individual
and group psychotherapy, electroconvulsive  therapy, psychological testing and
psychopharmacologic management.

Outpatient Treatment

Benefits are provided, subject to the Benefit Period limitations shown in the Schedule of Covered
Services, for Outpatient treatment of Mental llIness and Serious Mental Iliness. Outpatient Mental
Health/Psychiatric Care shall be covered for the full number of Outpatient session visits or an
equivalent number of Intensive Outpatient Program or Partial Hospitalization Program visits per
Benefit Period. For treatment of Mental Iliness, the Covered Person may trade off: (a) on a one (1)
for two (2) basis, Inpatient days for additional separate Intensive Outpatient Program or Partial
Hospitalization Program services; or (b) on a one (1) for four (4) basis, Inpatient days for additional
Outpatient visits. See the Schedule of Covered Services for limits on the number of Inpatient days
that may be exchanged in any Benefit Period. For treatment of Serious Mental IlIness, the Covered
Person may trade on a one (1) for two (2) basis, Inpatient days for additional Intensive Outpatient
Program or Partial Hospitalization Program/Outpatient session visits. For maximum benefits,
treatment must be performed by a Preferred Professional Provider/Preferred Facility Provider.

Covered services include treatments such as: psychiatric visits, psychiatric consultations,
individual and group psychotherapy, Licensed Clinical Social Worker visits, Master’s Prepared
Therapist visits, electroconvulsive therapy, psychological testing, psychopharmacologic
management, and psychoanalysis.
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C. Benefits are not payable for the following services:

1. Vocational or religious counseling;

Activities that are primarily of an educational nature;

3. Treatment modalities that have not been incorporated into the commonly accepted therapeutic
repertoire as determined by broad-based professional consensus, such as primal therapy,
rolfing or structural integration, bioenergetic therapy, and obesity control therapy.

N

D. Benefit Period Maximums for Mental Health/Psychiatric Care

All Inpatient and Outpatient Mental Health/Psychiatric Care for both Mental Iliness and Serious
Mental Illness are covered up to the Maximum day and visit limitation amounts per Benefit Period
specified in the Schedule of Covered Services. Non-Preferred Benefit Period maximums are part
of, not separate from, Preferred Benefit Period maximums.

Routine Costs Associated With Qualifying Clinical Trials

Benefits are provided for Routine Costs Associated With Participation in a Qualifying Clinical Trial (see
the Important Definitions section). To ensure coverage, the Carrier must be notified in advance of the
Covered Person’s participation in a Qualifying Clinical Trial.

Surgical Services

Surgery benefits will be provided for services rendered by a Professional Provider and/or Facility
Provider for the treatment of disease or injury. Separate payment will not be made for Inpatient
preoperative care or all postoperative care normally provided by the surgeon as part of the surgical
procedure. Also covered is: (a) the orthodontic treatment of congenital cleft palates involving the
maxillary arch, performed in conjunction with bone graft surgery to correct the bony deficits associated
with extremely wide clefts affecting the alveolus; and (b) coverage for the following when performed
subsequent to mastectomy: surgery to reestablish symmetry or alleviate functional impairment, including,
but not limited to augmentation, mammoplasty, reduction mammoplasty and mastopexy. Coverage is
also provided for: (a) the surgical procedure performed in connection with the initial and subsequent,
insertion or removal of prosthetic devices to replace the removed breast or portions thereof; and (b) the
treatment of physical complications at all stages of the mastectomy, including lymphedemas. Treatment
of lymphedemas is not subject to any benefit Maximum amounts that may apply to "Physical Therapy"
services as provided under the subsection entitled "Therapy Services" of this section.

Covered surgical procedures shall include routine neonatal circumcisions and any voluntary surgical
procedure for sterilization.

A. Hospital Admission for Dental Procedures or Dental Surgery

The condition of the Covered Person or the type of Surgery must require the active assistance of an
assistant surgeon as determined by the Carrier. Surgical assistance is not covered when performed
by a Professional Provider who himself performs and bills for another surgical procedure during the
same operative session.

Benefits will be payable for a Hospital admission in connection with dental procedures or Surgery
only when the Covered Person has an existing non-dental physical disorder or condition and
hospitalization is Medically Necessary to ensure the patient's health. Coverage for such
hospitalization does not imply coverage of the dental procedures or Surgery performed during such
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a confinement. Only oral surgical procedures specifically identified as covered under the “Oral
Surgery” terms of this Plan will be covered during such a confinement.

B. Oral Surgery

Benefits will be payable for Covered Services provided by a Professional Provider and/or Facility
Provider for:

1. Orthognathic surgery — surgery on the bones of the jaw (maxilla or mandible) to correct their
position and/or structure for the following clinical indications only:

a.  The initial treatment of Accidental Injury/trauma (i.e. fractured facial bones and
fractured jaws), in order to restore proper function.

b.  Incases where it is documented that a severe congenital defect (i.e., cleft palate) results
in speech difficulties that have not responded to non-surgical interventions.

C. In cases where it is documented (using objective measurements) that chewing or
breathing function is materially compromised (defined as greater than two standard
deviations from normal) where such compromise is not amenable to non-surgical
treatments, and where it is shown that orthognathic surgery will decrease airway
resistance, improve breathing, or restore swallowing.

2. Other oral surgery - defined as surgery on or involving the teeth, mouth, tongue, lips, gums,
and contiguous structures. Benefits will be provided only for:

a.  Surgical removal of impacted teeth which are partially or completely covered by bone;

b.  The surgical treatment of cysts, infections, and tumors performed on the structures of
the mouth; and

c. Surgical removal of teeth prior to cardiac surgery, radiation therapy or organ
transplantation.

C. Assistant at Surgery

Services for a Covered Person by an assistant surgeon who actively assists the operating surgeon in
the performance of covered Surgery. Benefits will be provided for an assistant at Surgery only if an
intern, resident, or house staff member is not available.

The condition of the Covered Person or the type of Surgery must require the active assistance of an
assistant surgeon as determined by the Carrier. Surgical assistance is not covered when performed
by a Professional Provider who himself performs and bills for another surgical procedure during the
same operative session.
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Anesthesia

Administration of Anesthesia in connection with the performance of Covered Services when
rendered by or under the direct supervision of a Professional Provider other than the surgeon,
assistant surgeon or attending Professional Provider (except an Obstetrician providing Anesthesia
during labor and delivery and an oral surgeon providing services otherwise covered under this
Booklet/Certificate).

Second Surgical Opinion (VVoluntary)

Consultations for Surgery to determine the Medical Necessity of an elective surgical procedure.
Elective Surgery is that Surgery which is not of an emergency or life threatening nature. Such
Covered Services must be performed and billed by a Professional Provider other than the one who
initially recommended performing the Surgery.

Transplant Services

When a Covered Person is the recipient of transplanted human organs, marrow, or tissues, benefits are
provided for all Inpatient and Outpatient transplants which are beyond the Experimental/Investigative

stage.

Benefits are also provided for those services to the Covered Person which are directly and

specifically related to the covered transplantation. This includes services for the examination of such
transplanted organs, marrow, or tissue and the processing of Blood provided to a Covered Person:

A.  When both the recipient and the donor are Covered Persons, each is entitled to the benefits of this
Plan.

B.  When only the recipient is a Covered Person, both the donor and the recipient are entitled to the
benefits of this Plan. The donor benefits are limited to only those not provided or available to the
donor from any other source. This includes, but is not limited to, other insurance coverage, or
coverage by the Carrier or any government program. Benefits provided to the donor will be
charged against the recipient's coverage under this Plan.

C.  When only the donor is a Covered Person, no benefits will be provided for Transplant Services.

D. If any organ or tissue is sold rather than donated to the Covered Person recipient, no benefits will be
payable for the purchase price of such organ or tissue.

Form No. 16750-BC.SG.FAM.HSA 13 (QSS5#ZK5V67)

Mar-12



Treatment for Alcohol or Drug Abuse and Dependency

Alcohol or Drug Abuse and dependency means a pattern of pathological use of alcohol or other drugs
which causes impairment in social and/or occupational functioning and which results in a psychological
dependency evidenced by physical tolerance or withdrawal.

Benefits are payable for the care and treatment of Alcohol or Drug Abuse and dependency provided by a
Hospital or Facility Provider, subject to the Maximums shown in the Schedule of Covered Services,
according to the provisions outlined below. For maximum benefits, treatment must be received from a
Preferred Provider.

A. Inpatient Treatment

1.

Inpatient Detoxification

Inpatient Covered Services for Detoxification shall be covered for seven (7) days per
admission for Detoxification with a Lifetime Maximum of four (4) admissions for
Detoxification per Covered Person.

Covered Services include:

Lodging and dietary services;

Physician, Psychologist, nurse, certified addictions counselor and trained staff services;
Diagnostic x-rays;

Psychiatric, psychological and medical laboratory testing;

Drugs, medicines, use of equipment and supplies.

o0 o

Hospital and Non-Hospital Residential Treatment

Hospital or Non-Hospital Residential Treatment of Alcohol or Drug Abuse and dependency
shall be covered on the same basis as any other illness covered under this Plan, but services
are limited to thirty (30) days per Benefit Period.

The lifetime Maximum number of days per Covered Person for this benefit is shown in the
Schedule of Covered Services.

Covered services include:

Lodging and dietary services;

Physician, Psychologist, nurse, certified addictions counselor and trained staff services;
Rehabilitation therapy and counseling;

Family counseling and intervention;

Psychiatric, psychological and medical laboratory testing;

Drugs, medicines, use of equipment and supplies.

hD OO0 TP
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B.

Outpatient Treatment

Outpatient Alcohol or Drug Services shall be covered for sixty (60) full Outpatient session
visits or an equivalent number of Partial Hospitalization visits per Benefit Period. Thirty (30)
of the sixty (60) separate sessions of Outpatient or Partial Hospitalization services may be
exchanged on a two (2) to one (1) basis to receive up to fifteen (15) more days of Non-
Hospital Residential Alcohol or Drug Abuse Treatment (i.e., the Covered Person may trade
off on a two (2) for one (1) basis up to thirty (30) separate sessions of Outpatient services per
Benefit Period in order to receive up to fifteen (15) additional days of Hospital and Non-
Hospital Residential Alcohol or Drug Abuse Treatment days). Any benefits exchanged or
traded off under terms of this provision are subject to, and do not increase, the overall
Lifetime Maximum.

The lifetime Maximum number of days per Covered Person for this benefit is shown in the
Schedule of Covered Services.

Covered services include:

1. Diagnosis and treatment of Substance Abuse, including Outpatient Detoxification by
the appropriately licensed behavioral health provider;

Physician, Psychologist, nurse, certified addictions counselor and trained staff services;
Rehabilitation therapy and counseling;

Family counseling and intervention;

Psychiatric, psychological and medical laboratory testing;

Medication management and use of equipment and supplies.

ok wn

OUTPATIENT SERVICES

A Covered Person is entitled to benefits for Covered Services on an Outpatient basis when deemed
Medically Necessary and billed for by a Provider. Payment allowances for Covered Services and other
cost-sharing requirements are specified in the Schedule of Covered Services.

Ambulance Services

Benefits are provided for ambulance services, that are Medically Necessary as determined by the Carrier,
for transportation in a specially designed and equipped vehicle used only to transport the sick or injured,
but only when:

A.
B.
C.

D.

the vehicle is licensed as an ambulance where required by applicable law;

the ambulance transport is appropriate for the patient’s clinical condition;

the use of any other method of transportation, such as taxi, private car, wheel-chair van or other
type of private or public vehicle transport would be contraindicated (i.e. would endanger the
patient’s medical condition); and,

the ambulance transport satisfies the destination and other requirements stated below.

Benefits are payable for air or sea transportation only if the patient’s condition, and the distance to the
nearest facility able to treat the Covered Person’s condition, justify the use of an alternative to land
transport.
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A.  For Emergency Ambulance transport

The ambulance must be transporting the Covered Person from the Covered Person’s home or the
scene of an accident or Medical Emergency to the nearest Hospital or other Emergency Care
Facility that can provide the Medically Necessary Covered Services for the Covered Person’s
condition.

B.  Non-emergency ambulance transports are not provided for the convenience of the Covered Person,
the family, or the Provider treating the Covered Person.

Day Rehabilitation Program

Subject to the limits shown in the Schedule of Covered Services, benefits will be provided for a
Medically Necessary Day Rehabilitation Program when provided by a Facility Provider under the
following conditions:

A. The Covered Person requires intensive Therapy services, such as Physical, Occupational and/or
speech Therapy five (5) days per week for 4-7 hours per day;

B.  The Covered Person has the ability to communicate (verbally or non-verbally) his/her needs; the
ability to consistently follow directions and to manage his/her own behavior with minimal to
moderate intervention by professional staff;

C.  The Covered Person is willing to participate in a Day Rehabilitation Program; and

D.  The Covered Person’s family must be able to provide adequate support and assistance in the home
and must demonstrate the ability to continue the rehabilitation program in the home.

Diabetic Education Program

Benefits are provided for diabetes Outpatient self-management training and education, including medical
nutrition, for the treatment of insulin-dependent diabetes, insulin-using diabetes, gestational diabetes and
noninsulin-using diabetes when prescribed by a Professional Provider legally authorized to prescribe such
items under law.

The attending Physician must certify that a Covered Person requires diabetic education on an Qutpatient
basis under the following circumstances: (a) upon the initial diagnosis of diabetes; (b) a significant
change in the patient’s symptoms or condition; or (c) the introduction of new medication or a therapeutic
process in the treatment or management of the Covered Person’s symptoms or condition.

Outpatient diabetic education services will be covered when provided by a Preferred Provider. The
diabetic education program must be conducted under the supervision of a licensed health care
professional with expertise in diabetes, and subject to the requirements of the Carrier. These
requirements are based on the certification programs for Outpatient diabetic education developed by the
American Diabetes Association and the Pennsylvania Department of Health.

Covered services include Outpatient sessions that include, but may not be limited to, the following
information:

A. Initial assessment of the Covered Person's needs;
B.  Family involvement and/or social support;
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Psychological adjustment for the Covered Person;

General facts/overview on diabetes;

Nutrition including its impact on blood glucose levels;

Exercise and activity;

Medications;

Monitoring and use of the monitoring results;

Prevention and treatment of complications for chronic diabetes, (i.e., foot, skin and eye care);
Use of community resources; and

Pregnancy and gestational diabetes, if applicable.

ATTIOMMOO

Diabetic Equipment and Supplies

Benefits shall be provided, subject to any applicable Deductible, Copayment and/or Coinsurance to
Durable Medical Equipment benefits, for diabetic equipment and supplies purchased from a Durable
Medical Equipment Provider. Certain Diabetic Equipment and Supplies, including insulin and oral
agents, may be purchased at a pharmacy if available, subject to the cost-sharing arrangements applicable
to the prescription drug coverage. Certain diabetic equipment is not available at a pharmacy. In these
instances the diabetic equipment will be provided under the Durable Medical Equipment benefit subject
to the cost-sharing arrangements applicable to Durable Medical Equipment.

A. Diabetic Equipment
1.  Blood glucose monitors;
2. Insulin pumps;
3. Insulin infusion devices; and
4 Orthotics and podiatric appliances for the prevention of complications associated with
diabetes.

B.  Diabetic Supplies

Blood testing strips;

Visual reading and urine test strips;

Insulin and insulin analogs;

Injection aids;

Insulin syringes;

Lancets and lancet devices;

Monitor supplies;

Pharmacological agents for controlling blood sugar levels; and
Glucagon emergency Kits.

©WoNoTO~whE

Diagnostic Services

The following Diagnostic Services when ordered by a Professional Provider and billed by a Professional
Provider, and/or a Facility Provider:

A. Routine Diagnostic Services, including routine radiology (consisting of x-rays, ultrasound, and
nuclear medicine), routine medical procedures (consisting of ECG, EEG, and other diagnostic
medical procedures approved by the Carrier), and allergy testing (consisting of percutaneous,
intracutaneous and patch tests).

B.  Non-Routine Diagnostic Services, including MRI/MRA, CT Scans, and PET Scans.

C. Diagnostic laboratory and pathology tests.
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D. Genetic testing including those testing services provided to a Covered Person at risk by pedigree for
a specific hereditary disease. The services must be for the purpose of diagnosis and where the
results will be used to make a therapeutic decision.

Durable Medical Equipment

Benefits will be provided for the rental (but not to exceed the total allowance of purchase) or, at the
option of the Carrier, the purchase of Durable Medical Equipment when prescribed by a Professional
Provider and required for therapeutic use, when determined to be Medically Necessary by the Carrier.

Although an item may be classified as Durable Medical Equipment, it may not be covered in every
instance.

Durable Medical Equipment, as defined in the Important Definitions section, includes equipment that
meets the following criteria:

A. It is durable and can withstand repeated use. An item is considered durable if it can withstand
repeated use, i.e., the type of item that could normally be rented. Medical supplies of an
expendable nature are not considered “durable”. (For examples, see item D. under “Durable
Medical Equipment Exclusions” below.)

B. It customarily and primarily serves a medical purpose.

C. It is generally not useful to a person without an illness or injury. The item must be expected to
make a meaningful contribution to the treatment of the Covered Person’s illness, injury, or to
improvement of a malformed body part.

D. Itisappropriate for home use.

Durable Medical Equipment Exclusions: Examples of equipment that do not meet the definition of
Durable Medical Equipment include, but are not limited to:

A. Comfort and convenience items, such as massage devices, portable whirlpool pumps, telephone
alert systems, bed-wetting alarms, and ramps.

B. Equipment used for environmental control, such as air cleaners, air conditioners, dehumidifiers,
portable room heaters, and heating and cooling plants.

C. Equipment inappropriate for home use. This is an item that generally requires professional
supervision for proper operation, such as diathermy machines, medcolator, pulse tachometer, data
transmission devices used for telemedicine purposes, translift chairs and traction units.

D. Non-reusable supplies other than a supply that is an integral part of the Durable Medical
Equipment item required for the Durable Medical Equipment function. This means the equipment
is not durable or is not a component of the Durable Medical Equipment. Items not covered include,
but are not limited to, incontinence pads, lambs wool pads, ace bandages, catheters (non-urinary),
face masks (surgical), disposable gloves, disposable sheets and bags, and irrigating Kits.

E. Equipment that is not primarily medical in nature. Equipment which is primarily and
customarily used for a non-medical purpose may or may not be considered “medical” in nature.
This is true even though the item may have some medically related use. Such items include, but are
not limited to, ear plugs, exercise equipment, ice pack, speech teaching machines, strollers, feeding
chairs, silverware/utensils, toileting systems, electronically-controlled heating and cooling units for
pain relief, toilet seats, bathtub lifts, stairglides, and elevators.

Form No. 16750-BC.SG.FAM.HSA 18 (QSS5#ZK5V67)
Mar-12



F.  Equipment with features of a medical nature which are not required by the Covered Person’s
condition, such as a gait trainer. The therapeutic benefits of the item cannot be clearly
disproportionate to its cost, if there exists a Medical Necessary and realistically feasible alternative
item that serves essentially the same purpose.

G. Duplicate equipment for use when traveling or for an additional residence, whether or not
prescribed by a Professional Provider.

H.  Services not primarily billed for by a Provider such as delivery, set-up and service activities and
installation and labor of rented or purchased equipment.

l. Modifications to vehicles, dwellings and other structures. This includes any modifications made
to a vehicle, dwelling or other structure to accommodate a Covered Person’s disability or any
modifications made to a vehicle, dwelling or other structure to accommodate a Durable Medical
Equipment item, such as a wheelchair.

Replacement and repair: The Carrier will provide benefits for the repair or replacement of Durable
Medical Equipment when the equipment does not function properly and is no longer useful for its
intended purpose in the following limited situations:

(1) When a change in the Covered Person’s condition requires a change in the Durable Medical
Equipment, the Carrier will provide repair or replacement of the equipment.

(2) When the Durable Medical Equipment is broken due to significant damage, defect, or wear, the
Carrier will provide repair or replacement only if the equipment's warranty has expired and it has
exceeded its reasonable useful life as determined by the Carrier.

If the Durable Medical Equipment breaks while it is under warranty, replacement and repair is subject to
the terms of the warranty. Contacts with the manufacturer or other responsible party to obtain
replacement or repairs based on the warranty are the responsibility of: (1) the Carrier in the case of rented
equipment; and (2) the Covered Person in the case of purchased equipment.

The Carrier will not be responsible if the Durable Medical Equipment breaks during its reasonable useful
lifetime for any reason not covered by warranty. For example, the Carrier will not provide benefits for
repairs and replacements needed because the equipment was abused or misplaced.

The Carrier will provide benefits to repair Durable Medical Equipment when the cost to repair is less than
the cost to replace it. For purposes of replacement or repair of Durable Medical Equipment, replacement
means the removal and substitution of Durable Medical Equipment or one of its components necessary
for proper functioning. A repair is a restoration of the Durable Medical Equipment or one of its
components to correct problems due to wear or damage or defect.

Emergency Care Services

Benefits for Emergency Care Services provided by a Hospital Emergency Room or other Outpatient
Emergency Facility are provided by the Carrier at the Preferred level of benefits, regardless of whether
the patient is treated by a Preferred or Non-Preferred Provider. If Emergency Services are required,
whether the Covered Person is located in or outside the Personal Choice Network service area, call 911 or
seek treatment immediately at the emergency department of the closest Hospital or Outpatient Emergency
Facility.
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Emergency Care services are Outpatient services and supplies provided by a Hospital or Facility Provider
and/or Professional Provider for initial treatment of the Emergency.

Examples of an Emergency include heart attack, loss of consciousness or respiration, cardiovascular
accident, convulsions, severe Accidental Injury, and other acute medical conditions as determined by the
Carrier. Should any dispute arise as to whether an Emergency existed or as to the duration of an
Emergency, the determination by the Carrier shall be final.

Home Health Care

Benefits will be provided for the following services when performed by a licensed Home Health Care
Agency:

Professional services of appropriately licensed and certified individuals;

Intermittent skilled nursing care;

Physical Therapy;

Speech Therapy;

Well mother/well baby care following release from an Inpatient maternity stay; and

Care within forty-eight (48) hours following release from an Inpatient Admission when the
discharge occurs within forty-eight (48) hours following a mastectomy.

TMooOw»

With respect to Item E. above, Home Health Care services will be provided within forty-eight (48) hours
if discharge occurs earlier than forty-eight (48) hours of a vaginal delivery or ninety-six (96) hours of a
cesarean delivery.

Benefits are also provided for certain other medical services and supplies when provided along with a
primary service. Such other services and supplies include Occupational Therapy, medical social services,
home health aides in conjunction with skilled services and other services which may be approved by the
Carrier.

Home Health Care benefits will be provided only when prescribed by the Covered Person's attending
Physician in a written Plan of Treatment and approved by the Carrier as Medically Necessary.

There is no requirement that the Covered Person be previously confined in a Hospital or Skilled Nursing
Facility prior to receiving Home Health Care.

With the exception of Home Health Care provided to a Covered Person immediately following an
Inpatient release for maternity care, the Covered Person must be Homebound in order to be eligible to
receive Home Health Care benefits. For purposes of this Home Health care benefit, the following
definitions apply:

HOME — means a Covered Person’s place of residence (e.g. private residence/domicile, assisted living
facility, long-term care facility, skilled nursing facility (SNF) at a custodial level of care.

HOMEBOUND - means there exists a normal inability to leave home due to severe restrictions on the
Covered Person’s mobility and when leaving the home: (1) it would involve a considerable and taxing
effort by the Covered Person; and (2) the Covered Person is unable to use transportation without another’s
assistance. A child, unlicensed driver or an individual who cannot drive will not automatically be
considered Homebound but must meet both requirements (1) and (2).
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Home Health Care Exclusions: No Home Health Care benefits will be provided for services and supplies
in connection with home health services for the following:

A.

B.
C.

I® mmo

Custodial services, food, housing, homemaker services, home delivered meals and supplementary
dietary assistance;

Rental or purchase of Durable Medical Equipment;

Rental or purchase of medical appliances (e.g. braces) and Prosthetic Devices (e.g., artificial limbs);
supportive environmental materials and equipment, such as handrails, ramps, telephones, air
conditioners and similar services, appliances and devices;

Prescription drugs;

Services provided by a member of the Covered Person's Immediate Family;

Covered Person’s transportation, including services provided by voluntary ambulance associations
for which the Covered Person is not obligated to pay;

Emergency or non-Emergency Ambulance services;

Visiting teachers, friendly visitors, vocational guidance and other counselors, and services related to
diversional Occupational Therapy and/or social services;

Services provided to individuals (other than a Covered Person released from an Inpatient maternity
stay), who are not essentially homebound for medical reasons; and

Visits by any Provider personnel solely for the purpose of assessing a Covered Person’s condition
and determining whether or not the Covered Person requires and qualifies for Home Health Care
services and will or will not be provided services by the Provider.

Injectable Medications

Benefits will be provided for injectable medications required in the treatment of an injury or illness when
administered by a Provider.

A

Biotech/Specialty Injectables

Specialty Drugs refer to a medication that meets certain criteria including, but not limited to: the
drug is used in the treatment of a rare, complex, or chronic disease (eg, hemophilia); a high level of
involvement is required by a healthcare provider to administer the drug; complex storage and/or
shipping requirements are necessary to maintain the drug’s stability; the drug requires
comprehensive patient monitoring and education by a healthcare provider regarding safety, side
effects, and compliance and access to the drug may be limited. To obtain a list of Specialty Drugs
please logon to www.ibxpress.com or call the Customer Service telephone number listed on the
back of your Identification Card. The purchase of all Specialty Drugs is subject to a Copayment if
dispensed by a Preferred Provider or Coinsurance if dispensed by a Non-Preferred Provider. The
Copayment and Coinsurance amounts are shown in the Schedule of Covered Services. Copayment
and Coinsurance amounts will apply: (1) to each thirty (30) day supply of medication dispensed for
medications administered on a regularly scheduled basis; or (2) to each course/series of injections if
administered on an intermittent basis. A ninety (90) day supply of medication may be dispensed for
some medications that are used for the treatment of a chronic illness; in such a case, the Covered
Person will be subject to three (3) Copayments, if applicable.
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B. Standard Injectable Drugs

1.  Standard Injectable Drugs refer to a medication that is either injectable or infusible but it is
not defined by the company to be a Self-Injectable Drug or a Specialty Drug. Standard
Injectable Drugs include, but are not limited to: allergy injections and extractions and
injectable medications such as antibiotics and steroid injections that are administered by a
Professional Provider;

2.  Self-Injectable Drugs generally are not covered, except as provided under the prescription
drug addendum. For more information on Self-Injectable Prescription Drugs (Self-Injectable
Drugs), please refer to the Exclusions - What Is Not Covered section.

Medical Foods and Nutritional Formulas

Benefits shall be payable for Medical Foods when provided for the therapeutic treatment of
phenylketonuria, branched-chain ketonuria, galactosemia and homocystinuria. Coverage is provided
when administered on an Outpatient basis either orally or through a tube.

Benefits are also payable for Nutritional Formulas when: (a) they are the sole source of nutrition for an
individual (more than 75% of estimated basal caloric requirement) and the Nutritional Formula is given
by way of a tube into the alimentary tract, or (b) the Nutritional Formula is the sole source of nutrition
(more than 75% of estimated basal caloric requirement) for an infant or child suffering from Severe
Systemic Protein Allergy, refractory to treatment with standard milk or soy protein formulas and casein
hydrolyzed formulas.

Benefits are payable for Medical Foods and Nutritional Formulas when provided through a Durable
Medical Equipment supplier or in connection with Infusion Therapy as provided for in this plan.

Non-Surgical Dental Services (Dental Services as a result of Accidental Injury)

Benefits will be provided only for the initial treatment of Accidental Injury/trauma, (i.e. fractured facial
bones and fractured jaws), in order to restore proper function. Restoration of proper function includes the
dental services required for the initial restoration or replacement of Sound Natural Teeth, including the
first caps, crowns, bridges and dentures (but not including dental implants), required for the initial
treatment for the Accidental Injury/trauma. Also covered is the preparation of the jaws and gums
required for initial replacement of Sound Natural Teeth. (Sound, Natural Teeth are teeth that are stable,
functional, free from decay and advanced periodontal disease, in good repair at the time of the Accidental
Injury/trauma). Injury as a result of chewing or biting is not considered an Accidental Injury. (See the
exclusion of dental services in the Exclusions - What Is Not Covered section for more information on
what dental services are not covered).

Orthotics

Benefits are provided for:

A. The initial purchase and fitting (per medical episode) of orthotic devices which are Medically
Necessary as determined by the Carrier, except foot orthotics unless the Covered Person requires

foot orthotics as a result of diabetes.

B.  The replacement of covered orthotics for Dependent children when required due to natural growth.
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Podiatric Care

Benefits are provided for podiatric care including: capsular or surgical treatment of bunions; ingrown
toenail surgery; and other non-routine Medically Necessary foot care. In addition, for Covered Persons
with peripheral vascular and/or peripheral neuropathic diseases, including but not limited to diabetes,
benefits for routine foot care services are provided.

Private Duty Nursing Services

Benefits will be provided up to the number of hours specified in the Schedule of Covered Services for
Outpatient services for Private Duty Nursing performed by a Licensed Registered Nurse (RN) or a
Licensed Practical Nurse (LPN) when ordered by a Physician and which are Medically Necessary as
determined by the Carrier.

Benefits are not payable for:

A.  Nursing care which is primarily custodial in nature; such as care that primarily consists of: bathing,
feeding, exercising, homemaking, moving the patient, giving oral medication;

B.  Services provided by a nurse who ordinarily resides in the Covered Person's home or is a member
of the Covered Person's Immediate Family; and

C.  Services provided by a home health aide or a nurse's aide.

Prosthetic Devices

Expenses incurred for Prosthetic Devices (except dental prostheses) required as a result of illness or
injury. Expenses for Prosthetic Devices are subject to medical review by the Carrier to determine
eligibility and Medical Necessity.

Such expenses may include, but not be limited to:

A. The purchase, fitting, necessary adjustments and repairs of Prosthetic Devices which replace all or
part of an absent body organ including contiguous tissue or which replace all or part of the function
of an inoperative or malfunctioning body organ; and

B. The supplies and replacement of parts necessary for the proper functioning of the Prosthetic
Device;

C. Breast prostheses required to replace the removed breast or portions thereof as a result of
mastectomy and prostheses inserted during reconstructive surgery incident and subsequent to
mastectomy;

D. Benefits are provided for the following visual Prosthetics when Medically Necessary and
prescribed for one of the following conditions:

1. Initial contact lenses prescribed for treatment of infantile glaucoma;

2. Initial pinhole glasses prescribed for use after surgery for detached retina;

3. Initial corneal or scleral lenses prescribed: (a) in connection with the treatment of
keratoconus; or (b) to reduce a corneal irregularity other than astigmatism;

4. Initial scleral lenses prescribed to retain moisture in cases where normal tearing is not present

or adequate; and
5. Initial pair of basic eyeglasses when prescribed to perform the function of a human lens
(aphakia) lost as a result of: (a) Accidental Injury; (b) trauma; or (c) ocular surgery.
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Benefits are not provided for:

1. Lenses which do not require a prescription;

2. Any lens customization such as, but not limited to tinting, oversize or progressive lenses,
antireflective coatings, U-V lenses or coatings, scratch resistant coatings, mirror coatings, or
polarization;

3. Deluxe frames; or

4.  Eyeglass accessories, such as cases, cleaning solution and equipment.

The repair and replacement provisions do not apply to this item D.

Benefits for replacement of a Prosthetic Device or its parts will be provided: (1) when there has been a
significant change in the Covered Person’s medical condition that requires the replacement; (2) if the
prostheses breaks because it is defective; (3) if the prostheses breaks because it exceeds its life
expectancy, as determined by the manufacturer; or (4) for a Dependent child due to the normal growth
process when Medically Necessary.

The Carrier will provide benefits to repair Prosthetic Devices when the cost to repair is less than the cost
to replace it. For purposes of replacement or repair of a prostheses, replacement means the removal and
substitution of the prostheses or one of its components necessary for proper functioning. A repair is a
restoration of the prostheses or one of its components to correct problems due to wear or damage.
However, the Carrier will not provide benefits for repairs and replacements needed because the prostheses
was abused or misplaced.

If a Prosthetic Device breaks and is under warranty, it is the responsibility of the Covered Person to work
with the manufacturer to replace or repair it.

Specialist Office Visit

Benefits will be provided for Specialist Service medical care provided in the office by a Provider other
than a Primary Care Provider. For the purpose of this benefit, “in the office” includes medical care visits
to a Provider’s office, medical care visits by a Provider to a Covered Person’s residence, or medical care
consultations by a Provider on an Outpatient basis.

Spinal Manipulation Services

Benefits shall be provided up to the limits specified in the Schedule of Covered Services for spinal
manipulations for the detection and correction by manual or mechanical means of structural imbalance or
subluxation resulting from or related to distortion, misalignment, or subluxation of or in the vertebral
column.

Therapy Services

Benefits shall be provided, subject to the Benefit Period Maximums specified in the Schedule of Covered
Services, for the following services prescribed by a Physician and performed by a Professional Provider, a
therapist who is registered or licensed by the appropriate authority to perform the applicable therapeutic
service, and/or Facility Provider, which are used in treatment of an illness or injury to promote recovery
of the Covered Person.
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B.

C.

Cardiac Rehabilitation Therapy

Refers to a medically supervised rehabilitation program designed to improve a patient's tolerance
for physical activity or exercise.

Chemotherapy

Chemotherapy means the treatment of malignant disease by chemical or biological antineoplastic
agents, monoclonal antibodies, bone marrow stimulants, antiemetics and other related biotech
products.  Such chemotherapeutic agents are eligible if administered intravenously or
intramuscularly (through intra-arterial injection, infusion, perfusion or subcutaneous, intracavitary
and oral routes). The cost of drugs, approved by the Federal Food and Drug Administration (FDA)
and only for those uses for which such drugs have been specifically approved by the FDA as
antineoplastic agents is covered, provided they are administered as described in this paragraph.

Dialysis
The treatment of acute renal failure or chronic irreversible renal insufficiency for removal of waste
materials from the body by hemodialysis, peritoneal dialysis, hemoperfusion, or chronic ambulatory

peritoneal dialysis (CAPD), or continuous cyclical peritoneal dialysis (CCPD).

Infusion Therapy

Treatment including, but is not limited to, infusion or inhalation, parenteral and Enteral Nutrition,
antibiotic therapy, pain management, hydration therapy, or any other drug that requires
administration by a healthcare provider. Infusion therapy includes all professional services,
supplies, and equipment that are required to safely and effectively administer the therapy. Infusion
may be provided in a variety of settings (e.g., home, office, outpatient) depending on the level of
skill required to prepare the drug, administer the infusion, and monitor the member. The type of
healthcare provider who can administer the infusion depends on whether the drug is considered to
be a Specialty Drug infusion or a Standard Injectable Drug infusion, as determined by the company.

Occupational Therapy

Includes treatment of a physically disabled person by means of constructive activities designed and
adapted to promote the restoration of the person's ability to satisfactorily accomplish the ordinary
tasks of daily living. Coverage will also include services rendered by a registered, licensed
occupational therapist.

Orthoptic/Pleoptic Therapy

Includes treatment through an evaluation and training session program for the correction of
oculomotor dysfunction as a result of a vision disorder, eye surgery, or injury resulting in the lack
of vision depth perception.

Pulmonary Rehabilitation Therapy

Includes treatment through a multidisciplinary program which combines Physical Therapy with an
educational process directed towards the stabilization of pulmonary diseases and the improvement
of functional status.
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H. Physical Therapy

Includes treatment by physical means, heat, hydrotherapy or similar modalities, physical agents,
bio-mechanical and neuro-physiological principles, and devices to relieve pain, restore maximum
function, and prevent disability following disease, injury, or loss of body part, including the
treatment of functional loss following hand and/or foot surgery.

l. Radiation Therapy

The treatment of disease by x-ray, radium, radioactive isotopes, or other radioactive substances
regardless of the method of delivery, including the cost of radioactive materials supplied and billed
by the Provider.

J. Speech Therapy

Includes treatment for the correction of a speech impairment resulting from disease, Surgery,
injury, congenital anomalies, or previous therapeutic processes. Coverage will also include services
by a speech therapist.
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SCHEDULE OF COVERED SERVICES

Subject to the exclusions, conditions and limitations of this Plan, a Covered Person is entitled to benefits for the
Covered Services described in this Schedule of Covered Services during a Benefit Period, subject to any
Copayment, Deductible, Coinsurance, Out-of-Pocket Limit or Lifetime Maximum. The percentages for
Coinsurance and Covered Services shown in this Schedule of Covered Services are not always calculated on actual
charges. For an explanation on how Coinsurance is calculated, see the “Covered Expense” definition in the
Important Definitions section.

Covered Services may be provided “In-Network” by a Preferred Provider or “Out-of-Network” by a Non-Preferred
Provider. However, the Covered Person will maximize the benefits available when Covered Services are provided
In-Network by a Provider that belongs to the Personal Choice Network (a Preferred Provider) and has a contract
with the Carrier to provide services and supplies to the Covered Person. The General Information section provides
more detail regarding Preferred and Non-Preferred Providers and the Personal Choice Network.

Some Covered Services must be Precertified before the Covered Person receives the services. Precertification of
services is a vital program feature that reviews Medical Necessity of certain procedures and/or admissions. In
certain cases, Precertification helps determine whether a different treatment may be available that is equally
effective yet less traumatic. Precertification also helps determine the most appropriate setting for certain services.
Failure to obtain a required Precertification for a Covered Service could result in a reduction of benefits. More
information on Precertification is found in the General Information section.

Benefit Period Please refer to your "Important information about your
new group contract" letter for the Contractholder specific
Benefit Period.

Program Deductible
Family Deductible

Preferred Care* The family Deductible amount is equal to $5,000 in each
Benefit Period. It will be applied to all family members
covered under a Family Coverage. A Deductible will not be
applied to any covered individual family member once the
Family Deductible has been satisfied for all covered family
members combined.

Deductible described above applies to all Preferred Covered
Services except as may otherwise be indicated.
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Program Deductible
(Continued)

Family Deductible

Non-Preferred Care

* The Preferred (In-Network) Care Family
Deductible amount may be subject to an annual
cost of living adjustment for high deductible
health plans that are compatible with a health
savings account. Any annual adjustment will be
made in accordance with Internal Revenue Code
section 223. Covered Persons will be notified in
advance of any changes to the In-Network Care
Family Deductible amount.

The family Deductible amount is equal to $10,000 in
each Benefit Period. It will be applied to all family
members covered under a Family Coverage. A
Deductible will not be applied to any covered individual
family member once the Family Deductible has been
satisfied for all covered family members combined.

Deductible described above applies to all Non-Preferred
Covered Services except as may otherwise be indicated.

Coinsurance
(Covered Person’s Responsibility)

Preferred Care

Non-Preferred Care
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0% for Covered Services, except as otherwise specified
in the Schedule of Covered Services.

Coinsurance described above applies to all Preferred
Covered Services except as may otherwise be indicated
by the coverage percentages set forth in the following
pages.

50% for Covered Services.
Coinsurance described above applies to all Non-
Preferred Covered Services except as may otherwise be

indicated by the coverage percentages set forth in the
following pages.
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Out-Of-Pocket Limit
Family Out-of-Pocket Limit

Preferred Care

Non-Preferred Care

After $11,200* of Copayment, Deductible and
Coinsurance expense has been Incurred for Preferred
Covered Services by Covered Persons in a Family in
each Benefit Period, the Coinsurance percentage will be
reduced to 0% and no additional Copayment(s) or
Deductible(s) will be required for the balance of that
Benefit Period.

* The amount of the Preferred (In-Network) Care
Family Out-of-Pocket Limit may be subject to an
annual cost of living adjustment for high deductible
health plans that are compatible with a health savings
account. Any annual adjustment will be made in
accordance with Internal Revenue Code section 223.
Covered Persons will be notified in advance of any
changes to the Preferred (In-Network) Care Family
Out-of-Pocket Limit amount.

After $20,000 of Copayment, Deductible and
Coinsurance expense has been Incurred for Non-
Preferred Covered Services by Covered Persons in a
Family in each Benefit Period, the Coinsurance
percentage will be reduced to 0% and no additional
Copayment(s) or Deductible(s) will be required for the
balance of that Benefit Period.

The dollar amount specified above shall not include any
expense Incurred for Penalties associated with failure to
Precertify required services or for amounts that exceed
the Carrier’s payment (see the Covered Expense
definition for details).

Lifetime Maximum

Preferred Care

Non-Preferred Care
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Primary And Preventive Care If the Covered Person uses a If the Covered Person uses a

Preferred Provider, the Plan Non-Preferred Provider, the
will pay: Plan will pay:
Office Visits 100% 50%
Pediatric Preventive Care 100% 50%
Deductibles do not apply.
Pediatric Immunizations 100% 50%
Deductibles do not apply.
Adult Preventive Care 100% 50%
Deductibles do not apply.
Routine Gynecological Examination,
Pap Smear 100% (one examination per 50%
Benefit Period).
Deductibles do not apply.
Mammograms 100% 50%
Deductibles do not apply.
Nutrition Counseling For Weight
Management 100% 50%
Maximum of six (6) visits per
Benefit Period.
Preferred Deductible does not apply.
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Inpatient Services

If the Covered Person uses a

If the Covered Person uses a

Preferred Provider, the Plan

Non-Preferred Provider, the

will pay: Plan will pay:
Hospital Services 100% 50%

Benefit Period Maximum: 365
Preferred Inpatient days.

Benefit Period Maximum:
Seventy (70) Non-Preferred
Inpatient days. This maximum is
part of, not separate from,
Preferred days maximum.

Medical Care 100% 50%
Skilled Nursing Care Facility 100% 50%
Maximum of 120 Preferred/Non-
Preferred Inpatient days per Benefit
Period.
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Inpatient/Outpatient Services If the Covered Person uses a

If the Covered Person uses a

Preferred Provider, the Plan

Non-Preferred Provider, the

will pay: Plan will pay:
Blood 100% 50%
Hospice Services 100% 50%
Respite Care: Maximum of seven
(7) days every six (6) months.
Maternity/OB-GYN/Family Services
Maternity/Obstetrical Care
Professional Service 100% 50%
Facility Service 100% 50%
Elective Abortions
Professional Service 100% 50%
Outpatient Facility Charges 100% 50%
Newborn Care 100% 50%
Artificial Insemination 100% 50%
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Inpatient/Outpatient Services If the Covered Person uses a If the Covered Person uses a

Continued Preferred Provider, the Plan Non-Preferred Provider, the
will pay: Plan will pay:

Mental Health/Psychiatric Care
Inpatient Treatment 100% 50%
Benefit Period Maximum: Thirty
(30) Preferred/Non-Preferred
Inpatient days.

Mental Health/Psychiatric Care Inpatient days limits are part of, not separate from, the Inpatient Hospital
Services days limit.

Outpatient Treatment 100% 50%

Benefit Period Maximum:
Twenty (20) Preferred/Non-
Preferred Outpatient visits.

Thirty (30) Mental Health/Psychiatric Care Inpatient days may be exchanged for additional Intensive
Outpatient Program or Partial Hospitalization Program services or Mental Health/Psychiatric Care
Outpatient visits. Each Inpatient day may be exchanged for four (4) Outpatient visits or two (2) Intensive
Outpatient Program or Partial Hospitalization Program visits.
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Inpatient/Outpatient Services If the Covered Person uses a If the Covered Person uses a

Continued Preferred Provider, the Plan Non-Preferred Provider, the
will pay: Plan will pay:

Inpatient Treatment for Serious
Mental IlIness 100% 50%

Benefit Period Maximum: Thirty
(30) Preferred/Non-Preferred
Inpatient days.

Outpatient Treatment for Serious
Mental IlIness 100% 50%

Benefit Period Maximum: Sixty
(60) Preferred/Non-Preferred
Outpatient visits.

Each available Inpatient Treatment for Serious Mental IlIness day may be exchanged for two (2) additional
Intensive Outpatient Program or Partial Hospitalization Program days/Outpatient Treatment sessions.

Surgical Services 100% 50%
Outpatient Anesthesia 100% 50%
Second Surgical Opinion 100% 50%

If more than one (1) surgical procedure is performed by the same Professional Provider during the same
operative session, the Carrier will pay 100% of the Covered Service for the highest paying procedure and
50% of the Covered Services for each additional procedure.

Transplant Services

Inpatient Facility Charges 100% 50%
Outpatient Facility Charges 100% 50%
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Inpatient/Outpatient Services If the Covered Person uses a If the Covered Person uses a

Continued Preferred Provider, the Plan Non-Preferred Provider, the
will pay: Plan will pay:

Treatment Of Alcohol Or
Drug Abuse And Dependency

Inpatient Hospital Detoxification
and Rehabilitation 100% 50%

Benefit Period Maximum: Seven
(7) days per admission.

Lifetime Maximum: Four (4)
admissions.

Hospital and Non-Hospital
Residential Care 100% 50%

Benefit Period Maximum: Thirty
(30) Preferred/Non-Preferred
Inpatient days.

Lifetime Maximum: Ninety (90)
Preferred/Non-Preferred Inpatient
days.

Inpatient treatment days limits are
part of, not separate from, the
Hospital Inpatient days limits.

Outpatient Treatment 100% 50%

Benefit Period Maximum: Sixty
(60) Preferred/Non-Preferred
Outpatient visits.

Lifetime Maximum: 120
Preferred/Non-Preferred
Outpatient visits.

Thirty (30) Outpatient Treatment of Alcohol or Drug Abuse or Dependency days may be exchanged on a
2-to-1 basis for fifteen (15) additional days of Non-Hospital Residential Care.
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Outpatient Services If the Covered Person uses a If the Covered Person uses a

Preferred Provider, the Plan Non-Preferred Provider, the
will pay: Plan will pay:

Ambulance Services

Emergency services 100% 100%

Non-Emergency services 100% 50%
Day Rehabilitation Program 100% 50%

Benefit Period Maximum: Thirty

(30) visits.

Diabetic Education Program 100% 0%
Benefits for Non-Preferred
services are not available.

Diabetic Equipment And Supplies 100% 50%

Diagnostic Services

Routine Diagnostic/Radiology
Services 100% 50%

Non-Routine Diagnostic/Radiology
Services (including MRI/MRA, CT 100% 50%
scans, PET scans)

Laboratory and Pathology Tests 100% 50%
Durable Medical Equipment 100% 50%
Emergency Care Services 100% 100%
Home Health Care 100% 50%
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Outpatient Services

If the Covered Person uses a

If the Covered Person uses a

Continued Preferred Provider, the Plan Non-Preferred Provider, the
will pay: Plan will pay:
Injectable Medications
Specialty Drug 100% 50%
Standard Injectable Drugs 100% 50%
Medical Foods And Nutritional
Formulas 100% 50%
Non Surgical Dental Services 100% 50%
(Dental Services as a Result of
Accidental Injury)
Orthotics 100% 50%
Podiatric Care 100% 50%
Private Duty Nursing Services 100% 50%
Benefit Period Maximum: 360
Preferred/Non-Preferred hours.
Prosthetic Devices 100% 50%
Specialist Office Visits 100% 50%
Spinal Manipulation Services 100% 50%
Benefit Period Maximum: Twenty
(20) Preferred/Non-Preferred visits.
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Outpatient Services If the Covered Person uses a If the Covered Person uses a

Continued Preferred Provider, the Plan Non-Preferred Provider, the
will pay: Plan will pay:

Therapy Services
Cardiac Rehabilitation Therapy 100% 50%
Benefit Period Maximum:

Thirty-six (36) Preferred/Non-
Preferred sessions.

Chemotherapy 100% 50%
Dialysis 100% 50%
Infusion Therapy 100% 50%
Orthoptic/Pleoptic Therapy 100% 50%

Lifetime Maximum: Eight (8)
Preferred/Non-Preferred sessions.

Pulmonary Rehabilitation
Therapy 100% 50%

Benefit Period Maximum;
Thirty-six (36) Preferred/Non-
Preferred sessions.

Physical Therapy/Occupational
Therapy 100% 50%

Benefit Period Maximum: Thirty
(30) Preferred/Non-Preferred
sessions of Physical
Therapy/Occupational Therapy
combined.

Benefit Period Maximum amounts
that apply to Physical Therapy do
not apply to the treatment of
lymphedema related to

mastectomy.
Radiation Therapy 100% 50%
Speech Therapy 100% 50%

Benefit Period Maximum: Twenty
(20) Preferred/Non-Preferred
sessions.
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EXCLUSIONS - WHAT IS NOT COVERED

Except as specifically provided in this Booklet/Certificate, no benefits will be provided for services,
supplies or charges:

Which are not Medically Necessary as determined by the Carrier for the diagnosis or treatment of
illness or injury;

Which are Experimental/Investigative in nature, except, as approved by the Carrier, Routine Costs
associated with a Qualifying Clinical Trial that meets the definition of a Qualifying Clinical Trial
under this Booklet/Certificate;

Which were Incurred prior to the Covered Person's effective date of coverage;

Which were or are Incurred after the date of termination of the Covered Person's coverage except as
provided in the General Information section;

For any loss sustained or expenses Incurred during military service while on active duty; or as a
result of enemy action or act of war, whether declared or undeclared,;

For which a Covered Person would have no legal obligation to pay, or another party has primary
responsibility;

Received from a dental or medical department maintained by or on behalf of an employer, a mutual
benefit association, labor union, trust, or similar person or group;

Paid or payable by Medicare when Medicare is primary. For purposes of this plan, a service,
supply or charge is “payable under Medicare” when the Covered Person is eligible to enroll for
Medicare benefits, regardless of whether the Covered Person actually enrolls for, pays applicable
premium for, maintains, claims or receives Medicare benefits;

For any occupational illness or bodily injury which occurs in the course of employment if benefits
or compensation are available, in whole or in part, under the provisions of the Worker's
Compensation Law or any similar Occupational Disease Law or Act. This exclusion applies
whether or not the Covered Person claims the benefits or compensation;

To the extent a Covered Person is legally entitled to receive when provided by the Veteran's
Administration or by the Department of Defense in a government facility reasonably accessible by
the Covered Person;

For injuries resulting from the maintenance or use of a motor vehicle if such treatment or service is
paid under a plan or policy of motor vehicle insurance, including a certified self-insured plan, or
payable in any manner under the Pennsylvania Motor Vehicle Financial Responsibility Law;
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o Which are not billed and performed by a Provider as defined under this coverage as a “Professional
Provider”, “Facility Provider” or “Ancillary Provider” except as otherwise indicated under the
subsections entitled: (a) "Therapy Services" (that identifies covered therapy services as provided
by licensed therapists); and (b) "Ambulance Services" in the Description of Covered Services
section;

° Rendered by a member of the Covered Person's Immediate Family;

. Performed by a Professional Provider enrolled in an education or training program when such
services are related to the education or training program and are provided through a Hospital or
university;

. For ambulance services except as specifically provided under this Plan;

. For services and operations for cosmetic purposes which are done to improve the appearance of any
portion of the body, and from which no improvement in physiologic function can be expected.
However, benefits are payable to correct a condition resulting from an accident. Benefits are also
payable to correct functional impairment which results from a covered disease, injury or congenital
birth defect. This exclusion does not apply to mastectomy related charges as provided for and
defined in the “Surgical Services” section in the Description of Covered Services;

. For telephone consultations, charges for failure to keep a scheduled visit, or charges for completion
of a claim form;

. For Alternative Therapies/complementary medicine, including but not limited to, acupuncture,
music therapy, dance therapy, equestrian/hippotherapy, homeopathy, primal therapy, rolfing,
psychodrama, vitamin or other dietary supplements and therapy, naturopathy, hypnotherapy,
bioenergetic therapy, Qi Gong, Ayurvedic therapy, aromatherapy, massage therapy, therapeutic
touch, recreational, wilderness, educational and sleep therapies;

. For marriage counseling;
° For Custodial Care, domiciliary care or rest cures;

. For equipment costs related to services performed on high cost technological equipment as defined
by the Carrier, such as, but not limited to, computer tomography (CT) scanners, magnetic resonance
imagers (MRI) and linear accelerators, unless the acquisition of such equipment by a Professional
Provider was approved through the Certificate of Need (CON) process and/or by the Carrier;

. For dental services related to the care, filling, removal or replacement of teeth (including dental
implants to replace teeth or to treat congenital anodontia, ectodermal dysplasia or dentinogenesis
imperfecta), and the treatment of injuries to or diseases of the teeth, gums or structures directly
supporting or attached to the teeth, except as otherwise specifically stated in this
Booklet/Certificate. Services not covered include, but are not limited to, apicoectomy (dental root
resection), prophylaxis of any kind, root canal treatments, soft tissue impactions, alveolectomy,
bone grafts or other procedures provided to augment an atrophic mandible or maxilla in preparation
of the mouth for dentures or dental implants; and treatment of periodontal disease unless otherwise
indicated;
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. For dental implants for any reason;
. For dentures, unless for the initial treatment of an Accidental Injury/trauma;

. For orthodontic treatment, except for appliances used for palatal expansion to treat congenital cleft
palate;

. For injury as a result of chewing or biting (neither is considered an Accidental Injury);

. For palliative or cosmetic foot care including treatment of bunions (except for capsular or bone
surgery), toenails (except surgery for ingrown nails), the treatment of subluxations of the foot, care
of corns, calluses, fallen arches, pes planus (flat feet), weak feet, chronic foot strain, and other
routine podiatry care, unless associated with the Medically Necessary treatment of peripheral
vascular disease and/or peripheral neuropathic disease, including but not limited to diabetes;

. For supportive devices for the foot (orthotics), such as, but not limited to, foot inserts, arch
supports, heel pads and heel cups, and orthopedic/corrective shoes. This exclusion does not apply
to orthotics and podiatric appliances required for the prevention of complications associated with
diabetes;

. For any treatment leading to or in connection with transsexual Surgery except for sickness or injury
resulting from such Surgery;

. For Self-Injectable Prescription Drugs, regardless of whether the drugs are provided or
administered by a Provider. Drugs are considered Self-Injectable Prescription Drugs even when
initial medical supervision and/or instruction is required prior to patient self-administration. This
exclusion does not apply to Self-Injectable Prescription Drugs that are: (a) covered under the
prescription drug addendum; (b) mandated to be covered by law, such as insulin or any drugs
required for the treatment of diabetes, unless these drugs are covered by a Prescription Drug Rider
or Free-Standing Prescription Drug Contract issued to the Group by the Carrier; or (c) required for
treatment of an emergency condition that requires a Self-Injectable Drug;

. For treatment of sexual dysfunction not related to organic disease except for sexual dysfunction
resulting from an injury;

. For treatment of obesity, except for surgical treatment of obesity when: (a) the Carrier determines
the surgery is Medically Necessary; and (b) the surgery is limited to one (1) surgical procedure per
lifetime regardless of whether such procedure was covered by the Carrier or another carrier. Any
new or different obesity surgery, revisions, repeat, or reversal of any previous surgery are not
covered. The exclusion of coverage for a repeat, reversal or revision of a previous obesity surgery
does not apply when the procedure results in technical failure or when the procedure is required to
treat complications, which if left untreated, would result in endangering the health of the Covered
Person. This exclusion does not apply to nutrition visits as set forth in the Description of Covered
Services section under the subsection entitled "Nutrition Counseling for Weight Management";

o For eyeglasses, lenses or contact lenses and the vision examination for prescribing or fitting
eyeglasses or contact lenses unless otherwise indicated,;
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. For correction of myopia or hyperopia by means of corneal microsurgery, such as keratomileusis,
keratophakia, and radial keratotomy and all related services;

. For weight reduction and premarital blood tests. This exclusion does not apply to nutrition visits as
set forth in the Description of Covered Services section under the subsection entitled "Nutrition
Counseling for Weight Management”;

° For diagnostic screening examinations, except for mammograms and preventive care as provided in
the "Primary and Preventive Care" section of the Description of Covered Services;

. For routine physical examinations for non-preventive purposes, such as pre-marital examinations,
physicals for college, camp or travel, and examinations for insurance, licensing and employment;

. For travel, whether or not it has been recommended by a Professional Provider or if it is required to
receive treatment at an out of area Provider;

. For immunizations required for employment purposes, or for travel,

. For care in a nursing home, home for the aged, convalescent home, school, camp, institution for
intellectually disabled children, Custodial Care in a Skilled Nursing Facility;

° For counseling or consultation with a Covered Person's relatives, or Hospital charges for a Covered
Person's relatives or guests, except as may be specifically provided or allowed in the "Treatment for
Alcohol or Drug Abuse and Dependency" or "Transplant Services" sections of the Description of
Covered Services;

. For home blood pressure machines, except for Covered Persons: (a) with pregnancy-induced
hypertension; (b) with hypertension complicated by pregnancy; and (c) with end-stage renal disease
receiving home dialysis;

. As described in the “Durable Medical Equipment” section in the Description of Covered Services:
for personal hygiene, comfort and convenience items; equipment and devices of a primarily
nonmedical nature; equipment inappropriate for home use; equipment containing features of a
medical nature that are not required by the Covered Person’s condition; non-reusable supplies;
equipment which cannot reasonably be expected to serve a therapeutic purpose; duplicate
equipment, whether or not rented or purchased as a convenience; devices and equipment used for
environmental control; and customized wheelchairs;

o For medical supplies such as but not limited to thermometers, ovulation Kits, early pregnancy or
home pregnancy testing Kits;

. For contraceptives;

. For over-the-counter drugs and any other medications that may be dispensed without a doctor’s
prescription, except for medications administered during an Inpatient Admission;
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For amino acid supplements, non-elemental formulas, appetite suppressants or nutritional
supplements.  This exclusion includes basic milk, soy, or casein hydrolyzed formulas (e.g.,
Nutramigen, Alimentun, Pregestimil) for the treatment of lactose intolerance, milk protein
intolerance, milk allergy or protein allergy. This exclusion does not apply to Medical Foods and
Nutritional Formulas as provided for and defined in the “Medical Foods and Nutritional Formulas”
section in the Description of Covered Services;

For Inpatient Private Duty Nursing services;

For any care that extends beyond traditional medical management for autistic disease of childhood,
Pervasive Development Disorders, Attention Deficit Disorder, learning disabilities, behavioral
problems, or intellectually disabled; or treatment or care to effect environmental or social change;

For Maintenance of chronic conditions;

For charges Incurred for expenses in excess of Benefit Maximums as specified in the Schedule of
Covered Services;

For any therapy service provided for. the ongoing Outpatient treatment of chronic medical
conditions that are not subject to significant functional improvement; additional therapy beyond this
Plan’s limits, if any, shown on the Schedule of Covered Services; work hardening; evaluations not
associated with therapy; or therapy for back pain in pregnancy without specific medical conditions;

For Cognitive Rehabilitation Therapy, except when provided integral to other supportive therapies,
such as, but not limited to physical, occupational and speech therapies in a multidisciplinary, goal-
oriented and integrated treatment program designed to improve management and independence
following neurological damage to the central nervous system caused by illness or trauma (e.g.
stroke, acute brain insult, encephalopathy);

For treatment of temporomandibular joint syndrome (TMJ), also known as craniomandibular
disorders (CMD), with intraoral devices or with any non-surgical method to alter vertical
dimension;

For Hearing Aids, including cochlear electromagnetic hearing devices, and hearing examinations or
tests for the prescription or fitting of Hearing Aids. Services and supplies related to these items are
not covered;

For assisted fertilization techniques such as, but not limited to, in-vitro fertilization, gamete
intra-fallopian transfer (GIFT) and zygote intra-fallopian transfer (ZIFT);

For cranial prostheses, including wigs intended to replace hair;
For any Surgery performed for the reversal of a sterilization procedure;

For any other service or treatment except as provided under this Plan.
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OTHER ANCILLARY SERVICES
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QCC INSURANCE COMPANY

PRESCRIPTION DRUG BENEFIT ADDENDUM

This Addendum is issued to form part of QCC Insurance Company's Group Contract (Form No.
16750.WR).

All Plan provisions, including, but not limited to, Plan Deductible(s), Coinsurance amount(s), Out-of-
Pocket Limit(s) Maximums and Lifetime Maximum amounts, as reflected in your Booklet/Certificate will
apply to Prescription Drugs.

This Addendum changes the provisions, conditions or other terms of said Group Contract and
Booklet/Certificate as follows:

I.  The Important Definitions section is amended:

A.

For the purposes of this Addendum, the definition of “Covered Expense” is expanded to
include the following:

For services rendered by Pharmacies, "Covered Expense" means the following:

1. For Covered Services rendered by a Preferred Pharmacy, the amount that the Carrier
has negotiated to pay the Preferred Pharmacy as total reimbursement for a Covered
Prescription Drug.

2. For Covered Services rendered by a Non-Preferred Pharmacy, the lesser of the Non-
Preferred Pharmacy’s billed charge for the Covered Prescription Drug, or 150% of the
average wholesale price for the same Covered Prescription Drug.

The definitions of “Non-Preferred Provider”, “Preferred Provider” and “Provider” are
expanded to include “Pharmacy”.

The following definitions are added:

BRAND NAME DRUG - a Prescription Drug produced by a manufacturer awarded the

original patent for that specific drug or combination of drugs and satisfying requirements of
the U.S. Food and Drug Administration and applicable state law and regulations. For
purposes of this coverage, the term “Brand Name Drug” shall also mean devices known as
spacers for metered dose inhalers that are used to enhance the effectiveness of inhaled
medicines.

CHRONIC DRUGS - a covered Prescription Drug recognized by the Carrier for the

treatment of chronic or long term conditions including, but not limited to, cardiac disease,
hypertension, diabetes, lung disease and arthritis. For purposes of this “Addendum?”, the term
“Chronic Drugs” shall also mean the following diabetic supplies that may not require a
Prescription Order: insulin syringes, diabetic blood testing strips and lancets.

CONTRACEPTIVE DRUGS - FDA approved drugs requiring a Prescription Order to be

dispensed for the use of contraception. These include oral contraceptives, such as birth
control pills as well as injectable contraceptive drugs. This does not include implants.

Form No. 16750-BC.SG.FAM.HSA 47 (QSS5#ZK5V67)

Mar-12



COVERED DRUG - Prescription Drugs, including Self-Injectable Prescription Drugs,
which are:

A. Prescribed for a Covered Person by a Health Care Practitioner who is appropriately
licensed to prescribe Drugs;

B. Prescribed for a use that has been approved by the Federal Food and Drug
Administration; and

C. Medically Necessary, as determined by the Carrier.

Insulin shall be considered a Covered Drug where Medically Necessary.

DRUG FORMULARY - a list of drugs, usually by their generic names, and indications for
their use. A formulary is intended to include a sufficient range of medicines to enable

physicians, dentists, and, as appropriate, other practitioners to prescribe all Medically
Necessary treatment of a Covered Person’s condition.

GENERIC DRUG - any form of a particular drug which is: (a) sold by a manufacturer
other than the original patent holder; (b) approved by the Federal Food and Drug
Administration as generically equivalent; and (c) in compliance with applicable state laws
and regulations.

NON-PREFERRED MAIL ORDER PHARMACY a Mail Order Pharmacy that is not a
member of the Personal Choice Network.

NON-PREFERRED PHARMACY - a Pharmacy that is not a member of the Personal
Choice Network.

PHARMACIST - an individual who is legally licensed to practice the profession of
Pharmacology and who regularly practices such profession in a Pharmacy.

PHARMACY - any establishment which is registered and licensed as a Pharmacy with the
appropriate State licensing agency and in which Prescription Drugs are regularly
compounded and dispensed by a Pharmacist.

PREFERRED MAIL ORDER PHARMACY - a Pharmacy that is a member of the
Personal Choice Network and has agreed to a rate of reimbursement determined by contract
to provide Covered Persons with mail order prescription drug services.

PREFERRED PHARMACY - a Pharmacy that is a member of the Personal Choice
Network and has agreed to a rate of reimbursement determined by contract for Prescription
Drugs provided to Covered Persons.

PRESCRIPTION DRUG - (a) any medication approved by the Carrier and which by
Federal and or state laws may be dispensed with a Prescription Order; and (b) insulin. The
list of covered Prescription Drugs is subject to change from time to time at the sole discretion
of the Carrier.

PRESCRIPTION ORDER - the request in accordance with applicable laws and
regulations for medication issued by a Professional Provider.
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SELF-INJECTABLE PRESCRIPTION DRUG (SELF-INJECTABLE DRUG) - A
Prescription Drug that:

A. Isintroduced into a muscle or under the skin by means of a syringe and needle;

B. Can be administered safely and effectively by the patient or caregiver outside of
medical supervision, regardless of whether initial medical supervision and/or
instruction is required; and

C. Isadministered by the patient or caregiver.

Il.  The section entitled “SCHEDULE OF COVERED SERVICES” is amended:

The “Outpatient Services” subsection is expanded to include the following:

Outpatient Services If the Covered Person usesa  If the Covered Person uses a
Preferred Provider, Non-Preferred Provider,
the Plan will pay: the Plan will pay:

Prescription Drugs

All Plan provisions, including, but
not limited to, Plan Deductible(s),
Coinsurance amount(s), Out-of-
Pocket Limit(s) Maximums and
Lifetime Maximum amounts, as
reflected in your
Booklet/Certificate will apply to
Prescription Drugs.

Retail Pharmacy 100%, after a Copayment of 50%
$20.00 for Generic Formulary
Drugs; $40.00 for Brand Name
Formulary Drugs; and $60.00
for Non-Formulary Drugs per
prescription or refill.

Copayments apply after the
Preferred Deductible is
satisfied.
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Outpatient Benefits If the Covered Person usesa  If the Covered Person uses a

Preferred Provider, Non-Preferred Provider,
the Plan will pay: the Plan will pay:
Mail Order Pharmacy 100%, after a Copayment of 0%

$40.00 for Generic Formulary
Drugs; $80.00 for Brand Name
Formulary Drugs; and $120.00
for Non-Formulary Drugs per
prescription or refill.

Copayments apply after the
Preferred Deductible is
satisfied.

1. The subsection entitled “Payment of Providers” in the General Information section is expanded:

A

The following is added to “Preferred Provider Reimbursement”:
Pharmacy

A pharmacy benefits management company (PBM), which is affiliated with the Carrier,
administers our Prescription Drug benefits, and is responsible for providing a network of
participating pharmacies and processing pharmacy claims. The PBM also negotiates price
discounts with pharmaceutical manufacturers and provides drug utilization and quality
reviews. Price discounts may include rebates from a drug manufacturer based on the volume
purchased. The Carrier anticipates that it will pass on a high percentage of the expected
rebates it receives from its PBM through reductions in the overall cost of pharmacy benefits.
Under most benefit plans, Prescription Drugs are subject to a Covered Person’s cost-sharing,
including Copayment, Coinsurance and Deductible, as applicable.

The following is added to “Payment Methods:

Pharmacies

Preferred Pharmacies

With respect to Preferred Pharmacies, benefits will be provided as specified in the Schedule
of Covered Services (contained in Section Il. of this “Addendum”) for the provision of
Preferred services or supplies.

The Carrier will compensate Preferred Pharmacies in accordance with the agreements in
effect with respect to services or supplies provided to Covered Persons. No payment will be

made directly to the Covered Person for Covered Services rendered by any Preferred
Pharmacy.
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Non-Preferred Pharmacies

With respect to Non-Preferred Pharmacies, benefits will be provided to the Covered Person at
the Non-Preferred Coinsurance level specified in the Schedule of Covered Services
(contained in Section II. of this “Addendum”).

Any applicable cost-sharing (such as Deductible and Coinsurance amounts) specified in the
Schedule of Covered Services will be applied to the Covered Expense amount. The Covered
Person will be penalized by the application of a higher Coinsurance level as detailed in the
Schedule of Covered Services. A Non-Preferred Pharmacy is entitled to collect from the
Covered Person any cost-sharing obligation and the remaining balance due.

IV. The “Outpatient Services” subsection of the section entitled Description of Covered Services is
expanded to include the following:

Prescription Drugs/Medicines

After each Covered Person satisfies the Deductible amount for the Benefit Period, benefits will be
provided for Covered Drugs and medicines prescribed by a Physician and dispensed by a licensed
Pharmacy*. Benefits for Prescription Drugs are available for a thirty (30) day supply, or the
appropriate therapeutic limit, whichever is less, when dispensed from a retail Pharmacy.

Benefits shall also be provided for covered Prescription Drugs (Chronic Drugs) prescribed for a
chronic condition and ordered by mail if a Covered Person or the prescribing Physician submits to a
Preferred Mail Order Pharmacy a written Prescription Drug Order specifying the amount of the
covered Prescription Drug to be supplied. Benefits shall be available for up to a ninety (90) day
supply of a covered Chronic Drug, subject to the amount specified in the Prescription Drug Order
and applicable law.

Deductible amounts apply to Prescription Drugs dispensed by a retail or mail order Preferred or
Non-Preferred Pharmacy.

* If the Carrier determines Prescription Drug usage by any Covered Person appears to exceed
usage generally considered appropriate under the circumstances, the Carrier shall have the
right to direct that Covered Person to one Pharmacy for all future Prescription Drug Covered
Services.

In certain cases, the Carrier may determine that the use of certain Prescription Drugs for a Covered
Person's medical condition requires Precertification for Medical Necessity. The Carrier also
reserves the right to establish eligible dosage limits of certain Prescription Drugs covered by the
Carrier.

For questions concerning pharmaceutical management procedures such as Precertification
requirements, prescription limits, use of generic substitution, therapeutic interchange or step therapy
protocols and Deductible and Coinsurance amounts, the Covered Person may call the Member
Services telephone number on the back of the Covered Person's Identification Card.

Prescription Drugs shall mean drugs or medications (including insulin):

1. which by law require a Prescription Order to dispense;
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which are approved by the Carrier and approved for distribution by the federal government;
for which Medical Necessity exists; and
which have been approved by the Federal Food and Drug Administration and only for those

uses for which they have specifically been approved by the Federal Food and Drug
Administration.

Benefits will not be payable for:

1. drugs used for Experimental or Investigative purposes;

2. drugs used for cosmetic purposes, such as wrinkle removal or hair growth;

3. health foods, dietary supplements, or pharmacological therapy for weight reduction or diet
agents;

4. vitamins, unless they require a prescription and are Medically Necessary for the treatment of
a specific illness, as determined by the Carrier;

5. Prescription Drugs for which there is an equivalent that does not require a Prescription Drug
Order, (i.e. over-the-counter medicines), whether or not prescribed by a Physician. This
exclusion does not apply to insulin;

6. drugs which have no currently accepted medical use for treatment in the United States;

7. drugs dispensed to a Covered Person while a patient in a Hospital, nursing home or other
institution;

8.  smoking deterrent agents;

9. Injectable drugs, including Infusion Therapy drugs that are covered under the Group's
medical plan

10. administration or injection of drugs;

11. Injectables used for treatment of infertility when they are prescribed solely to enhance or
facilitate conception;

12. devices of any type, even though such devices may require a Prescription Order. This
includes, but is not limited to contraceptive devices, therapeutic devices or appliances,
hypodermic needles, syringes or similar devices. This exclusion does not apply to: (a)
devices used for the treatment or maintenance of diabetic conditions, such as glucometers and
syringes used for the injection of insulin; and (b) devices known as metered dose inhalers that
are used to enhance the effectiveness of inhaled medicines; and

13.  drugs obtained through mail order prescription drug services of a Non-Preferred Mail Order
Pharmacy; and
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14. Prescription Drugs not approved by the Carrier or prescribed drug amounts exceeding the
eligible dosage limits established by the Carrier.

All other terms of the Contract and Booklet/Certificate shall remain in effect.

%LE. CBAML@

John R. Janney
SVP Marketing Services
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QCC INSURANCE COMPANY
VISION CARE ADDENDUM
This Addendum is issued to form part of your Booklet/Certificate that describes QCC Insurance
Company’s Personal Choice Health Benefits Program (Form No. 16750-BC.SG).
This Addendum changes the provisions, conditions or other terms of your Booklet/Certificate as follows:

l. The “Outpatient Benefits” subsection of the Schedule of Covered Services is enlarged to include

the following:
Outpatient Services If the Covered Person uses  If the Covered Person uses
a Preferred Provider, the  a Non-Preferred Provider,
Plan will pay: the Plan will pay:
Vision Care Benefit Period Once every two (2) Calendar years.
Vision Care
Any Program Deductible(s),
Coinsurance amount(s) and Out-
of-Pocket Limit(s) reflected in the
Schedule of Benefits will apply to
Vision Care.
Routine Eye Exam & Refraction 100% per Vision Care 100% of the Provider's
Benefit Period. Charge, up to a maximum of
$35.
Eyeglasses, including Spectacle
Lenses and Frames, or Contact
Lenses 100%, up to a maximum of ~ 100%, up to a maximum of
$100 for all Covered $100 for all Covered
Services per Vision Care Services per Vision Care
Benefit Period; except eye Benefit Period; except eye
exams and refractive exams and refractive
services. services.

This maximum is part of, not
separate from, the Preferred
maximum.
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The “Outpatient Services” subsection of the Description of Covered Services is enlarged to include
the following:

Vision Care Benefits

A

Routine Eye Exam and Refraction

Subject to the limits shown above, benefits are payable for one (1) routine eye exam and
refraction every Vision Care Benefit Period.

Prescription Lenses and Frames from a Preferred Provider

Subject to the limits shown above, each Covered Person is entitled to the following benefits
for vision frames and prescription lenses once every Vision Care Benefit Period when
provided by a Preferred Provider:
1. One (1) pair of frames; and

2. One (1) set of spectacle lenses that may be plastic or glass lenses, single, bifocal, or
trifocal lenses, lenticular lenses, and/or oversized lenses; or

3.  Contact lenses.
Benefits are also provided for prescription contact lenses in lieu of eyeglasses, up to the limits
shown above, once every Vision Care Benefit Period. Additional services are available at a

discount through the Preferred Provider.

Prescription Lenses and Frames from a Non-Preferred Provider

Subject to the limits shown above, each Covered Person is entitled to a reimbursement for the
cost of corrective lenses, including prescription contact lenses, and eyeglass frames once
every Vision Care Benefit Period. The reimbursement amount will be paid when a properly
receipted bill is submitted. Instructions for reimbursement may be obtained from the
Carrier’s Member Services Department.

The General Information is revised as follows:

The provisions reflected in the subsection entitled “Coordination of Benefits” will not apply to any
Vision Care benefits contained within this Addendum.

All other terms of the Contract and Booklet/Certificate shall remain in effect.

%J‘ﬁ—l@ CZ)*@&@

John R. Janney
SVP Marketing Services
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GENERAL INFORMATION

ELIGIBILITY, CHANGE AND TERMINATION RULES UNDER THE PLAN

Effective Date: The date the Group agrees that all eligible persons may apply and become covered for the
benefits as set forth in this Plan and described in this Booklet/Certificate. If a person becomes an eligible
person after the Group's Effective Date, that date becomes the eligible person’s effective date under this
Plan.

Eligible Person

You are eligible to be covered under this Plan if you are determined by the Group as eligible to apply for
coverage and sign the Application.

Eligibility shall not be affected by your physical condition and determination of eligibility for the
coverage by the employer shall be final and binding.

Eligible Dependent

Your family is eligible for coverage (Dependent coverage) under this Plan when you are eligible for
Employee coverage. An eligible Dependent is defined as your spouse under a legally valid existing
marriage, your child(ren), including any stepchild, legally adopted child, a child placed for adoption or
any child whose coverage is your responsibility under the terms of a qualified release or court order. The
limiting age for covered children is to the end of the month in which they reach age 26.

A full-time student who is eligible for coverage under this plan who is: (a) a member of the Pennsylvania
National guard or any reserve component of the U.S. armed forces and who is called or ordered to active
duty, other than active duty for training for a period of thirty (30) or more consecutive days; or (b) a
member of the Pennsylvania National Guard who is ordered to active state duty, including duty under Pa.
C.S. Ch.76 (relates to Emergency Management Assistance Compact), for a period of thirty (30) or more
consecutive days.

Eligibility for these Dependents will be extended for a period equal to the duration of the Dependent’s
service on duty or active state duty or until the individual is no longer a full-time student regardless of the
age of the Dependent when the educational program at the Accredited Educational Institution was
interrupted due to military duty.

As proof of eligibility, the Employee must submit a form to the Carrier approved by the Department of
Military & Veterans Affairs (DMVA): (a) notifying the Carrier that the Dependent has been placed on
active duty; (b) notifying the Carrier that the Dependent is no longer on active duty; or (c) showing that
the Dependent has re-enrolled as a full-time student in an Accredited Educational Institution for the first
term or semester starting sixty (60) or more days after his release from active duty.

A "Domestic Partner”, as defined below, is also eligible for enrollment. As long as the Domestic
Partnership exists the child or children of a Domestic Partner shall be considered for eligibility under the
plan as if they were your own child or children. If you enroll your Domestic Partner, you have an
affirmative obligation to notify our office immediately if the Domestic Partnership terminates. Upon
termination of the Domestic Partner relationship, coverage of the former Domestic Partner and the
children of the former Domestic Partner shall terminate at the end of the current monthly term. The
former Domestic Partner, and any of his or her previously covered children, shall be entitled, by applying
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within sixty (60) days of such termination, to direct pay coverage of the type for which the former
Domestic Partner and children are then qualified, at the rate then in effect. This direct pay coverage may
be different from the coverage provided under this Booklet/Certificate.

"Domestic Partner" means a member of a Domestic Partnership consisting of two (2) partners, each of
whom: (a) is unmarried, at least eighteen (18) years of age, resides with the other partner and intends to
continue to reside with the other partner for an indefinite period of time; (b) is not related to the other
partner by adoption or blood; (c) is the sole Domestic Partner of the other partner, with whom he or she
has a close committed and personal relationship, and has been a member of this Domestic Partnership for
the last six (6) months; (d) agrees to be jointly responsible for the basic living expenses and welfare of the
other partner; (e) meets (or agrees to meet) the requirements of any applicable federal, state, or local laws
or ordinances for Domestic Partnerships; and (f) demonstrates financial interdependence by submission of
proof of three (3) or more of the following documents: (i) a domestic partner agreement; (ii) a joint
mortgage or lease; (iii) a designation of one of the partners as beneficiary in the other partner's will; (iv) a
durable property and health care powers of attorney; (v) a joint title to an automobile, or joint bank
account or credit account; or (vi) such other proof as is sufficient to establish economic interdependency
under the circumstances of the particular case. The Carrier reserves the right to request documentation of
any of the foregoing prior to commencing coverage for the Domestic Partner.

Eligibility will be continued past the limiting age for unmarried children, regardless of age, who are
incapable of self-support because of mental or physical incapacitation and who are dependent on you for
over half of their support. The Carrier may require proof of eligibility under the prior Carrier's plan and
also from time to time under this Plan.

The newborn child(ren) of you or your Dependent shall be entitled to the benefits provided by this Plan
from the date of birth for a period of thirty-one (31) days. Coverage of newborn children within such
thirty-one (31) days shall include care which is necessary for the treatment of medically diagnosed
congenital defects, birth abnormalities, prematurity and routine nursery care. To be eligible for
Dependent coverage beyond the thirty-one (31) day period, you must enroll the newborn child within
such thirty-one (31) days. To continue coverage beyond thirty-one (31) days for a newborn child, who
does not otherwise qualify for coverage as a Dependent, you must apply within thirty-one (31) days after
the birth of the newborn and the appropriate rate must be paid when billed.

A newly acquired Dependent shall be eligible for coverage under this Plan on the date the Dependent is
acquired provided that you apply to the Carrier for addition of the Dependent within thirty-one (31) days
after the Dependent is acquired and you make timely payment of the appropriate rate. If Application is
made later than thirty-one (31) days after the Dependent is acquired, coverage shall become effective on
the first billing date following thirty (30) days after your Application is accepted by the Carrier.

A Dependent child of a custodial parent covered under this Plan may be enrolled under the terms of a
qualified medical release or court order, as required by law.

No Dependent may be eligible for coverage as a Dependent of more than one (1) Member of the Enrolled
Group. No individual may be eligible for coverage hereunder as a Member and as a Dependent of a
Member at the same time.

Benefits To Which You Are Entitled

The liability of the Carrier is limited to the benefits specified in this Booklet/Certificate. The Carrier's
determination of the benefit provisions applicable for the services rendered to you (a Covered Person)
shall be conclusive.
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Termination Of Coverage At Termination Of Employment Or Membership In The Group

When a Covered Person ceases to be an eligible Employee or eligible Dependent, or the required
contribution is not paid, the Covered Person's coverage will terminate at the end of the last month for
which payment was made. However, if benefits under this Plan are provided by and/or approved by the
Carrier before the Carrier receives notice of the Covered Person’s termination under this Plan, the cost of
such benefits will be the sole responsibility of the Covered Person. In that circumstance, the Carrier will
consider the effective date of termination of a Covered Person under this Plan to be not more than sixty
(60) days before the first day of the month in which the Group notified the Carrier of such termination.

Consumer Rights

Each Covered Person has the right to access, review and copy their own health and membership records
and request amendments to their records. This includes information pertaining to claim payments,
payment methodology, reduction or denial, medical information secured from other agents, plans or
providers.

For more information about accessing, reviewing or copying records, call Member Services at the toll-
free number on your Identification Card.

Covered Person/Provider Relationship

A.  The choice of a Provider is solely the Covered Person’s choice.

B. The Carrier does not furnish Covered Services but only makes payment for Covered Services
received by persons covered under this Plan. The Carrier is not liable for any act or omission of
any Provider. The Carrier has no responsibility for a Provider's failure or refusal to render Covered
Services to a Covered Person.

COVERAGE CONTINUATION

Termination Of Your Coverage And Conversion Privilege Under This Plan

Termination of this Plan - Termination of the Group coverage (this Plan) automatically terminates all
coverage for you (an Enrolled Employee) and your eligible Dependents. The privilege of conversion to a
conversion contract shall be available to any Covered Person who has been continuously covered under
the group contract for at least three (3) months (or covered for similar benefits under any group plan that
this Plan replaced).

It is the responsibility of the Group to notify you and your eligible Dependents of the termination of
coverage. However, coverage will be terminated regardless of whether the notice is given.

If it is proven that you or your eligible Dependent obtained or attempted to obtain benefits or payment for
benefits, through fraud or intentional misrepresentation of material fact, the Carrier, may, upon notice to
you, terminate the coverage.

The privilege of conversion is available for you and your eligible Dependents except in the following

circumstances:

A.  The Group terminates this Plan in favor of group coverage by another organization; or

B.  The Group terminates the Covered Person in anticipation of terminating this Plan in favor of group
coverage by another organization.
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Notice of Conversion - Written notice of termination and the privilege of conversion to a conversion
contract shall be given within fifteen (15) days before or after the date of termination of this Plan,
provided that if such notice is given more than fifteen (15) days but less than ninety (90) days after the
date of termination of this Plan, the time allowed for the exercise of the privilege of conversion shall be
extended for fifteen (15) days after the giving of such notice. Payment for coverage under the conversion
contract must be made within thirty-one (31) days after the coverage under this Plan ends. Evidence of
insurability is not required. Upon receipt of this payment, the conversion contract will be effective on the
date of your termination under this Plan.

Conversion coverage shall not be available if you are eligible for another health care program which is
available in the Group where the Covered Person is employed or with which the Covered Person is
affiliated to the extent that the conversion coverage would result in over-insurance.

If your coverage or the coverage of your eligible dependent terminates because of your death, your
change in employment status, divorce of dependent spouse, or change in a dependent's eligibility status,
the terminated Covered Person will be eligible to apply within thirty-one (31) days of termination (or
termination of the continuation privileges under COBRA) to conversion coverage, of the type for which
that person is then qualified at the rate then in effect. This conversion coverage may be different from the
coverage provided under this Plan. Evidence of insurability is not required.

Continuation Of Coverage At Termination Of Employment Or Membership Due To Total
Disability

Your protection under this Plan may be extended after the date you cease to be a Covered Person because
of termination of employment or membership in the Group. It will be extended if, on that date, you are
Totally Disabled from an illness or injury. The extension is only for that illness or injury and any related
illness or injury. It will be for the time you remain Totally Disabled from any such illness or injury, but
not beyond twelve (12) months if you cease to be a Covered Person because your coverage under this
Plan ends.

Coverage under this Plan will apply during an extension as if you were still a Covered Person. In
addition, coverage will apply only to the extent that other coverage for the Covered Services is not
provided for you through the Carrier by the Group. Continuation of coverage is subject to payment of the
applicable premium.

Continuation Of Incapacitated Child

If an unmarried child is incapable of self-support because of mental or physical incapacity and is
dependent on you (an enrolled Employee) for over half of his or her support, you may apply to the Carrier
to continue coverage of such child under this Plan upon such terms and conditions as the Carrier may
determine. Coverage of such Dependent child shall terminate upon his or her marriage. Continuation of
benefits under this provision will only apply if the child was eligible as a dependent and mental or
physical incapacity commenced prior to age twenty-six (26).

The child must be unmarried, incapable of self-support and the disability must have commenced prior to
attaining twenty-six (26) years of age. The disability must be certified by the attending Physician;
furthermore, the disability is subject to annual medical review. In a case where a handicapped child is
over twenty-six (26) years of age and joining the Carrier for the first time, the handicapped child must
have been covered under the prior Carrier and submit proof from the prior Carrier that the child was
covered as a handicapped person.
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When You Terminate Employment - Continuation Of Coverage Provisions Consolidated Omnibus
Budget Reconciliation Act Of 1985, As Amended (COBRA)

This subsection, and the requirements of COBRA continuation, may or may not apply to the Group. You
should contact your Employer to find out whether or not these continuation of coverage provisions apply.

For purposes of this subsection, a “qualified beneficiary” means any person who, on the day before any
event which would qualify him or her for continuation under this subsection, is covered for benefits under
this Plan as:

A. You, a covered Employee;

B.  Your spouse; or

C.  Your Dependent child.

In addition, any child born to or placed for adoption with you during COBRA continuation will be a
qualified beneficiary.

Any person who becomes covered under this Plan during COBRA continuation, other than a child born to
or placed for adoption with you during COBRA continuation, will not be a qualified beneficiary.

If An Employee Terminates Employment or Has a Reduction of Work Hours: If your group benefits
end due to your termination of employment or reduction of work hours, you may elect to continue such
benefits for up to eighteen (18) months, if:

A.  Your termination of employment was not due to gross misconduct; and

B.  You are not entitled to Medicare.

The continuation will cover you and any other qualified beneficiary who loses coverage because of your
termination of employment (for reasons other than gross misconduct) or reduction of work hours, subject
to the “When Continuation Ends” paragraph of this subsection.

Extra Continuation for Disabled Qualified Beneficiaries: If a qualified beneficiary is determined to be
disabled under Title Il or Title XVI of the United States Social Security Act on the day before the
qualified beneficiary's health benefits would otherwise end due to your termination of employment (for
reasons other than gross misconduct) or reduction of work hours or within sixty (60) days of that date, the
qualified beneficiary and any other affected qualified beneficiaries may elect to extend the eighteen (18)
month continuation period described above for up to an extra eleven (11) months.

To elect the extra eleven (11) months of continuation, the plan administrator must be given written proof
of Social Security’s determination of the qualified beneficiary’s disability before the earli