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MARQUETTE UNIVERSITY
GROUP HEALTH BENEFIT PLAN
SUMMARY PLAN DESCRIPTION
INTRODUCTION
Effective: 01-01-2010

The purpose of this document is to provide You and Your covered Dependents, if any, with summary
information on Your benefits along with information on Your rights and obligations under this Plan. As a
valued employee of MARQUETTE UNIVERSITY, we are pleased to provide You with benefits that can
help meet Your health care needs.

MARQUETTE UNIVERSITY is named the Plan Administrator for this group health plan. The Plan
Administrator has retained the services of an independent Third Party Administrator, UMR, to process
claims and handle other duties for this self-funded Plan. UMR, does not assume liability for benefits
payable under this Plan, as they are solely claims paying agents for the Plan Administrator.

The Employer assumes the sole responsibility for funding the employee benefits out of general assets,
however employees help cover some of the costs of Covered Benefits through premiums, Deductibles,
Co-pays and Coinsurance amounts as described in the Schedule of Benefits. All claim payments and
reimbursements are paid out of the general assets of the employer and there is no separate fund that is
used to pay promised benefits. The Plan is intended to comply with and be governed by the Employee
Retirement Income Security Act of 1974 (ERISA) and its amendments.

Some of the terms used in this document begin with a capital letter, even though it normally would not be
capitalized. These terms have special meaning under the Plan and most will be listed in the Glossary of
Terms. When reading this document, please refer to the Glossary of Terms. Becoming familiar with the
terms defined in the Glossary will help You better understand the provisions of this group health plan.

The requirements for being covered under this Plan, the provisions concerning termination of coverage, a
description of the Plan benefits (including limitations and exclusions), cost sharing, the procedures to be
followed in submitting claims for benefits and remedies available for appeal of claims denied are outlined
in the following pages of this booklet. Please read this document carefully and contact Your Human
Resources department if You have questions.

If You haven't already received this, You will be getting an Identification Card that You should present to
the provider when You receive services. This card also has phone numbers on the back of the card so
You know who to call if You have questions or problems.

This document summarizes the benefits and limitations of the Plan and is known as a Summary Plan
Description (“SPD"). It is being furnished to You in accordance with ERISA.

This Plan becomes effective on January 1, 2004 and revised on January 1, 2010.
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Effective: 01-01-2010

Plan Name

Name and Address of Employer

Name, Address and Phone Number
Of Plan Administrator

Named Fiduciary

Employer identification number
assigned by the IRS

Plan number assigned by the Plan

Type of Benefit Plan Provided

Type of Administration

Agent for Service of Legal Process

Funding of the Plan

Benefit Plan Year

PLAN INFORMATION

MARQUETTE UNIVERSITY
Group Benefit Plan

MARQUETTE UNIVERSITY
915 W WISCONSIN AVE
STRAZ TOWER #185 - HR
MILWAUKEE WI 53233

MARQUETTE UNIVERSITY
915 W WISCONSIN AVE
STRAZ TOWER #185 - HR
MILWAUKEE WI 53233
414-288-7305

PLAN ADMINISTRATOR

39-0806251

501

Self-Funded Health & Welfare Plan providing Group Health
Benefits

The Plan is administered by the Plan Administrator with
benefits provided in accordance with the provisions of the
employer's health benefits plan. It is not financed by an
insurance company and benefits are not guaranteed by a
contract of insurance. UMR provides administrative
services such as claim payments and enroliment.

Marquette University — Office of the General Counsel
Employer and Employee Contributions

Employees that participate in the annual Wellness Health
Risk Assessment will be eligible for a medical plan

contribution discount.

Part-time regular Employees and Retirees contribute 100%
of the premium rates.

Benefits are provided by a benefit plan maintained on a
self-insured basis by Your employer.

Begins on January 1 and ends on December 31 of the
same calendar year.

10-01-2003/11-23-2009C
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ERISA and other federal compliance

Discretionary Authority

Fiduciary Liability

It is intended that this Plan meet all applicable
requirements of ERISA and other federal regulations. In
the event of any conflict between this Plan and ERISA or
other federal regulations, the provisions of ERISA and the
federal regulations shall be deemed controlling, and any
conflicting part of this Plan shall be deemed superseded to
the extent of the conflict.

The Plan Administrator shall perform its duties as the Plan
Administrator and in its sole discretion, shall determine
appropriate courses of action in light of the reason and
purpose for which this Plan is established and maintained.
In particular, the Plan Administrator shall have full and sole
discretionary authority to interpret all plan documents, and
make all interpretive and factual determinations as to
whether any individual is entitled to receive any benefit
under the terms of this Plan. Any construction of the terms
of any plan document and any determination of fact
adopted by the Plan Administrator shall be final and legally
binding on all parties. Any interpretation, determination or
other action of the Plan Administrator shall be subject to
review only if a court of proper jurisdiction determines its
action is arbitrary or capricious or otherwise an abuse of
discretion. Any review of a final decision or action of the
Plan Administrator shall be based only on such evidence
presented to or considered by the Plan Administrator at the
time it made the decision that is the subject of review.
Accepting any benefits or making any claim for benefits
under this Plan constitutes agreement with and consent to
any decisions that the Plan Administrator makes, in its sole
discretion, and further, constitutes agreement to the limited
standard and scope of review described by this section.

To the extent permitted by law, the Plan Administrator and
other parties assuming a Fiduciary role shall not incur any
liability for any acts or for failure to act except for their own
willful misconduct or willful breach of this Plan.

10-01-2003/10-25-2006

3- 7670-00-040178



BENEFIT CLASS DESCRIPTION

Effective: 01-01-2010

The Covered Person's benefit class is determined by the designations shown below:

Class

AO01

A02

A03

AO4

Co1

Co02

Co3

Cco4

RO1

R0O2

RO3

R0O4

RO5

Class Description

ALL ACTIVE EMPLOYEES WITH EPO BASIC
ALL ACTIVE EMPLOYEES WITH EPO SELECT
ALL ACTIVE EMPLOYEES WITH PPO BASIC
ALL ACTIVE EMPLOYEES WITH PPO SELECT

ALL COBRA PARTICIPANTS AND LTD EMPLOYEES WITH EPO
BASIC

ALL COBRA PARTICIPANTS AND LTD EMPLOYEES WITH EPO
SELECT

ALL COBRA PARTICIPANTS AND LTD EMPLOYEES WITH PPO
BASIC

ALL COBRA PARTICIPANTS AND LTD EMPLOYEES WITH PPO
SELECT

ALL RETIRED EMPLOYEES WITH EPO BASIC
ALL RETIRED EMPLOYEES WITH EPO SELECT
ALL RETIRED EMPLOYEES WITH PPO BASIC
ALL RETIRED EMPLOYEES WITH PPO SELECT

ALL RETIRED EMPLOYEES WITH HIGH DEDUCTIBLE PLAN

**Note: See Provider Network section of this SPD for network description.

Benefit
Plan

001

002

003

004

001

002

003

004

001

002

003

004

005

Network**

oL

oL

OL-ZM

OL-ZM

oL

oL

OL-ZM

OL-ZM

oL

oL

OL-ZM

OL-ZM

OL-ZM

10-01-2003/11-23-2009 -4-
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Effective
Date

01-01-2004

01-01-2004

01-01-2004

01-01-2004

01-01-2004

01-01-2004

01-01-2004

01-01-2004

01-01-2004

01-01-2004

01-01-2004

01-01-2004

Termination
Date

LOCATION DESCRIPTION

MARQUETTE UNIVERSITY
915 W WISCONSIN AVE
STRAZ TOWER #185 - HR
MILWAUKEE WI 53233

MU - STAFF F/T REG
MILWAUKEE WI 53201-1881
MU - FACULTY F/T REG
MILWAUKEE WI 53201-1881
MU - ADMIN F/T REG
MILWAUKEE WI 53201-1881
MU - STAFF F/T TEMP
MILWAUKEE WI 53201-1881
MU - FACULTY F/T TEMP
MILWAUKEE WI 53201-1881
MU - ADMIN F/T TEMP
MILWAUKEE WI 53201-1881
MU - STAFF P/T REG
MILWAUKEE WI 53201-1881
MU - FACULTY P/T REG
MILWAUKEE WI 53201-1881
MU - ADMIN P/T REG
MILWAUKEE WI 53201-1881

MU - RETIREES PRE 65

MILWAUKEE WI 53201-1881

Location Description
000
001

PO BOX 1881
002

PO BOX 1881
003

PO BOX 1881
004

PO BOX 1881
005

PO BOX 1881
006

PO BOX 1881
007

PO BOX 1881
008

PO BOX 1881
009

PO BOX 1881
010

PO BOX 1881
011

MU - RETIREES POST 65
PO BOX 1881
MILWAUKEE WI 53201-1881

Billing Reporting
Division  Sub.
001 0000
001 0001
001 0002
001 0003
001 0004
001 0005
001 0006
001 0007
001 0008
001 0009
001 0010
001 0011

10-01-2003/12-12-2003
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MEDICAL SCHEDULE OF BENEFITS
Benefit Plan(s) 001 EPO Basic
Effective: 01-01-2010

All health benefits shown on this Schedule of Benefits are subject to the individual lifetime and annual
maximums, individual and family Deductibles, Co-pays, Coinsurance rates, and out-of-pocket maximums,
and are subject to all provisions of this Plan including Clinical Eligibility For Coverage and any other
benefit determination based on an evaluation of medical facts and Covered Benefits.

Note: Notification may be required before benefits will be considered for payment. Failure to obtain
notification may result in a penalty or increased out-of-pocket costs. Refer to the Utilization Management
section of this document for a description of these services and notification procedures.

Note: If a benefit maximum is listed in the middle of a column on the Schedule of Benefits, that means
that it is a combined Maximum Benefit for services that You receive from all In-Network and Out-of-
Network providers and facilities.

IN-NETWORK | OUT-OF-NETWORK
Individual Lifetime Maximum $2,000,000
Annual Deductible Per Calendar Year:
o Per Person $0 $0
e Per Family $0 $0
Coinsurance Rate, Unless Otherwise Stated Below:
e Paid By Plan 100% *Not Covered
Annual Coinsurance Maximum:
o Per Person $0 $0
e Per Family $0 $0
Annual Out-Of-Pocket Maximum (Deductible Plus
Coinsurance): $0 $0
e Per Person $0 $0
e Per Family
Acupuncture Treatment:
e Maximum Benefit Per Calendar Year $500
e Paid By Plan 100% 100%
Ambulance Transportation:
Ground:
¢ Paid By Plan 100% 100%
Air:
¢ Maximum Benefit Per Occurrence $5,000
e Paid By Plan 100% 100%
Chiropractic Services:
Office Visit And X-ray:
e Paid By Plan 100% *Not Covered
Manipulations:
e Co-pay Per Visit $40
e Maximum Visits Per Calendar Year 15
e Paid By Plan 100% *Not Covered
Durable Medical Equipment: (Subject to Medicare
Guidelines)
e Paid By Plan 100% *Not Covered

10-01-2003/11-23-2009 -6- 7670-00-040178




IN-NETWORK

OUT-OF-NETWORK

Extended Care Facility Benefits Such As Skilled
Nursing, Convalescent Or Sub-acute Facility:

e Paid By Plan 100% *Not Covered

Foot Orthotics:

e Maximum Benefit Per Calendar Year $500

e Paid By Plan 100% *Not Covered

Hearing Deficit Services:

Hearing Aids:

¢ Maximum Benefit Every Three Years $500

e Paid By Plan 50% *Not Covered

Cochlear Implants:

e Paid By Plan 100% *Not Covered

Home Health Care Benefits:

e Paid By Plan 100% *Not Covered

Hospice Care Benefits:

e Paid By Plan 100% *Not Covered

Hospital Services:

Inpatient Services / Inpatient Physician Charges

Room And Board Subject To The Payment Of Semi-

private Room Rate:

e Co-pay Per Admission $500

¢ Paid By Plan 100% *Not Covered

Emergency Room / Emergency Physician Charges:

e Co-pay Per Visit (Waived If Admitted As Inpatient $200 $200
Within 24 Hours)

e Paid By Plan 100% 100%

Outpatient Services / Outpatient Physician

Charges:

¢ Paid By Plan 100% *Not Covered

Urgent Care:

e Co-pay Per Visit $80

e Paid By Plan 100% *Not Covered

Infertility Services:

e Maximum Benefit Per Lifetime $2,500

e Paid By Plan 50% *Not Covered

Mental Health, Substance Abuse And Chemical

Dependency Benefits:

Inpatient Services / Inpatient Physician Charges:

e Co-pay Per Admission $500

e Paid By Plan 100% *Not Covered

Outpatient Or Partial Hospitalization:

¢ Paid By Plan 100% *Not Covered

Office Visit:

e Primary Care Physician Co-pay Per Visit $50

e Specialist Providers Co-pay Per Visit $80

e Paid By Plan 100% *Not Covered

10-01-2003/11-23-2009 -7-
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IN-NETWORK

OUT-OF-NETWORK

Substance Abuse And Chemical Dependency
Residential Treatment:

e Co-pay Per Admission $500
e Paid By Plan 100% *Not Covered
Morbid Obesity:
Gastric Or Intestinal Bypass:
e Maximum Benefit Per Lifetime 1
e Paid By Plan 100% *Not Covered
Oral Surgery:
e Paid By Plan 100% *Not Covered
Orthognathic, Prognathic And Maxillofacial
Surgery:
e Maximum Benefit Per Lifetime $1,250
e Paid By Plan 100% *Not Covered
Physician Office Visit:
Primary Care Physician Office Visit:
e Co-pay Per Visit $50
e Paid By Plan 100% *Not Covered
Specialist Providers Office Visit:
o Co-pay Per Visit $80
e Paid By Plan 100% *Not Covered
All Other Services on the same day:
e Paid By Plan 100% *Not Covered
Preventive / Routine Care Benefits Include:
Routine Physical Exams:
e Paid By Plan 100% *Not Covered
Immunizations (See Covered Medical Benefits
provision for list of covered immunizations):
e Paid By Plan 100% *Not Covered
Routine Bone Density Test:

Females From Age 65
e Maximum Benefit Per Lifetime 1
e Paid By Plan 100% *Not Covered
Routine Diagnostic Tests, Lab & X-rays:
e Paid By Plan 100% *Not Covered
Routine Mammograms:
e Paid By Plan 100% *Not Covered
Pap Test And Pelvic Exams:
e Paid By Plan 100% *Not Covered
PSA Test & Prostate Exams:
e Paid By Plan 100% *Not Covered

10-01-2003/11-23-2009 -8-
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IN-NETWORK OUT-OF-NETWORK

Routine Colonoscopy, Sigmoidoscopy And Similar
Routine Surgical Procedures Done For Preventive
Reasons:

From Age 50
e Paid By Plan 100% *Not Covered
Routine Abdominal/Aortic Ultrasound:

Males Between Ages 65-75
e Maximum Benefit Per Lifetime 1
e Paid By Plan 100% *Not Covered
Temporomandibular Joint Disorder Benefits:
Surgical Treatment Only:
e Paid By Plan 100% *Not Covered
Therapy Services:
Outpatient Occupational, Physical, Speech And
Aquatic Therapy:

Age 16 And Under (Allow Initial Evaluation —

Additional Treatment Must Be Preauthorized)
e Paid By Plan 100% *Not Covered
Outpatient Occupational, Physical And Aquatic
Therapy:

Age 17 And Over (Treatment Must Be

Preauthorized After 24 Sessions))
e Paid By Plan 100% *Not Covered
Speech Therapy

Age 17 and Over (Allow Initial Evaluation —

Additional Treatment Must Be Preauthorized)
e Paid By Plan 100% *Not Covered
Wigs, Toupees Or Hairpieces Related To Cancer
Treatment For Alopecia Areata:
e Maximum Benefit Per Calendar Year $500
e Paid By Plan 100% *Not Covered
All Other Covered Expenses:
e Paid by Plan 100% *Not Covered

10-01-2003/11-23-2009 -9-
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MEDICAL SCHEDULE OF BENEFITS
Benefit Plan(s) 002 EPO Select
Effective: 01-01-2010

All health benefits shown on this Schedule of Benefits are subject to the individual lifetime and annual
maximums, individual and family Deductibles, Co-pays, Coinsurance rates, and out-of-pocket maximums,
and are subject to all provisions of this Plan including Clinical Eligibility For Coverage and any other
benefit determination based on an evaluation of medical facts and Covered Benefits.

Note: Notification may be required before benefits will be considered for payment. Failure to obtain
notification may result in a penalty or increased out-of-pocket costs. Refer to the Utilization Management
section of this document for a description of these services and notification procedures.

Note: If a benefit maximum is listed in the middle of a column on the Schedule of Benefits, that means
that it is a combined Maximum Benefit for services that You receive from all In-Network and Out-of-
Network providers and facilities.

IN-NETWORK | OUT-OF-NETWORK
Individual Lifetime Maximum $2,000,000
Annual Deductible Per Calendar Year:
o Per Person $0 $0
e Per Family $0 $0
Coinsurance Rate, Unless Otherwise Stated Below:
e Paid By Plan 100% *Not Covered
Annual Coinsurance Maximum:
o Per Person $0 $0
e Per Family $0 $0
Annual Out-Of-Pocket Maximum (Deductible Plus
Coinsurance): $0 $0
e Per Person $0 $0
e Per Family
Acupuncture Treatment:
e Maximum Benefit Per Calendar Year $500
e Paid By Plan 100% 100%
Ambulance Transportation:
Ground:
¢ Paid By Plan 100% 100%
Air:
¢ Maximum Benefit Per Occurrence $5,000
e Paid By Plan 100% 100%
Chiropractic Services:
Office Visit and X-ray:
e Paid By Plan 100% *Not Covered
Manipulations:
e Co-pay Per Visit $20
e Maximum Visits Per Calendar Year 15
e Paid By Plan 100% *Not Covered
Durable Medical Equipment: (Subject to Medicare
Guidelines)
e Paid By Plan 100% *Not Covered

10-01-2003/11-23-2009 -10- 7670-00-040178




IN-NETWORK

OUT-OF-NETWORK

Extended Care Facility Benefits Such As Skilled
Nursing, Convalescent Or Sub-acute Facility:

e Paid By Plan 100% *Not Covered

Foot Orthotics:

e Maximum Benefit Per Calendar Year $500

e Paid By Plan 100% *Not Covered

Hearing Deficit Services:

Hearing Aids:

e Maximum Benefit Every Three Years $500

e Paid By Plan 50% *Not Covered

Cochlear Implants:

e Paid By Plan 100% *Not Covered

Home Health Care Benefits:

e Paid By Plan 100% *Not Covered

Hospice Care Benefits:

e Paid By Plan 100% *Not Covered

Hospital Services:

Inpatient Services / Inpatient Physician Charges

Room And Board Subject To The Payment Of Semi-

private Room Rate:

e Co-pay Per Admission $250

e Paid By Plan 100% *Not Covered

Emergency Room / Emergency Physician Charges:

e Co-pay Per Visit (Waived If Admitted As Inpatient $100 $100
Within 24 Hours)

e Paid By Plan 100% 100%

Outpatient Services / Outpatient Physician

Charges:

e Paid By Plan 100% *Not Covered

Urgent Care:

e Co-pay Per Visit $40

e Paid By Plan 100% *Not Covered

Infertility Services:

e Maximum Benefit Per Lifetime $2,500

e Paid By Plan 50% *Not Covered

Mental Health, Substance Abuse And Chemical

Dependency Benefits:

Inpatient Services / Inpatient Physician Charges:

e Co-pay Per Admission $250

e Paid By Plan 100% *Not Covered

Outpatient Or Partial Hospitalization:

e Paid By Plan 100% *Not Covered

Office Visit:

e Primary Care Physician Co-pay Per Visit $25

e Specialist Providers Co-pay Per Visit $40

e Paid By Plan 100% *Not Covered

10-01-2003/11-23-2009 -11-
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IN-NETWORK

OUT-OF-NETWORK

Substance Abuse And Chemical Dependency
Residential Treatment:

e Co-pay Per Admission $250
e Paid By Plan 100% *Not Covered
Morbid Obesity:
Gastric Or Intestinal Bypass:
e Maximum Benefit Per Lifetime 1
e Paid By Plan 100% *Not Covered
Oral Surgery:
e Paid By Plan 100% *Not Covered
Orthognathic, Prognathic And Maxillofacial
Surgery:
e Maximum Benefit Per Lifetime $1,250
e Paid By Plan 100% *Not Covered
Physician Office Visit:
Primary Care Physician Office Visit:
e Co-pay Per Visit $25
e Paid By Plan 100% *Not Covered
Specialist Providers Office Visit:
e Co-pay Per Visit $40
e Paid By Plan 100% *Not Covered
All Other Office Services On the same day:
e Paid By Plan 100% *Not Covered
Preventive / Routine Care Benefits Include:
Routine Physical Exams:
e Paid By Plan 100% *Not Covered
Immunizations (See Covered Medical Benefits
provision for list of covered immunizations):
e Paid By Plan 100% *Not Covered
Routine Bone Density Test:

Females From Age 65
e Maximum Benefit Per Lifetime 1
e Paid By Plan 100% *Not Covered
Routine Diagnostic Tests, Lab & X-rays:
e Paid By Plan 100% *Not Covered
Routine Mammograms:
e Paid By Plan 100% *Not Covered
Pap Test And Pelvic Exams:
e Paid By Plan 100% *Not Covered
PSA Test & Prostate Exams:
e Paid By Plan 100% *Not Covered

10-01-2003/11-23-2009 -12-
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IN-NETWORK OUT-OF-NETWORK

Routine Colonoscopy, Sigmoidoscopy And Similar
Routine Surgical Procedures Done For Preventive
Reasons:

From Age 50
e Paid By Plan 100% *Not Covered
Routine Abdominal/Aortic Ultrasound:

Males Between Ages 65-75
e Maximum Benefit Per Lifetime 1
e Paid By Plan 100% *Not Covered
Temporomandibular Joint Disorder Benefits:
Surgical Treatment Only:
e Paid By Plan 100% *Not Covered
Therapy Services:
Outpatient Occupational, Physical, Speech And
Aquatic Therapy:

Age 16 And Under (Allow Initial Evaluation —

Additional Treatment Must Be Preauthorized)
e Paid By Plan 100% *Not Covered
Outpatient Occupational, Physical And Aquatic
Therapy:

Age 17 And Over (Treatment Must Be

Preauthorized After 24 Sessions))
e Paid By Plan 100% *Not Covered
Speech Therapy

Age 17 and Over (Allow Initial Evaluation —

Additional Treatment Must Be Preauthorized)
e Paid By Plan 100% *Not Covered
Wigs, Toupees Or Hairpieces Related To Cancer
Treatment For Alopecia Areata:
e Maximum Benefit Per Calendar Year $500
e Paid By Plan 100% *Not Covered
All Other Covered Expenses:
e Paid by Plan 100% *Not Covered

10-01-2003/11-23-2009 -13-
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MEDICAL SCHEDULE OF BENEFITS
Benefit Plan(s) 003 Basic PPO
Effective: 01-01-2010

All health benefits shown on this Schedule of Benefits are subject to the individual lifetime and annual
maximums, individual and family Deductibles, Co-pays, Coinsurance rates, and out-of-pocket maximums,
and are subject to all provisions of this Plan including Clinical Eligibility For Coverage and any other
benefit determination based on an evaluation of medical facts and Covered Benefits.

Note: Notification may be required before benefits will be considered for payment. Failure to obtain
notification may result in a penalty or increased out-of-pocket costs. Refer to the Utilization Management
section of this document for a description of these services and notification procedures.

Note: If a benefit maximum is listed in the middle of a column on the Schedule of Benefits, that means
that it is a combined Maximum Benefit for services that You receive from all In-Network and Out-of-
Network providers and facilities.

IN-NETWORK | OUT-OF-NETWORK
Individual Lifetime Maximum $2,000,000
Annual Deductible Per Calendar Year:
e Per Person $700 $1,400
e Per Family $1,400 $2,800
Coinsurance Rate, Unless Otherwise Stated Below:
e Paid By Plan After Satisfaction Of Deductible 80% 60%
Annual Coinsurance Maximum:
e Per Person $1,000 $4,000
e Per Family $2,000 $8,000
Annual Out-Of-Pocket Maximum (Deductible Plus
Coinsurance): $1,700 $5,400
e Per Person $3,400 10,800
e Per Family
Acupuncture Treatment:
e Maximum Benefit Per Calendar Year $500
¢ Paid By Plan 100% 100%

(Deductible Waived) (Deductible Waived)

Ambulance Transportation:

Ground:

e Paid By Plan 100% 100%
(Deductible Waived) (Deductible Waived)

Air:

¢ Maximum Benefit Per Occurrence $5,000

¢ Paid By Plan 100% 100%

(Deductible Waived) (Deductible Waived)

Chiropractic Services:

Office Visit and X-ray:

e Paid By Plan After Deductible 100% 60%

Manipulations:

e Co-pay Per Visit $40 Not Applicable

e Maximum Visits Per Calendar Year 15

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)

10-01-2003/11-23-2009 -14- 7670-00-040178




IN-NETWORK OUT-OF-NETWORK
Effective: 01-01-2010
Durable Medical Equipment: (Subject to Medicare
Guidelines)
e Paid By Plan After Deductible 80% 60%
Extended Care Facility Benefits Such As Skilled
Nursing, Convalescent Or Sub-acute Facility:
e Paid By Plan After Deductible 80% 60%
Foot Orthotics:
e Maximum Benefit Per Calendar Year $500
e Paid By Plan After Deductible 80% 60%
Hearing Deficit Services:
Hearing Aids:
¢ Maximum Benefit Every Three Years $500
e Paid By Plan After Deductible 50% 50%
Cochlear Implants:
e Paid By Plan After Deductible 80% 60%
Home Health Care Benefits:
e Paid By Plan After Deductible 80% 60%
Hospice Care Benefits:
e Paid By Plan After Deductible 80% 60%
Hospital Services:
Inpatient Services / Inpatient Physician Charges
Room And Board Subject To The Payment Of Semi-
private Room Rate:
e Paid By Plan After Deductible 80% 60%
Emergency Room / Emergency Physician Charges:
e Co-pay Per Visit (Waived If Admitted As Inpatient $200 $200
Within 24 Hours)
e Paid By Plan After Deductible 80% 80%
Outpatient Services / Outpatient Physician
Charges:
e Paid By Plan After Deductible 80% 60%
Hospital Based Urgent Care:
e Co-pay Per Visit $80 $80
e Paid By Plan 80% 60%
(Deductible Waived) (Deductible Waived)
Office Based Urgent Care:
e Co-pay Per Visit $80 $80
e Paid By Plan After Deductible 80% 60%
Outpatient Lab And X-ray Charges:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Infertility Services:
e Maximum Benefit Per Lifetime $2,500
e Paid By Plan 50% 50%
(Deductible Waived) (Deductible Waived)
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IN-NETWORK OUT-OF-NETWORK

Effective: 01-01-2010

Mental Health, Substance Abuse And Chemical

Dependency Benefits:

Inpatient Services / Inpatient Physician Charges:

e Paid By Plan After Deductible 80% 60%

Outpatient Or Partial Hospitalization:

e Paid By Plan After Deductible 80% 60%

Office Visit:

e Primary Care Physician Co-pay Per Visit $50

e Specialist Providers Co-pay Per Visit $80 Not Applicable

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)

Substance Abuse And Chemical Dependency

Residential Treatment:

e Paid By Plan After Deductible 80% 60%

Morbid Obesity:

Gastric Or Intestinal Bypasses

e Maximum Benefit Per Lifetime

e Paid By Plan After Deductible 80% 60%

Oral Surgery:

e Paid By Plan 80% 60%
(Deductible Waived) (Deductible Waived)

Orthognathic, Prognathic And Maxillofacial

Surgery:

e Maximum Benefit Per Lifetime $1,250

e Paid By Plan After Deductible 80% 60%

Physician Office Visit:

(Note: If a separate claim is submitted in relation to the

same office visit by a Radiologist, Pathologist,

Anesthesiologist, Independent Laboratory or Hospital,

charges will be subject to Deductible and Coinsurance)

Primary Care Physician Office Visit:

e Co-pay Per Visit $50 Not Applicable

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)

Specialist Providers Office Visit:

e Co-pay Per Visit $80 Not Applicable

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)

Preventive / Routine Care Benefits Include:

Routine Physical Exams:

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)

10-01-2003/11-23-2009 -16-

7670-00-040178




IN-NETWORK OUT-OF-NETWORK
Effective: 01-01-2010
Immunizations (See Covered Medical Benefits
provision for list of covered immunizations):
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Bone Density Test:
Females From Age 65
e Maximum Benefit Per Lifetime 1
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Diagnostic Tests, Lab & X-rays:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Mammograms:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Pap Test And Pelvic Exams:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
PSA Test & Prostate Exams:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Colonoscopy, Sigmoidoscopy And Similar
Routine Surgical Procedures Done For Preventive
Reasons:
From Age 50
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Abdominal/Aortic Ultrasound:
Males Between Ages 65-75
e Maximum Benefit Per Lifetime
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Temporomandibular Joint Disorder Benefits:
Surgical Treatment Only:
e Paid By Plan After Deductible 80% 60%
Therapy Services:
Outpatient Occupational, Physical, Speech And
Aquatic Therapy:
Age 16 And Under (Allow Initial Evaluation —
Additional Treatment Must Be Preauthorized)
e Paid By Plan After Deductible 80% 60%
Outpatient Occupational, Physical And Aquatic
Therapy:
Age 17 And Over (Treatment Must Be
Preauthorized After 24 Sessions))
e Paid By Plan After Deductible 80% 60%
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IN-NETWORK OUT-OF-NETWORK
Effective: 01-01-2009

Speech Therapy
Age 17 and Over (Allow Initial Evaluation —
Additional Treatment Must Be Preauthorized)
e Paid By Plan After Deductible 80% 60%

Wigs, Toupees Or Hairpieces Related To Cancer
Treatment For Alopecia Areata:

e Maximum Benefit Per Calendar Year $500

e Paid By Plan After In-Network Deductible 80% 80%
All Other Covered Expenses:

e Paid by Plan 80% 60%
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MEDICAL SCHEDULE OF BENEFITS

Benefit Plan(s) 004 PPO Select

Effective: 01-01-2010

All health benefits shown on this Schedule of Benefits are subject to the individual lifetime and annual
maximums, individual and family Deductibles, Co-pays, Coinsurance rates, and out-of-pocket maximums,
and are subject to all provisions of this Plan including Clinical Eligibility For Coverage and any other
benefit determination based on an evaluation of medical facts and Covered Benefits.

Note: Notification may be required before benefits will be considered for payment. Failure to obtain
notification may result in a penalty or increased out-of-pocket costs. Refer to the Utilization Management
section of this document for a description of these services and notification procedures.

Note: If a benefit maximum is listed in the middle of a column on the Schedule of Benefits, that means
that it is a combined Maximum Benefit for services that You receive from all In-Network and Out-of-

Network providers and facilities.

IN-NETWORK | OUT-OF-NETWORK

Individual Lifetime Maximum $2,000,000

Annual Deductible Per Calendar Year:

e Per Person $300 $600

o Per Family $600 $1,200

Coinsurance Rate, Unless Otherwise Stated Below:

e Paid By Plan After Satisfaction Of Deductible 80% 60%

Annual Coinsurance Maximum:

e Per Person $500 $2,000

o Per Family $1,000 $4,000

Annual Out-Of-Pocket Maximum (Deductible Plus

Coinsurance): $800 $2,600

e Per Person $1,600 $5,200

e Per Family

Acupuncture Treatment:

e Maximum Benefit Per Calendar Year $500

e Paid By Plan 100% 100%
(Deductible Waived) | (Deductible Waived)

Ambulance Transportation:

Ground:

e Paid By Plan 100% 100%
(Deductible Waived) (Deductible Waived)

Air:

e Maximum Benefit Per Occurrence $5,000

e Paid By Plan 100% 100%
(Deductible Waived) (Deductible Waived)

Chiropractic Services:

Office Visit and X-ray:

e Paid By Plan After Deductible 100% 60%

Manipulations:

e Co-pay Per Visit $20 Not Applicable

e Maximum Visits Per Calendar Year 15

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
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IN-NETWORK OUT-OF-NETWORK
Effective: 01-01-2010
Durable Medical Equipment: (Subject to Medicare
Guidelines)
e Paid By Plan After Deductible 80% 60%
Extended Care Facility Benefits Such As Skilled
Nursing, Convalescent Or Sub-acute Facility:
e Paid By Plan After Deductible 80% 60%
Foot Orthotics:
e Maximum Benefit Per Calendar Year $500
e Paid By Plan After Deductible 80% 60%
Hearing Deficit Services:
Hearing Aids:
e Maximum Benefit Every Three Years $500
e Paid By Plan After Deductible 50% 50%
Cochlear Implants:
e Paid By Plan After Deductible 80% 60%
Home Health Care Benefits:
e Paid By Plan After Deductible 80% 60%
Hospice Care Benefits:
e Paid By Plan After Deductible 80% 60%
Hospital Services:
Inpatient Services / Inpatient Physician Charges
Room And Board Subject To The Payment Of Semi-
private Room Rate:
e Paid By Plan After Deductible 80% 60%
Emergency Room / Emergency Physician Charges:
e Co-pay Per Visit (Waived If Admitted As Inpatient $100 $100
Within 24 Hours)
e Paid By Plan After Deductible 80% 80%
Outpatient Services / Outpatient Physician
Charges:
e Paid By Plan After Deductible 80% 60%
Hospital Based Urgent Care:
e Co-pay Per Visit $40 $40
e Paid By Plan 80% 60%
(Deductible Waived) (Deductible Waived)
Office Based Urgent Care:
o Co-pay Per Visit $40 $40
e Paid By Plan After Deductible 80% 60%
Outpatient Lab And X-ray Charges:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Infertility Services:
e Maximum Benefit Per Lifetime $2,500
e Paid By Plan After Deductible 50% 50%
(Deductible Waived) (Deductible Waived)
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IN-NETWORK OUT-OF-NETWORK

Effective: 01-01-2010

Mental Health, Substance Abuse And Chemical

Dependency Benefits:

Inpatient Services / Inpatient Physician Charges:

e Paid By Plan After Deductible 80% 60%

Outpatient Or Partial Hospitalization:

e Paid By Plan After Deductible 80% 60%

Office Visit:

e Primary Care Physician Co-pay Per Visit $25

e Specialist Providers Co-pay Per Visit $40 Not Applicable

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)

Substance Abuse And Chemical Dependency

Residential Treatment:

e Paid By Plan After Deductible 80% 60%

Morbid Obesity:

Gastric Or Intestinal Bypass:

e Maximum Benefit Per Lifetime

e Paid By Plan After Deductible 80% 60%

Oral Surgery:

e Paid By Plan 80% 60%
(Deductible Waived) (Deductible Waived)

Orthognathic, Prognathic And Maxillofacial

Surgery:

e Maximum Benefit Per Lifetime $1,250

e Paid By Plan After Deductible 80% 60%

Physician Office Visit:

(Note: If a separate claim is submitted in relation to the

same office visit by a Radiologist, Pathologist,

Anesthesiologist, Independent Laboratory or Hospital,

charges will be subject to Deductible and Coinsurance)

Primary Care Physician Office Visit:

e Co-pay Per Visit $25 Not Applicable

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)

Specialist Providers Office Visit:

e Co-pay Per Visit $40 Not Applicable

e Paid By Plan After Deductible 80% 60%
(Deductible Waived)

Preventive / Routine Care Benefits Include:

Routine Physical Exams:

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
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IN-NETWORK OUT-OF-NETWORK
Effective: 01-01-2010
Immunizations (See Covered Medical Benefits
provision for list of covered immunizations):
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Bone Density Test:
Females From Age 65
e Maximum Benefit Per Lifetime 1
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Diagnostic Tests, Lab & X-rays:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Mammograms:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Pap Test And Pelvic Exams:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
PSA Test & Prostate Exams:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Colonoscopy, Sigmoidoscopy And Similar
Routine Surgical Procedures Done For Preventive
Reasons:
From Age 50
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Abdominal/Aortic Ultrasound:
Males Between Ages 65-75
e Maximum Benefit Per Lifetime
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Temporomandibular Joint Disorder Benefits:
Surgical Treatment Only:
e Paid By Plan After Deductible 80% 60%
Therapy Services:
Outpatient Occupational, Physical, Speech And
Aquatic Therapy:
Age 16 And Under (Allow Initial Evaluation —
Additional Treatment Must Be Preauthorized)
e Paid By Plan After Deductible 80% 60%
Outpatient Occupational, Physical And Aquatic
Therapy:
Age 17 And Over (Treatment Must Be
Preauthorized After 24 Sessions))
e Paid By Plan After Deductible 80% 60%
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IN-NETWORK OUT-OF-NETWORK
Effective: 01-01-2009

Speech Therapy
Age 17 and Over (Allow Initial Evaluation —
Additional Treatment Must Be Preauthorized)
e Paid By Plan After Deductible 80% 60%

Wigs, Toupees Or Hairpieces Related To Cancer
Treatment For Alopecia Areata:

e Maximum Benefit Per Calendar Year $500

e Paid By Plan After In-Network Deductible 80% 80%
All Other Covered Expenses:

e Paid by Plan 80% 60%
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MEDICAL SCHEDULE OF BENEFITS

Benefit Plan(s) 005 High Deductible (Retirees Only)

Effective: 01-01-2010

All health benefits shown on this Schedule of Benefits are subject to the individual lifetime and annual
maximums, individual and family Deductibles, Co-pays, Coinsurance rates, and out-of-pocket maximums,
and are subject to all provisions of this Plan including Clinical Eligibility For Coverage and any other benefit
determination based on an evaluation of medical facts and Covered Benefits.

Note: Notification may be required before benefits will be considered for payment. Failure to obtain
notification may result in a penalty or increased out-of-pocket costs. Refer to the Utilization Management
section of this document for a description of these services and notification procedures.

Note: If a benefit maximum is listed in the middle of a column on the Schedule of Benefits, that means that
it is a combined Maximum Benefit for services that You receive from all In-Network and Out-of-Network

providers and facilities.

IN-NETWORK [ OUT-OF-NETWORK

Individual Lifetime Maximum $2,000,000

Annual Deductible Per Calendar Year:

e Per Person $4,500 $5,000

e Per Family $9,000 $10,000

Coinsurance Rate, Unless Otherwise Stated Below:

e Paid By Plan After Satisfaction Of Deductible 80% 60%

Annual Coinsurance Maximum:

e Per Person $500 $2,000

e Per Family $1,000 $4,000

Annual Out-Of-Pocket Maximum (Deductible Plus

Coinsurance): $5,000 $7,000

e Per Person $10,000 $14,000

e Per Family

Acupuncture Treatment:

e Maximum Benefit Per Calendar Year $500

e Paid By Plan 100% 100%
(Deductible Waived) (Deductible Waived)

Ambulance Transportation:

Ground:

e Paid By Plan 100% 100%
(Deductible Waived) (Deductible Waived)

Air:

e Maximum Benefit Per Occurrence $5,000

e Paid By Plan 100% 100%
(Deductible Waived) (Deductible Waived)

Chiropractic Services:

Office Visit and X-ray:

e Paid By Plan After Deductible 100% 60%

Manipulations:

e Co-pay Per Visit $20 Not Applicable

e Maximum Visits Per Calendar Year 15 Visits

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)

Durable Medical Equipment: (Subject to Medicare

Guidelines)

e Paid By Plan After Deductible 80% 60%
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IN-NETWORK OUT-OF-NETWORK
Effective: 01-01-2010
Extended Care Facility Benefits Such As Skilled
Nursing, Convalescent Or Sub-acute Facility:
e Paid By Plan After Deductible 80% 60%
Foot Orthotics:
e Maximum Benefit Per Calendar Year $500
e Paid By Plan After Deductible 80% 60%
Hearing Deficit Services:
Hearing Aids:
e Maximum Benefit Every Three Years $500
e Paid By Plan After Deductible 50% 50%
Cochlear Implants:
e Paid By Plan After Deductible 80% 60%
Home Health Care Benefits:
e Paid By Plan After Deductible 80% 60%
Hospice Care Benefits:
e Paid By Plan After Deductible 80% 60%
Hospital Services:
Inpatient Services / Inpatient Physician Charges
Room And Board Subject To The Payment Of Semi-
private Room Rate:
e Paid By Plan After Deductible 80% 60%
Emergency Room / Emergency Physician Charges:
e Co-pay Per Visit (Waived If Admitted As Inpatient $100 $100
Within 24 Hours)
e Paid By Plan After Deductible 80% 80%
Outpatient Services / Outpatient Physician
Charges:
e Paid By Plan After Deductible 80% 60%
Hospital Based Urgent Care:
e Co-pay Per Visit $40 $40
e Paid By Plan 80% 60%
(Deductible Waived) (Deductible Waived)
Office Based Urgent Care:
e Co-pay Per Visit $40 $40
e Paid By Plan After Deductible 80% 60%
Outpatient Lab And X-ray Charges:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Infertility Services:
e Maximum Benefit Per Lifetime $2,500
e Paid By Plan After Deductible 50% 50%
(Deductible Waived) (Deductible Waived)
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IN-NETWORK OUT-OF-NETWORK

Effective: 01-01-2010

Mental Health, Substance Abuse And Chemical

Dependency Benefits:

Inpatient Services / Inpatient Physician Charges:

e Paid By Plan After Deductible 80% 60%

Outpatient Or Partial Hospitalization:

e Paid By Plan After Deductible 80% 60%

Office Visit:

e Primary Care Physician Co-pay Per Visit $25

e Specialist Providers Co-pay Per Visit $40 Not Applicable

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)

Substance Abuse And Chemical Dependency

Residential Treatment:

Morbid Obesity:

Gastric Or Intestinal Bypass:

e Maximum Benefit Per Lifetime

e Paid By Plan After Deductible 80% 60%

Oral Surgery:

e Paid By Plan 80% 60%
(Deductible Waived) (Deductible Waived)

Orthognathic, Prognathic And Maxillofacial

Surgery:

e Maximum Benefit Per Lifetime $1,250

e Paid By Plan After Deductible 80% 60%

Physician Office Visit:

(Note: If a separate claim is submitted in relation to the

same office visit by a Radiologist, Pathologist,

Anesthesiologist, Independent Laboratory or Hospital,

charges will be subject to Deductible and Coinsurance)

Primary Care Physician Office Visit:

e Co-pay Per Visit $25 Not Applicable

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)

Specialist Providers Office Visit:

e Co-pay Per Visit $40 Not Applicable

e Paid By Plan After Deductible 80% 60%
(Deductible Waived)

Preventive / Routine Care Benefits Include:

Routine Physical Exams:

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)

Immunizations (See Covered Medical Benefits

provision for list of covered immunizations):

e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
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Effective: 01-01-2010

IN-NETWORK

OUT-OF-NETWORK

Routine Bone Density Test:
Females From Age 65

e Maximum Benefit Per Lifetime 1
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Diagnostic Tests, Lab & X-rays:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Mammograms:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Pap Test And Pelvic Exams:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
PSA Test & Prostate Exams:
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Colonoscopy, Sigmoidoscopy And Similar
Routine Surgical Procedures Done For Preventive
Reasons:
From Age 50
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Routine Abdominal/Aortic Ultrasound:
Males Between Ages 65-75
e Maximum Benefit Per Lifetime
e Paid By Plan After Deductible 100% 60%
(Deductible Waived)
Temporomandibular Joint Disorder Benefits:
Surgical Treatment Only:
e Paid By Plan After Deductible 80% 60%
Therapy Services:
Outpatient Occupational, Physical, Speech And
Aquatic Therapy:
Age 16 And Under (Allow Initial Evaluation —
Additional Treatment Must Be Preauthorized)
e Paid By Plan After Deductible 80% 60%
Outpatient Occupational, Physical And Aquatic
Therapy:
Age 17 And Over (Treatment Must Be
Preauthorized After 24 Sessions))
e Paid By Plan After Deductible 80% 60%

Speech Therapy
Age 17 and Over (Allow Initial Evaluation —
Additional Treatment Must Be Preauthorized)
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IN-NETWORK OUT-OF-NETWORK
Effective: 01-01-2009

Wigs, Toupees Or Hairpieces Related To Cancer
Treatment For Alopecia Areata:

e Maximum Benefit Per Calendar Year $500

e Paid By Plan After In-Network Deductible 80% 80%
All Other Covered Expenses:

e Paid by Plan 80% 60%
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TRANSPLANT BENEFITS SUMMARY

Benefit Plan(s) 001 and 002 (EPO Basic & EPO Select)

Effective: 01-01-2010

Transplant: Designated Transplant Facility:
e Paid By Plan

100%
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TRANSPLANT BENEFITS SUMMARY

Benefit Plan(s) 003, 004 and 005 (PPO & High Deductible)

Effective: 01-01-2010

Transplant: Designated Transplant Facility:
e Paid By Plan After Deductible

80%
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OUT-OF-POCKET EXPENSES AND MAXIMUMS
Applies to Benefit Plan(s) 001 and 002 EPO Basic/Select
Effective: 01-01-2009
CO-PAYS

A Co-pay is the amount shown on the Schedule of Benefits that the Covered Person must pay to the
provider each time certain services are received.

The office Co-pay applies to Physician office visits, in addition to the Co-pays listed on the Schedule of
Benefits.

INDIVIDUAL LIFETIME MAXIMUM

All Covered Expenses including prescription benefits will count toward the Covered Person’s individual
Lifetime Maximum Benefit that is shown on the Schedule of Benefits.

NO FORGIVENESS OF OUT-OF-POCKET EXPENSES

The Covered Person is required to pay the out-of-pocket expenses (including Deductibles, Co-pays or
required Plan Coinsurance) under the terms of this Plan. The requirement that You and Your
Dependent(s) pay the applicable out-of-pocket expenses cannot be waived by a provider under any “fee
forgiveness”, “not out-of-pocket” or similar arrangement. If a provider waives the required out-of-pocket
expenses, the Covered Person’s claim may be denied and the Covered Person will be responsible for
payment of the entire claim. The claim(s) may be reconsidered if the Covered Person provides
satisfactory proof that he or she paid the out-of-pocket expenses under the terms of this Plan.
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OUT-OF-POCKET EXPENSES AND MAXIMUMS
Applies to Benefit Plan(s) 003, 004 PPO Basic/Select and 005 High Deductible
Effective: 01-01-2009
CO-PAYS

A Co-pay is the amount that the Covered Person must pay to the provider each time certain services are
received. Co-pays do not apply toward satisfaction of yearly out-of-pocket maximums. The Co-pay, out-
of-pocket maximum, Deductible(s) and Plan Coinsurance are shown on the Schedule of Benefits.

DEDUCTIBLES

Deductible refers to an amount of money paid once a Plan Year by the Covered Person before any
Covered Expenses are paid by this Plan. A Deductible applies to each Covered Person up to a family
Deductible limit. When a new Plan Year begins, a new Deductible must be satisfied.

Deductible amounts are shown on the Schedule of Benefits. The applicable Deductible must be met
before any benefits will be paid under this Plan, unless indicated otherwise.

Only Covered Expenses will count toward meeting the Deductible. Pharmacy expenses do not count
toward meeting the Deductible of this Plan. The Deductible amounts that the Covered Person incurs for
Covered Expenses will be used to satisfy the Deductible(s) shown on the Schedule of Benefits.

The Deductible amounts that the Covered Person incurs at all benefit levels (whether incurred at a
Participating or Non-Participating Provider) will be used to satisfy the total individual and family
Deductible.

If You have family coverage, any combination of covered family members can help meet the maximum
family Deductible, up to each person’s individual Deductible amount.

If two or more covered family members are injured in the same Accident, only one Deductible needs to be
met for those Covered Expenses which are due to that Accident, and incurred during that calendar year.

PLAN COINSURANCE

Plan Coinsurance means that, after the Covered Person satisfies the Deductible, the Covered Person
and the Plan each pay a percentage of the Covered Expenses, until the Covered Person’s (or family’s, if
applicable) annual out-of-pocket maximum is reached. The Plan Coinsurance rate is shown on the
Schedule of Benefits. The Covered Person will be responsible for paying any remaining charges due to
the provider after the Plan has paid its portion of the Covered Expense, subject to the Plan’s maximum
fee schedule, negotiated rate, or Usual and Customary amounts as applicable. Once the annual out-of-
pocket maximum has been satisfied, the Plan will pay 100% of the Covered Expense for the remainder of
the Plan Year.

Any payment for an expense that is not covered under this Plan will be the Covered Person’s
responsibility.
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ANNUAL OUT-OF-POCKET MAXIMUMS

The annual out-of-pocket maximum is shown on the Schedule of Benefits. Amounts the Covered Person
incurs for Covered Expenses, Deductibles and Plan Coinsurance expense, will be used to satisfy the
Covered Person’s (or family’s, if applicable) annual out-of-pocket maximum(s). Pharmacy expenses the
Covered Person incurs do not apply toward the out-of-pocket maximum of this Plan.

The following will not be used to meet the out-of-pocket maximums:

Co-pays.

Penalties, legal fees and interest charged by a provider.

Expenses for excluded services.

Any charges above the limits specified elsewhere in this SPD.

Co-pays and Coinsurance amounts for Prescription products.

Infertility services.

Out-of Network Routine Benefits.

Any amounts over the Usual and Customary amount, negotiated rate or established fee schedule
that this Plan pays.

The eligible out-of-pocket expenses that the Covered Person incurs at all benefit levels (whether incurred
at a Participating or Non-Participating Provider) will be used to satisfy the total out-of-pocket maximum.

INDIVIDUAL LIFETIME MAXIMUM BENEFIT

All Covered Expenses including pharmacy expenses will count toward the Covered Person’s individual
medical Lifetime Maximum Benefit that is shown on the Schedule of Benefits.

NO FORGIVENESS OF OUT-OF-POCKET EXPENSES

The Covered Person is required to pay the out-of-pocket expenses (including Deductibles, Co-pays or
required Plan Coinsurance) under the terms of this Plan. The requirement that You and Your
Dependent(s) pay the applicable out-of-pocket expenses cannot be waived by a provider under any “fee
forgiveness”, “not out-of-pocket” or similar arrangement. If a provider waives the required out-of-pocket
expenses, the Covered Person’s claim may be denied and the Covered Person will be responsible for
payment of the entire claim. The claim(s) may be reconsidered if the Covered Person provides
satisfactory proof that he or she paid the out-of-pocket expenses under the terms of this Plan.

10-01-2003/01-26-2009C -33- 7670-00-040178



ELIGIBILITY AND ENROLLMENT
Effective: 01-01-2010
ELIGIBILITY AND ENROLLMENT PROCEDURES

You are responsible for enrolling in the manner and form prescribed by Your employer. The Plan’s
eligibility and enrollment procedures include administrative safeguards and processes designed to ensure
and verify that eligibility and enrollment determinations are made in accordance with the Plan. The Plan
may request documentation from You or Your Dependents in order to make these determinations. The
coverage choices that will be offered to You will be the same choices offered to other similarly situated
Employees.

Employees that are eligible and enroll for medical plan coverage will also have the opportunity to
participate in a health risk assessment. Employees that complete all components of the health risk
assessment will be eligible for a premium contribution discount. Employees hired after November 1% will
not have an opportunity to receive a premium discount for the following calendar year. All medical plan
participants will be given the opportunity to complete the health risk assessment annually.

ELIGIBILITY REQUIREMENTS

An eligible Employee is a person who is classified by the employer on both payroll and personnel
records as an Employee who regularly works full time:

¢ Nonbargaining person, regularly scheduled to work for the Plan holder on a full-time basis for at
least 37 %2 hours a week or have a similar academic appointment; or

. Bargaining person, regularly scheduled to work for the Plan holder for at least 30 hours a week; or

¢  Regularly scheduled to work for the Plan holder on a part-time basis for at least 80 hours a
month/minimum of 1000 hours per year; or

. Full-time temporary, minimum of a 1 calendar/academic year contract.

But for purposes of this Plan, it does not include the following classifications of workers except as
determined by the employer in its sole discretion:

e  Temporary or leased employees.

e AnIndependent Contractor who signs an agreement with the employer as an Independent
Contractor or other Independent Contractors as defined in this SPD.

e A consultant who is paid on other than a regular wage or salary by the employer.

e A member of the employer’s Board of Directors, an owner, partner, or officer, unless engaged in the
conduct of the business on a full-time regular basis.

For purposes of this Plan, eligibility requirements are used only to determine a person’s initial eligibility for
coverage under this Plan. An Employee may retain eligibility for coverage under this Plan if the
Employee is temporarily absent on an approved leave of absence, with the expectation of returning to
work following the approved leave as determined by the employer’s leave policy, provided that
contributions continue to be paid on a timely basis. The employer’s classification of an individual is
conclusive and binding for purposes of determining eligibility under this Plan. No reclassification of a
person’s status, for any reason, by a third-party, whether by a court, governmental agency or otherwise,
without regard to whether or not the employer agrees to such reclassification, shall change a person’s
eligibility for benefits.

An eligible Employee who is covered under this Plan and who retires under the employer’s formal
retirement plan will be eligible to continue participating in the Plan upon retirement, provided the individual
continues to make the required contribution.

Note: Eligible Employees and Dependents who decline to enroll in this Plan must state so in writing. In
order to preserve potential Special Enroliment rights, eligible individuals declining coverage must state in
writing that enroliment is declined due to coverage under another group health plan or health insurance
policy. Proof of such plan or policy may be required upon application for Special Enrollment.
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Effective: 01-01-2010

An eligible Dependent includes:

. Your legal spouse who is a husband or wife of the opposite sex in accordance with the federal
Defense of Marriage Act provided he or she is not covered as an employee under this Plan. An
eligible Dependent does not include an individual from whom You have obtained a legal separation
or divorce unless court ordered. Documentation on a Covered Person’s marital status may be
required by the Plan Administrator.

o A Dependent child until the child reaches his or her 19" birthday. The term “child” includes the
following Dependents who meet the eligibility criteria listed below:

» A natural biological child;

> A step child;

> A legally adopted child or a child legally Placed for Adoption as granted by action of a federal,
state or local governmental agency responsible for adoption administration or a court of law if
the child has not attained age 18 as of the date of such placement;

» A child under Your (or Your Spouse’s) Legal Guardianship as ordered by a court;

» A child who is considered an alternate recipient under a Qualified Medical Child Support Order;

NON-DUPLICATION OF COVERAGE: Any person who is covered as an eligible employee shall not also
be considered an eligible Dependent under this Plan.

Eligibility Criteria: To be an eligible Dependent child, the following conditions must all be met:

> A Dependent child must reside with the employee. The residency requirement does not apply
to children who are Full-Time Students living away from home to attend school, to children who
reside in an institution, or to children who are enrolled in accordance with a Qualified Medical
Child Support Order because of the employee’s divorce or separation decree.

» A Dependent Child must legally qualify to be claimed as a tax exemption on the employee’s or
spouse’s federal income tax return. A step child must also reside with the employee and be
dependent upon the employee for principal support and maintenance.

» A Dependent child must be unmarried.

» A Dependent child will not be covered if the child is covered as a Dependent of another
Employee at this company.

Employees have the right to choose which eligible Dependents are covered under the Plan.

EXTENDED COVERAGE FOR DEPENDENT CHILDREN

Coverage under this Plan may be extended for a Dependent child if the following conditions are met:
e The Dependent child was covered by this Plan on the day before the child’s 19" birthday, and

e A covered Dependent child who is attending high school or an Accredited Institution of Higher
Education as a Full-Time Student will continue to be eligible until the end of the month in which the
child turns age 25 or until the Dependent child no longer attends school as a Full-Time Student,
whichever is earlier. Extended coverage for Dependent children who have not reached age 25 will
terminate at the end of the month that the Dependent child is no longer attending or enrolled as a
Full-Time Student. (See below for more information on Loss of Full-Time Student Status Due to
medical necessity) The Plan may require proof of the Dependent child’s Full-Time Student
enrollment on an as-needed basis. A Full-Time Student who finishes the spring term shall be
deemed a Full-Time Student throughout the summer if the Student has enrolled as a Full-Time

Student for the following fall term, regardless of whether or not such Student enrolls for the summer
term.
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Effective: 01-01-2010

e If You have a Dependent child covered under this Plan who is under the age of 19 and Totally
Disabled, either mentally or physically, that child's health coverage may continue beyond the day
the child would cease to be a Dependent under the terms of this Plan. You must submit written
proof that the child is Totally Disabled within 31 calendar days after the day coverage for the
Dependent would normally end. The Plan may, for two years, ask for additional proof at any time,
after which the Plan can ask for proof not more than once a year. Coverage can continue as long
as the Dependent Child is deemed to be Totally Disabled under the terms of the Plan subject to the
following minimum requirements:

» The Dependent must not be able to hold a self-sustaining job due to the disability; and
» Proof must be submitted as required; and
» The Employee must still be covered under this Plan.

Loss of Full-Time Status Due to Medical Necessity

Dependents who are enrolled in an Accredited Institution of Higher Education on the day before the first
day of a medically necessary leave of absence or reduction in full-time status will be entitled to up to
twelve months of coverage continuation. To qualify:

o The Plan received written certification from the Dependent’s treating Physician stating that the Child
is suffering from a serious lliness or Injury and that a leave or reduction in enrollment is medically
necessary.

. The leave must begin while the Dependent is suffering from a serious Iliness or Injury and be
medically necessary.

Coverage during a medically necessary leave of absence will be the same as if the Child remained a Full-
Time Student and will continue for up to one year from the date the medically necessary leave began or
until the Dependent would otherwise lose eligibility under the Plan, whichever is sooner. In addition, if
any changes are made to the Plan during the medically necessary leave, the Dependent Child remains
eligible for the changed coverage in the same manner as would have applied if the changed coverage
had been the previous coverage, so long as Dependent Children are still covered by the Plan.

IMPORTANT: Itis Your responsibility to notify the Plan Sponsor within 60 days if Your
Dependent no longer meets the criteria listed in this section. If, at any time, the Dependent fails
to attend school as a Full-Time Student for reasons other than minor, short-term lliness or Injury
or medical necessity (as described above), or the Dependent does not meet the qualifications of
Totally Disabled, the Plan has the right to be reimbursed from the Dependent or Employee for any
medical claims paid by the Plan during the period that the Dependent did not qualify for extended
coverage. Please refer to the COBRA Section in this document.

EFFECTIVE DATE OF EMPLOYEE'S COVERAGE
Your coverage will begin on the later of:
. If You apply within 30 days of hire, Your coverage will become effective the official date of hire.

) If You apply after 30 days of hire, You will be considered a Late Enrollee. Coverage for a Late
Enrollee will become effective January 1 following application during the annual enrollment period,
subject to a 12-month pre-existing provision. (Persons who apply under the Special Enroliment
provision are not considered Late Enrollees).

. If You are eligible to enroll under the Special Enrollment Provision, Your coverage will become
effective on the date set forth under the Special Enrollment Provision if application is made within
30 days of the event.
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EFFECTIVE DATE OF COVERAGE FOR YOUR DEPENDENTS
Your Dependent’s coverage will be effective on the later of:
. The date Your coverage with the Plan begins if You enroll the Dependent at that time; or

. The date You acquire Your Dependent if application is made within 30 days of acquiring the
Dependent; or

. The date an enrollment application is properly made if the Dependent is a Late Enrollee. The
Dependent will be considered a Late Enrollee if You request coverage for Your Dependent more
than 30 days of Your hire date, or more than 30 days following the date You acquire the
Dependent; or

. If Your Dependent is eligible to enroll under the Special Enroliment Provision, the Dependent's
coverage will become effective on the date set forth under the Special Enroliment Provision, if
application is made within 30 days following the event; or

. The date specified in a Qualified Medical Child Support Order.

A contribution will be charged from the first day of coverage for the Dependent, if additional contribution is
required. In no event will Your Dependent be covered prior to the day Your coverage begins.

ANNUAL ENROLLMENT PERIOD

During the annual enroliment period, eligible employees and retirees will be able to enroll themselves and
their eligible Dependents for coverage under this Plan.

If You and/or Your Dependent become covered under this Plan as a result of electing coverage during the
annual group annual enroliment period, the following shall apply:

. The employer will give eligible employees written notice prior to the start of an annual enroliment
period; and

) This Plan does not apply to charges for services performed or treatment received prior to the
Effective Date of the Covered Person’s coverage; and

. The effective date of any qualified individual requesting coverage during the annual enroliment
period will be January 1 immediately following completion of the annual enrollment period.

. Any other provision of this Plan which provides an effective date for Late Enrollees does not apply.
DECLINING ENROLLMENT PROVISION

If You decline coverage for yourself or Your Dependents because of other group health coverage or
health insurance, You may in the future be able to enroll yourself or Your Dependents in this Plan, if You
apply within 30 days after Your other coverage ends.

In addition, if You have a new Dependent as a result of marriage, birth, adoption or placement for
adoption, You may be able to enroll yourself and certain Dependents, provided that You apply for
enrollment within 30 days after marriage, birth, adoption or Placement for Adoption. Refer to the Special
Enrollment Provision in this document.

10-01-2003/10-25-2006C -37- 7670-00-040178



TERMINATION

Effective: 01-01-2010

Please see the COBRA section of this SPD for questions regarding coverage continuation.

EMPLOYEE'S COVERAGE

Your coverage under this Plan will end on the earliest of:

The end of the period for which Your last contribution is made, if You fail to make any required
contribution towards the cost of coverage when due; or

The date this Plan is canceled; or

The date coverage for Your benefit class is canceled; or

The last day of the month in which You tell the Plan to cancel Your coverage if You are voluntarily
canceling it while remaining eligible because of change in status, special enrollment, or at annual
enrollment periods. If you voluntarily terminate your employment from the 1% — 15" of the month,
your coverage will end at the end of the month. If you voluntarily terminate on the 16" of the month
or after, your coverage will end the last day of the following month.

The last day of the month in which You are no longer a member of a covered class, or
notice/severance payment expires, as determined by the employer except if You are temporarily
absent from work due to active military duty. Refer to USERRA under the USERRA section.

The last day of the month in which Your employment ends; or

The date in which You reach Your individual Lifetime Maximum Benefit under this Plan; or

The date You submit a false claim or are involved in any other form of fraudulent act related to this
Plan.

YOUR DEPENDENT'S COVERAGE

Coverage for Your Dependent will end on the earliest of the following:

The end of the period for which Your last contribution is made, if You fail to make any required
contribution toward the cost of Your Dependent's coverage when due; or

The last day of the month in which Your coverage ends; or

The last day of the month in which Your Dependent is no longer Your legal spouse due to legal
separation or divorce, as determined by the law of the state where the employee resides; or

The last day of the month in which Your Dependent child attains the limiting age listed under the
Eligibility section, unless the Dependent Child qualifies for a medically necessary leave of absence
(see Extended Dependent Coverage section for more information); or

The date Dependent coverage is no longer offered under this Plan; or

The day of the month in which You tell the Plan to cancel Your Dependent’s coverage if You are
voluntarily canceling it while remaining eligible because of change in status, special enrollment, or
at annual enrollment periods; or

The date in which the Dependent reaches the individual Lifetime Maximum Benefit under this Plan;
or
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. The last day of the month in which the Dependent becomes covered as an employee under this
Plan; or

. The date You or Your Dependent submits a false claim or are involved in any other form of
fraudulent act related to this Plan.

REINSTATEMENT OF COVERAGE

If Your coverage ends due to termination of employment, leave of absence or lay-off and You later return
to active work, You must meet all requirements of a new Employee. Refer to the information on Family
and Medical Leave Act or Uniformed Services Employment and Reemployment Act for possible
exceptions, or contact Your Human Resources or Personnel office.
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SPECIAL ENROLLMENT PROVISION
Under the Health Insurance Portability and Accountability Act

Effective: 04-01-2009

This Plan gives eligible persons special enroliment rights under this Plan if there is a loss of other health
coverage or a change in family status as explained below. The coverage choices that will be offered to
You will be the same choices offered to other similarly situated Employees.

Note: Retirees are not eligible for special enroliment due to loss of other coverage. Similarly, Retirees
who are not currently participating in the Plan will not be eligible to enroll upon acquisition of a new
Dependent. If a Retiree terminates from the plan, the Retiree will not be eligible to reenroll for any
reason.

LOSS OF HEALTH COVERAGE

Current Employees and their Dependents have a special opportunity to enroll for coverage under this
Plan if there is a loss of other health coverage. Your loss of other health coverage triggers special
enrollment rights only if other coverage was in effect at the time You declined coverage. The Plan will not
recognize Your special enroliment right due to a loss of coverage if other coverage was not in effect at the
time You declined enrollment. You declined enrollment if You do not enroll in the Plan during the Plan’s
annual enrollment period, a special enrollment period or upon COBRA being offered.

You and/or Your Dependents may enroll for health coverage under this Plan due to loss of health
coverage if the following conditions are met:

. You and/or Your Dependents were covered under a group health plan or health insurance policy
at the time coverage under this Plan is offered; and

. You and/or Your Dependent stated in writing that the reason for declining coverage was due to
coverage under another group health plan or health insurance policy; and

. The coverage under the other group health plan or health insurance policy was:

COBRA continuation coverage and that coverage was exhausted; or

Terminated because the person was no longer eligible for coverage under the terms of
that plan or policy; or

Terminated and no substitute coverage is offered; or

Exhausted due to an individual meeting or exceeding a lifetime limit on all benefits; or
No longer receiving any monetary contribution toward the premium from the employer.

VVYVY VYV

You or Your Dependent must request and apply for coverage under this Plan no later than 30 calendar
days after the date the other coverage ended, or in situations where a Covered Person meets or exceeds
a lifetime limit on all benefits, no later than 30 calendar days after a claim is denied for that reason. The
Plan will assume that the written explanation of benefits (EOB) form is received five calendar days after
the Plan mails the EOB form.

e You and/or Your Dependents were covered under a Medicaid plan or state child health plan and Your
or Your Dependents coverage was terminated due to loss of eligibility. You must request coverage
under this Plan within 60 days after the date of termination of such coverage.

You or Your Dependents may not enroll for health coverage under this Plan due to loss of health
coverage under the following conditions:

e Your coverage was terminated due to failure to pay timely premiums or for cause such as making a
fraudulent claim or an intentional misrepresentation of material fact, or

e You or Your Dependent voluntarily canceled the other coverage, unless the current or former
employer no longer contributed any money toward the premium for that coverage.
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CHANGE IN FAMILY STATUS

Current employees and their Dependents, COBRA Qualified Beneficiaries and other eligible persons
have a special opportunity to enroll for coverage under this Plan if there is a change in family status.
Retired employees who are Covered Persons have a special opportunity to enroll newly acquired
Dependents for coverage under this Plan if there is a change in family status.

If a person becomes Your eligible Dependent through marriage, birth, adoption or Placement for
Adoption, the employee, spouse and newly acquired Dependent(s) who are not already enrolled, may
enroll for health coverage under this Plan during a special enroliment period. You must request and
apply for coverage within 30 calendar days of marriage, birth, adoption or Placement for Adoption.

NEWLY ELIGIBLE FOR EMPLOYMENT ASSISTANCE UNDER MEDICAID OR CHILDREN’'S HEALTH
INSURANCE PROGRAM

Current Employees and their Dependents may be eligible for a Special Enrollment period if the Employee
and/or Dependents are determined eligible, under a state’s Medicaid plan or state child health plan, for
premium assistance with respect to coverage under this Plan. The Employee must request coverage
under this Plan within 60 days after the date the Employee and/or Dependent is determined to be eligible
for such assistance.

EFFECTIVE DATE OF COVERAGE UNDER SPECIAL ENROLLMENT PROVISION

If You properly apply for coverage during this special enroliment period, the coverage will become
effective:

. In the case of marriage, on the date of the marriage; or

. In the case of a Dependent's birth, on the date of such birth; or

. In the case of a Dependent's adoption, the date of such adoption or Placement for Adoption; or

. In the case of eligibility for premium assistance under a state’s Medicaid plan or state child health

plan, on the date the approved request for coverage is received; or
. In the case of loss of coverage, on the date following loss of coverage.
RELATION TO SECTION 125 CAFETERIA PLAN
This Plan may also allow additional changes to enrollment due to change in status events under the

employer’s Section 125 Cafeteria Plan. Refer to the employer’s Section 125 Cafeteria Plan for more
information.
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PRE-EXISTING CONDITION PROVISION
Effective: 01-01-2007

A Pre-Existing Condition means an lliness or Injury for which medical advice, diagnosis, care or treatment
was recommended or received within the three consecutive month period ending on the Covered
Person’s Enrolliment Date. Medical advice, diagnosis, care or treatment (including taking prescription
drugs) is taken into account only if it is recommended or received from a licensed Physician.

The Pre-Existing Condition Provision is waived for persons covered under this Plan prior to January 1,
2004.

This Plan has an exclusion for Pre-Existing Conditions. Benefits will not be paid for Covered Expenses
for a Pre-Existing Condition until the earliest of the following:

. 12 consecutive months from the Covered Person’s Enroliment Date, if You apply for coverage
under Plan procedure; or

. 12 consecutive months from the Covered Person’s Enrollment Date, if the Covered Person is
considered a Late Enrollee.

Benefits will then be payable for Covered Expenses Incurred for a Pre-Existing Condition after such
period of time, reduced by Creditable Coverage as described below.

EXCEPTIONS

The Pre-Existing Condition exclusion does not apply to:

) Any person who, on the Enrollment Date, had 12 consecutive months of Creditable Coverage.
. Pregnancy, including complications.

. A newborn Dependent child if application for enroliment is made within 30 days of birth, or if any
Creditable Coverage is obtained for the newborn within 30 days after the date of birth.

. An adopted Dependent child or Dependent child Placed for Adoption under the age of 18, if
application for enroliment is made within 30 days of adoption or Placement for Adoption, or if any
Creditable Coverage is obtained for the Dependent child within 30 days of adoption or Placement
for Adoption.

. Genetic information, in the absence of a diagnosis of an lliness related to such information. For
example, if You have a family history of diabetes but You Yourself have had no problem with
diabetes, the Plan will not consider diabetes to be a Pre-Existing Condition just because You have
a family history of this disease.

. Treatment recommendations made prior to the six consecutive month period before the Enrollment
Date when the Covered Person did not act upon the recommendation.
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Effective: 01-01-2009

REDUCTION OF PRE-EXISTING CONDITION EXCLUSION TIME PERIOD
(Creditable Coverage)

If on the Enroliment Date, a Covered Person has less than 12 consecutive months of Creditable
Coverage, the Plan will reduce the length of the Pre-Existing Condition exclusion period for each day of
Creditable Coverage the Covered Person had in determining whether the Pre-Existing Condition
exclusion applies.

Creditable Coverage means that You had coverage under a group health plan, health insurance policy,
Medicare or any one of several other health plans as described in the Glossary of Terms section of this
document, and Your coverage was not interrupted by a Significant Break in Coverage.

If a Covered Person has a Significant Break in Coverage, any days of Creditable Coverage that occur
before the Significant Break in Coverage will not be counted by the Plan to reduce the Pre-Existing
Condition exclusion time period. Waiting Periods will not count towards a Significant Break in Coverage.
In addition, the days between the date an individual loses health care coverage and the first day of the
second COBRA election period under the Trade Act of 2002 will not count towards a Significant Break in
Coverage.

CERTIFICATES OF CREDITABLE COVERAGE

New Employees and covered Dependents are encouraged to get a Certificate of Creditable Coverage
from the person's prior employer or insurance company as soon as possible. If You are having difficulty
getting this, contact Your Human Resources or Personnel office for assistance.

It is the Covered Persons responsibility to submit their Certificate of Creditable Coverage to:

UMR

ENROLLMENT SERVICES
PO BOX 8052

WAUSAU WI 54402-8052

In addition, Covered Persons will receive a Certificate of Creditable Coverage from this Plan when the
person loses coverage under this Plan, when the person loses COBRA coverage, or upon a written
request to this Plan.

Please submit written requests for a Certificate of Creditable Coverage from this Plan to:

EMPLOYEE BENEFITS CORPORATION
1350 DEMING WAY STE 200

CLIENT LIAISON

MIDDLETON, WI 53562-3536

You are encouraged to keep these Certificates in a safe place in case You get coverage under another
health plan that has a pre-existing condition exclusion provision. By proving that You had prior Creditable
Coverage, You may be able to have the pre-existing condition exclusion period reduced or eliminated.

YOUR RIGHT TO REQUEST A REVIEW OF A DETERMINATION OF PRE-EXISTING CONDITION
EXCLUSION PERIOD

If You feel that a determination of the pre-existing condition exclusion (PCE) period is incorrect, You may
submit a written request for the review.

Send Your request to:

UMR

ENROLLMENT SERVICES
PO BOX 8052

WAUSAU WI 54402-8052
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Your written request must be made within 60 days from the date of the notice. However, if Your request
is based on additional evidence that shows that You had more Creditable Coverage than recognized
originally, You may take longer.

Your written request should state the reasons that You believe the original determination is incorrect and
include any additional facts that support Your position. You should submit any additional evidence that
shows that You had more Creditable Coverage.

Your request will usually be decided within 60 days after it is submitted. If additional time is needed to
complete the review, You will be notified. You will be notified in writing of the decision on Your request if
You submit additional evidence to consider or if the original Determination of PCE period is modified. If
You do not receive notice of a decision within 60 calendar days after You submit the request, this means
that the original decision was upheld.

Similar to an initial determination, any new determination will set forth:

e The specific reason(s) for the decision; and
e The specific Plan provision(s) and other documents or information on which the decision is based.
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COBRA CONTINUATION OF COVERAGE
Effective: 01-01-2005
Important. Read this entire provision to understand Your COBRA rights and obligations.

The following is a summary of the federal continuation requirements under the Consolidated Omnibus
Budget Reconciliation Act of 1985 (COBRA), as amended. This summary provides You with general
notice of Your rights under COBRA, but is not intended to satisfy all of the requirements of federal law.
Your employer or the COBRA Administrator will provide additional information to You as required.

The COBRA Administrator for this Plan is: Employee Benefits Corporation
INTRODUCTION

Federal law gives certain persons, known as Qualified Beneficiaries, the right to continue their health care
benefits beyond the date that they might otherwise terminate. The Qualified Beneficiary must pay the
entire cost of the COBRA continuation coverage, plus an administrative fee. In general, a Qualified
Beneficiary has the same rights and obligations under the Plan as an active participant.

A Qualified Beneficiary may elect to continue coverage under this Plan if such person’s coverage would
terminate because of a life event known as a Qualifying Event, outlined below. When a Qualifying Event
causes (or will cause) a Loss of Coverage, then the Plan must offer COBRA continuation coverage. Loss
of Coverage means more than losing coverage entirely. It means that a person ceases to be covered
under the same terms and conditions that are in effect immediately before the Qualifying Event. In short,
a Qualifying Event plus a Loss of Coverage triggers COBRA.

Generally, You, Your covered spouse, and Dependent children may be Qualified Beneficiaries and

eligible to elect COBRA continuation coverage even if the person is already covered under another
employer-sponsored group health plan or is enrolled in Medicare at the time of the COBRA election.
COBRA CONTINUATION COVERAGE FOR QUALIFIED BENEFICIARIES

The length of COBRA continuation coverage that is offered varies based on who the Qualified Beneficiary
is and what Qualifying Event is experienced as outlined below.

If You are an Employee, You will become a Qualified Beneficiary if You lose coverage under the Plan
because either one of the following Qualifying Events happens:

Qualifying Event Length of Continuation

e Your employment ends for any reason other than Your gross misconduct up to 18 months
e Your hours of employment are reduced up to 18 months

(There are two ways in which this 18 month period of COBRA continuation coverage can be extended.
See the section below entitled “Your Right to Extend Coverage” for more information.)
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If you are the spouse of an Employee, you will become a Qualified Beneficiary if you lose coverage under
the Plan because any of the following Qualifying Events happen:

Qualifying Event Length of Continuation
e Your spouse dies up to 36 months
e Your spouse’s hours of employment are reduced up to 18 months
e Your spouse’s employment ends for any reason other than his or her up to 18 months

gross misconduct

e Your spouse becomes entitled to Medicare benefits (under Part A, Part up to 36 months
B, or both)

e You become divorced or legally separated from your spouse up to 36 months

The Dependent children of an Employee become Qualified Beneficiaries if they lose coverage under the
Plan because any of the following Qualifying Events happen:

Qualifying Event Length of Continuation
e The parent-Employee dies up to 36 months

e The parent-Employee’s employment ends for any reason other than his up to 18 months
or her gross misconduct

e The parent-Employee’s hours of employment are reduced up to 18 months

e The parent-Employee becomes entitled to Medicare benefits (Part A, up to 36 months
Part B, or both)

e The parents become divorced or legally separated up to 36 months

e The child stops being eligible for coverage under the plan as a up to 36 months
Dependent

COBRA continuation coverage for Retired Employees and their Dependents is described below:

e If You are a Retired Employee and Your coverage is reduced or up to 36 months
terminated due to Your Medicare entitlement, Your spouse and
Dependent children will also become Qualified Beneficiaries.

e If You are a Retired Employee and Your employer files bankruptcy under
Title 11 of the United States Code this can be a Qualifying Event. If it
results in the Loss of Coverage under this Plan, then the Retired
Employee is a Qualified Beneficiary. The Retired Employee’s spouse,
surviving spouse and Dependent children will also be Qualified
Beneficiaries if bankruptcy results in their Loss of Coverage under this

Plan.
> Retired Employee Lifetime
> Dependents 36 months

COBRA NOTICE PROCEDURES

ABOUT THE NOTICE(S) YOU ARE REQUIRED TO PROVIDE UNDER THIS SUMMARY PLAN
DESCRIPTION

To be eligible to receive COBRA continuation coverage, covered Employees and Qualified Beneficiaries
have certain obligations to provide written notices to the administrator. You should follow the rules
described in this procedure when providing notice to the administrators, either Your employer or the
COBRA Administrator.
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Effective: 01-01-2010

A Qualified Beneficiary’s written notice must include all of the following information: (A form to notify Your
COBRA Administrator is available upon request.)

The Qualified Beneficiary’s name, their current address and complete phone number,
The group number, name of the employer that the employee was with,

Description of the Qualifying Event (i.e., the life event experienced), and

The date that the Qualifying Event occurred.

Send all notices or other information required to be provided by this Summary Plan Description in
writing to:

EMPLOYEE BENEFITS CORPORATION
1350 DEMING WAY STE 200

CLIENT LIAISON

MIDDLETON WI 53562-3536

Customer service phone # is 800-346-2126
Fax: 806-831-4790
Website is www.ebcflex.com

For purposes of the deadlines described in this Summary Plan Description, the notice must be
postmarked by the deadline. In order to protect Your family’s rights, the Plan Administrator should be
informed of any changes in the addresses of family members. Keep a copy of any notices sent to the
Plan Administrator or COBRA Administrator.

COBRA NOTICE REQUIREMENTS AND ELECTION PROCESS
EMPLOYER OBLIGATIONS TO PROVIDE NOTICE OF THE QUALIFYING EVENT

Your employer will give notice when coverage terminates due to Qualifying Events that are the
employee’s termination of employment or reduction in hours, death of the employee, or the employee
becoming eligible for Medicare benefits due to age or disability (Part A, Part B, or both). Your employer
will notify the COBRA Administrator within 30 calendar days when these events occur.

EMPLOYEE OBLIGATIONS TO PROVIDE NOTICE OF THE QUALIFYING EVENT

You must give notice in the case of other Qualifying Events that are divorce or legal separation of the
employee and a spouse, a dependent child ceasing to be covered under a plan, or a second Qualifying
Event. The covered employee or Qualified Beneficiary must provide written notice to Your employer in
order to ensure rights to COBRA continuation coverage. You must provide this notice within the 60-
calendar day period that begins on the latest of:

e The date of the Qualifying Event; or

e The date on which there is a Loss of Coverage (or would lose coverage); or

e The date on which the Qualified Beneficiary is informed of this notice requirement by receiving this
Summary Plan Description or the General COBRA Notice.

Once You have provided notice of the Qualifying Event, then Your employer will notify the COBRA
Administrator within 30 calendar days from that date.
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The COBRA Administrator will, in turn, provide an election notice to each Qualified Beneficiary within 14
calendar days of receiving notice of a Qualifying Event from the employer, covered Employee or the
Qualified Beneficiary.

MAKING AN ELECTION TO CONTINUE YOUR GROUP HEALTH COVERAGE

Each Qualified Beneficiary has the independent right to elect COBRA continuation coverage. You will
receive a COBRA Election Form that You must complete if You wish to elect to continue Your group
health coverage. A Qualified Beneficiary may elect COBRA coverage at any time within the 60-day
election period. The election period ends 60 calendar days after the later of:

. The date Your Plan coverage terminates due to a Qualifying Event; or
. The date the Plan Administrator provides the Qualified Beneficiary with an election notice.

A Qualified Beneficiary must notify the COBRA Administrator of their election in writing to continue group
health coverage and must make the required payments when due in order to remain covered. If You do
not choose COBRA continuation coverage within the 60-day election period, Your group health coverage
will end on the day of Your Qualifying Event.

PAYMENT OF CLAIMS

No claims will be paid under this Plan for services that You receive on or after the date You lose coverage
due to a Qualifying Event. If, however, You decide to elect COBRA continuation coverage, Your group
health coverage will be reinstated back to the date You lost coverage, provided that You properly elect
COBRA on a timely basis and make the required payment when due. Any claims that were denied during
the initial COBRA election period will be reprocessed once the COBRA Administrator receives Your
completed COBRA Election Form and required payment.

PAYMENT FOR CONTINUATION COVERAGE

Qualified Beneficiaries are required to pay the entire cost of continuation coverage, which includes both
the employer and Employee contribution. This may also include a 2% additional fee to cover
administrative expenses (or in the case of the 11-month extension due to disability, a 50% additional fee).
Fees are subject to change at least once a year.

If Your employer offers annual enrollment opportunities for active Employees, each Qualified Beneficiary
will have the same options under COBRA (for example, the right to add or eliminate coverage for
Dependents). The cost of continuation coverage will be adjusted accordingly.

The initial payment is due no later than 45 calendar days after the Qualified Beneficiary elects COBRA
as evidenced by the postmark date on the envelope. This first payment must cover the cost of
continuation coverage from the time Your coverage under the Plan would have otherwise terminated, up
to the time You make the first payment. If the initial payment is not made within the 45-day period, then
Your coverage will remain terminated without the possibility of reinstatement. There is no grace period
for the initial payment.

The due date for subsequent payments is typically the first day of the month for any particular period of
coverage, however You will receive specific payment information including due dates, when You become
eligible for and elect COBRA continuation coverage. Payments postmarked within a 30 day grace period
following the due date are considered timely payments.

If, for whatever reason, any Qualified Beneficiary receives any benefits under the Plan during a month for
which the payment was not made on time, then You will be required to reimburse the Plan for the benefits
received.

NOTE: Payment will not be considered made if a check is returned for non-sufficient funds.
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YOUR NOTICE OBLIGATIONS WHILE ON COBRA

Always keep the COBRA Administrator informed of the current addresses of all Covered Persons who are
or who may become Qualified Beneficiaries. Failure to provide this information to the COBRA
Administrator may cause You or Your Dependents to lose important rights under COBRA.

In addition, after any of the following events occur, written notice to the COBRA Administrator is required
within 30 calendar days of:

. The date any Qualified Beneficiary gets married. Refer to the Special Enroliment section of this
Plan for additional information regarding special enroliment rights.

. The date a child is born to, adopted by, or Placed for Adoption by a Qualified Beneficiary. Refer to
the Special Enroliment section of this Plan for additional information regarding special enrollment
rights.

. The date of a final determination by the Social Security Administration that a disabled Qualified
Beneficiary is no longer disabled.

. The date any Qualified Beneficiary becomes covered by another group health plan.

. The date the COBRA Administrator or the Plan Administrator requests additional information from
You. You must provide the requested information within 30 calendar days.

LENGTH OF CONTINUATION COVERAGE

COBRA coverage is available up to the maximum periods described below, subject to all COBRA
regulations and the conditions of this Summary Plan Description:

o For Employees and Dependents. 18 months from the Qualifying Event if due to the Employee’s
termination of employment or reduction of work hours. (If an active Employee enrolls in Medicare
before his or her termination of employment or reduction in hours, then the covered spouse and
Dependent children would be entitled to COBRA continuation coverage for up to the greater of 18
months from the Employee’s termination of employment or reduction in hours, or 36 months from
the earlier Medicare enrollment date, whether or not Medicare enrollment is a Qualifying Event.)

o For Dependents only. 36 months from the Qualifying Event if coverage is lost due to one of the
following events:

> Employee’s death.

> Employee’s divorce or legal separation.

> Former Employee becomes enrolled in Medicare.

> A Dependent child no longer being a Dependent as defined in the Plan.

. For Retired Employees and Dependents of Retired Employees only. If bankruptcy of the employer
is the Qualifying Event that causes Loss of Coverage, the Qualified Beneficiaries can continue
COBRA continuation coverage for the following maximum period, subject to all COBRA regulations.
The covered Retired Employee can continue COBRA coverage for the rest of his or her life. The
covered spouse, surviving spouse or Dependent child of the covered Retired Employee can
continue coverage until the earlier of:

> The date the Qualified Beneficiary dies; or
> The date that is 36 months after the death of the covered Retired Employee.
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YOUR RIGHT TO EXTEND THE LENGTH OF COBRA CONTINUATION COVERAGE

While on COBRA continuation coverage, certain Qualified Beneficiaries may have the right to extend
continuation coverage provided that written notice to the COBRA Administrator is given as soon as
possible but no later than the required timeframes stated below.

Social Security Disability Determination (For Employees and Dependents): In the event that You are
determined by the Social Security Administration to be disabled, You may be eligible for up to 29 months
of COBRA continuation coverage.

You must give the COBRA Administrator the Social Security Administration letter of disability
determination within 60 days of the later of:

The date of the SSA disability determination;

The date the Qualifying Event occurs;

The date the Qualified Beneficiary loses (or would lose) coverage; or

The date on which the Qualified Beneficiary is informed of the requirement to notify the COBRA
Administrator of the disability by receiving this Summary Plan Description or the General COBRA
Notice.

Second Qualifying Events: (Dependents Only) If Your family experiences another Qualifying Event
while receiving 18 months of COBRA continuation coverage, the spouse and Dependent children in Your
family can get up to 18 additional months of COBRA continuation coverage, for a maximum of 36 months,
if notice of the second event is provided to the COBRA Administrator. This additional coverage may be
available to the spouse or Dependent children if the Employee or former Employee dies, becomes
entitled to Medicare (Part A, Part B or both) or is divorced or legally separated, or if the Dependent child
stops being eligible under the Plan as a Dependent. These events will only lead to the extension when
the event would have caused the spouse or Dependent child to lose coverage under the Plan had the first
Qualifying Event not occurred.

You must provide the notice of a second Qualifying Event within a 60-day period that begins to run on the
latest of:

e The date of the second Qualifying Event; or

e The date the Qualified Beneficiary loses (or would lose) coverage; or

e The date on which the Qualified Beneficiary is informed of the requirement to notify the COBRA
Administrator of the second Qualifying Event by receiving this Summary Plan Description or the
General COBRA Notice.

EARLY TERMINATION OF COBRA CONTINUATION

COBRA continuation coverage may terminate before the end of the above maximum coverage periods for
any of the following reasons:

e The employer ceases to maintain a group health plan for any Employees. (Note that if the employer
terminates the group health plan that You are under, but still maintains another group health plan for
other similarly-situated Employees, You will be offered COBRA continuation coverage under the
remaining group health plan, although benefits and costs may not be the same).

e The required contribution for the Qualified Beneficiary’s coverage is not paid on time.

o After electing COBRA continuation coverage, the Qualified Beneficiary becomes entitled to and
enrolled with Medicare.
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o After electing COBRA continuation coverage, the Qualified Beneficiary becomes covered under
another group health plan that does not contain any exclusion or limitation with respect to any pre-
existing condition(s) for the beneficiary.

e The Qualified Beneficiary is found not to be disabled during the disability extension. The Plan will
terminate the Qualified Beneficiary's COBRA continuation coverage one month after the Social
Security Administration makes a determination that the Qualified Beneficiary is no longer disabled.

e Termination for cause, such as submitting fraudulent claims.
SPECIAL NOTICE (Read This If You Are Thinking Of Declining COBRA Continuation Coverage)

If You think You might need to get an individual health insurance policy soon, then electing COBRA
continuation coverage now may protect some of Your rights. The Health Insurance Portability and
Accountability Act (HIPAA) requires that all health insurance carriers who offer coverage in the individual
market must accept any eligible individuals who apply for coverage without imposing pre-existing
condition exclusions, under certain conditions. Some of those conditions pertain to COBRA continuation
coverage. To take advantage of this HIPAA right, You must elect COBRA continuation coverage under
this Plan and maintain it (by paying the cost of coverage) for the duration of Your COBRA continuation
period. In the event that You need an individual health insurance policy, You must apply for coverage
with an individual insurance carrier after You have exhausted Your COBRA continuation coverage and
before You have a 63-day break in coverage.

If You think You will be getting group health coverage through a new employer, keep in mind that
HIPAA requires employers to reduce pre-existing condition exclusion periods if You have less than a
63-day break in health coverage (Creditable Coverage).

HEALTH COVERAGE TAX CREDIT PROGRAM (HCTC)

The Trade Act of 2002 created a new health coverage tax credit for certain individuals who become
eligible for trade adjustment assistance. Trade adjustment assistance is generally available to only a
limited group of individuals who have lost their jobs or suffered a reduction in hours as a result of import
competition or shifts of production to other countries. Under t