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Home Office: Bloomfield, Connecticut
Mailing Address: Hartford, Connecticut 06152

CIGNA HEALTH AND LIFE INSURANCE COMPANY
a Cigna company (hereinafter called Cigna)

CERTIFICATE RIDER
No. CRTMNASO46-1

Policyholder: Trustees of Dartmouth College
Rider Eligibility: Each Employee who resides in Massachusetts

Policy No. or Nos. 3336087-INDEM
EFFECTIVE DATE: January 1, 2020

You will become insured on the date you become eligible if you are in Active Service on that date orifyou are
not in Active Service on thatdatedue toyour health status. If you are not insured for the benefits described in
your certificate on that date, the effective date of this certificate rider will be the date youbecome insured.

This certificate rider forms a part of the certificate issuedto you by Cigna describing the benefits provided under

the policy(ies) specified above.

Anna Krishtul, Corporate Secretary
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The pages coded HC-MACRL1 and HC-MACR?2 V7 attached to this certificate rider are added to your certificate.

2 myCigna.com
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Notice To Massachusetts Residents

This Comprehensive Medical
Benefits health plan meets
Minimum Creditable Coverage
standards and will satisfy the
individual mandate that you have
health insurance. For additional
information, please see the section
“Massachusetts Requirement to
Purchase Health Insurance,”
immediately preceding the Schedule.

HC-MACR1
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Massachusetts Requirement To Purchase Health Insurance:

As of January 1, 2009, the Massachusetts Health Care Reform Law requires that Massachusetts residents, eighteen
(18) years of age and older, musthawe health coverage that meets the Minimum Creditable Coverage standards set
by the Commonwealth Health Insurance Connector, unless waived from the health insurance requirementbasedon
affordability or individual hardship. For more information call the Connector at 1-877-MA-ENROLL or visitthe
Connector website (www.mahealthconnector.org).

This Comprehensive Medical Benefits health plan meets Minimum Creditable Coverage standards that are effective
January 1, 2020 as part of the Massachusetts Health Care ReformLaw. If you purchase this plan, you will satisfy the
statutory requirementthatyouhave health insurance meeting these standards.

THIS DISCLOSURE IS FOR MINIMUM COVERAGE STANDARDS THAT AREEFFECTIVE JANUARY'1, 2020.
BECAUSE THESE STANDARDS MAY CHANGE, REVIEW YOUR HEALTH PLAN MATERIALEACH YEAR TO
DETERMINE WHETHER YOUR PLAN MEETS THE LATEST STANDARDS.

HC-MACR2 05-19
V7
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Home Office: Bloomfield, Connecticut
Mailing Address: Hartford, Connecticut 06152

CIGNA HEALTH AND LIFE INSURANCE COMPANY
a Cigna company (hereinafter called Cigna)

CERTIFICATE RIDER
No. CR7TMNASO046-2

Policyholder: Trustees of Dartmouth College
Rider Eligibility: ~ Each Employee who resides in Massachusetts

Policy No. or Nos. 3336087-INDEM
EFFECTIVE DATE: January 1, 2021

You will become insured on the date you become eligible if you are in Active Service on that date or if you are
not in Active Service on that date due to your health status. If you are not insured for the benefits described in
your certificate on that date, the effective date of this certificate rider will be the date you become insured.

This certificate rider forms a part of the certificate issued to you by Cigna describing the benefits provided under

the policy(ies) specified above.

Amna Krishtul, Corporate Secretary
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The pages in your certificate coded HC-MACR1 and HC-MACR2 V7 are replaced by the pages coded HC-MACRI1 and HC-
MACR2 V7 attached to this certificate rider.
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Notice To Massachusetts Residents

This Comprehensive Medical
Benefits health plan meets
Minimum Creditable Coverage
standards and will satisfy the
individual mandate that you have
health insurance. For additional
information, please see the section
“Massachusetts Requirement to
Purchase Health Insurance,”
immediately preceding the Schedule.

HC-MACR1

3 myCigna.com
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Massachusetts Requirement To Purchase Health Insurance:

As of January 1, 2009, the Massachusetts Health Care Reform Law requires that Massachusetts residents, eighteen
(18) years of age and older, must have health coverage that meets the Minimum Creditable Coverage standards set
by the Commonwealth Health Insurance Connector, unless waived from the health insurance requirement based on
affordability or individual hardship. For more information call the Connector at 1-877-MA-ENROLL or visit the
Connector website (www.mahealthconnector.org).

This Comprehensive Medical Benefits health plan meets Minimum Creditable Coverage standards that are effective
January 1, 2020 as part of the Massachusetts Health Care Reform Law. If you purchase this plan, you will satisfy the
statutory requirement that you have health insurance meeting these standards.

THIS DISCLOSURE IS FOR MINIMUM COVERAGE STANDARDS THAT ARE EFFECTIVE JANUARY 1, 2020.
BECAUSE THESE STANDARDS MAY CHANGE, REVIEW YOUR HEALTH PLAN MATERIAL EACH YEAR TO
DETERMINE WHETHER YOUR PLAN MEETS THE LATEST STANDARDS.

HC-MACR2 05-19
\Z
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Home Office: Bloomfield, Connecticut
Mailing Address: Hartford, Connecticut 06152

CIGNA HEALTH AND LIFE INSURANCE COMPANY
a Cigna company (hereinafter called Cigna)

CERTIFICATE RIDER
No. CR7BIASO46-1

Policyholder: Trustees of Dartmouth College
Rider Eligibility:  Each Employee as reported to the insurance company by your Employer

Policy No. or Nos. 3336087-INDEM
EFFECTIVE DATE: January 1, 2021

You will become insured on the date you become eligible if you are in Active Service on that date or if you are
not in Active Service on that date due to your health status. If you are not insured for the benefits described in
your certificate on that date, the effective date of this certificate rider will be the date you become insured.

This certificate rider forms a part of the certificate issued to you by Cigna describing the benefits provided under

the policy(ies) specified above.

Amna Krishtul, Corporate Secretary

HC-RDRI1 04-10
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The sections entitled Physician’s Services, Mental Health and Substance Use Disorder in THE SCHEDULE — Open Access
Plus Medical Benefits — in your certificate are changed to read as attached.

The following is being added to THE SCHEDULE —Open Access Plus Medical Benefits— in your certificate under the
section entitled Virtual Care / Dedicated Virtual Providers.

The following is being added to THE SCHEDULE —Open Access Plus Medical Benefits— in your certificate under the
section entitled Virtual Care / Virtual Physician Services.

The pages in your certificate coded HC-COV731 and HC-EXC302 M are replaced by the pages coded HC-COV976 and HC-
EXC406 M attached to this certificate rider.
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Physician’s Services

Primary Care Physician’s Office Visit

Specialty Care Physician’s Office Visits
Consultant and Referral Physician’s Services

Note:
OB/GYN provider is considered a Specialist.

Surgery Performed in the Physician’s Office

Second Opinion Consultations (provided on a
voluntary basis)

Allergy Treatment/Injections

Allergy Serum (dispensed by the Physician in the
office)

Comprehensive Medical Benefits

The Schedule

BENEFIT HIGHLIGHTS

80% after plan deductible

80% after plan deductible

80% after plan deductible
80% after plan deductible

80% after plan deductible
80% after plan deductible

Virtual Care
Dedicated Virtual Providers

Services available through contracted virtual
providers as medically appropriate.

Virtual Care Services for minor medical conditions

Virtual Physician Services

Services available through Physicians as medically
appropriate.

Note:
Preventive services covered at the preventive level.

Physician’s Office Visit

80% after plan deductible

80% after plan deductible

myCigna.com
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Mental Health

Inpatient
Includes Acute Inpatient and Residential Treatment

Calendar Year Maximum:
Unlimited

Outpatient
Outpatient - Office Visits

Includes individual, family and group
psychotherapy; medication management, virtual
care, etc.

Calendar Year Maximum:
Unlimited

Note: Allow for 12 visits per lifetime to be paid at
90% of billed charges (no deductible, no copay and
no MRC applied). After those visits are exhausted
coverage will revert back to standard out of network
benefit.

Outpatient - All Other Services

Includes Partial Hospitalization, Intensive
Outpatient Services, virtual care, etc.

Calendar Year Maximum:
Unlimited

Comprehensive Medical Benefits

The Schedule

BENEFIT HIGHLIGHTS

80% after plan deductible

80% after plan deductible

80% after plan deductible

myCigna.com
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Comprehensive Medical Benefits

The Schedule

Substance Use Disorder

Inpatient 80% after plan deductible

Includes Acute Inpatient Detoxification, Acute
Inpatient Rehabilitation and Residential Treatment

Calendar Year Maximum:
Unlimited

Outpatient
Outpatient - Office Visits 80% after plan deductible

Includes individual, family and group
psychotherapy; medication management, virtual
care, etc.

Calendar Year Maximum:
Unlimited

Note: Allow for 12 visits per lifetime to be paid at
90% of billed charges (no deductible, no copay and
no MRC applied). After those visits are exhausted
coverage will revert back to standard out of network
benefit.

Outpatient - All Other Services 80% after plan deductible

Includes Partial Hospitalization, Intensive
Outpatient Services, virtual care, etc.

Calendar Year Maximum:
Unlimited

BENEFIT HIGHLIGHTS

myCigna.com
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Covered Expenses

The term Covered Expenses means expenses incurred by a
person while covered under this plan for the charges listed
below for:

o preventive care services; and

« services or supplies that are Medically Necessary for the
care and treatment of an Injury or a Sickness, as determined
by Cigna.

As determined by Cigna, Covered Expenses may also include

all charges made by an entity that has directly or indirectly

contracted with Cigna to arrange, through contracts with
providers of services and/or supplies, for the provision of any
services and/or supplies listed below. Any applicable

Copayments, Deductibles or limits are shown in The

Schedule.

Covered Expenses

e charges for inpatient Room and Board and other Necessary
Services and Supplies made by a Hospital, subject to the
limits as shown in The Schedule.

e charges for inpatient Room and Board and other Necessary
Services and Supplies made by an Other Health Care
Facility, including a Skilled Nursing Facility, a
Rehabilitation Hospital or a subacute facility as shown in
The Schedule.

« charges for licensed Ambulance service to the nearest
Hospital where the needed medical care and treatment can
be provided.

e charges for outpatient medical care and treatment received
at a Hospital.

« charges for outpatient medical care and treatment received
at a Free-Standing Surgical Facility.

 charges for Emergency Services.
« charges for Urgent Care.

« charges by a Physician or a Psychologist for professional
services.

« charges by a Nurse for professional nursing service.

« charges for anesthetics, including, but not limited to
supplies and their administration.

o charges for diagnostic x-ray.

o charges for advanced radiological imaging, including for
example CT Scans, MRI, MRA and PET scans and
laboratory examinations, x-ray, radiation therapy and
radium and radioactive isotope treatment and other
therapeutic radiological procedures.

« charges for chemotherapy.

charges for blood transfusions.
charges for oxygen and other gases and their administration.

charges for Medically Necessary foot care for diabetes,
peripheral neuropathies, and peripheral vascular disease.

charges for screening prostate-specific antigen (PSA)
testing.

charges for laboratory services, radiation therapy and other
diagnostic and therapeutic radiological procedures.

charges made for Family Planning, including medical
history, physical exam, related laboratory tests, medical
supervision in accordance with generally accepted medical
practices, other medical services, information and
counseling on contraception, implanted/injected
contraceptives, after appropriate counseling, medical
services connected with surgical therapies (tubal ligations,
vasectomies, and elective abortions).

charges for the following preventive care services as
defined by recommendations from the following:

 the U.S. Preventive Services Task Force (A and B
recommendations);

« the Advisory Committee on Immunization Practices
(ACIP) for immunizations;

« the American Academy of Pediatrics’ Periodicity
Schedule of the Bright Futures Recommendations for
Pediatric Preventive Health Care;

o the Uniform Panel of the Secretary’s Advisory Committee
on Heritable Disorders in Newborns and Children; and

« with respect to women, evidence-informed preventive
care and screening guidelines supported by the Health
Resources and Services Administration.

Detailed information is available at www.healthcare.gov.
For additional information on immunizations, visit the
immunization schedule section of www.cdc.gov.

charges for medical diagnostic services to determine the
cause of erectile dysfunction. Penile implants are covered
for an established medical condition that clearly is the cause
of erectile dysfunction, such as postoperative prostatectomy
and diabetes. Penile implants are not covered as treatment
of psychogenic erectile dysfunction.

charges for surgical and non-surgical treatment of
Temporomandibular Joint Dysfunction (TMJ).

charges for the delivery of medical and health-related
services and consultations by dedicated virtual providers as
medically appropriate through audio, video, and secure
internet-based technologies.

charges for the delivery of medical and health-related
services and consultations as medically appropriate through

myCigna.com
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audio, video, and secure internet-based technologies that are
similar to office visit services provided in a face-to-face
setting.

« behavioral consultations and services via secure
telecommunications technologies that shall include video
capability, including telephones and internet, when
delivered through a behavioral provider.

Nutritional Counseling

Charges for nutritional counseling when diet is a part of the
medical management of a medical or behavioral condition.

Enteral Nutrition

Enteral Nutrition means medical foods that are specially
formulated for enteral feedings or oral consumption.

Coverage includes medically approved formulas prescribed by
a Physician for treatment of inborn errors of metabolism (e.g.,
disorders of amino acid or organic acid metabolism).

Internal Prosthetic/Medical Appliances

Charges for internal prosthetic/medical appliances that provide
permanent or temporary internal functional supports for non-
functional body parts are covered. Medically Necessary repair,
maintenance or replacement of a covered appliance is also
covered.

HC-COV976 01-21

Exclusions, Expenses Not Covered and
General Limitations

Exclusions and Expenses Not Covered

Additional coverage limitations determined by plan or
provider type are shown in The Schedule. Payment for the
following is specifically excluded from this plan:

o care for health conditions that are required by state or local
law to be treated in a public facility.

e care required by state or federal law to be supplied by a
public school system or school district.

o care for military service disabilities treatable through
governmental services if you are legally entitled to such
treatment and facilities are reasonably available.

o treatment of an Injury or Sickness which is due to war,
declared, or undeclared.

 charges which you are not obligated to pay or for which you
are not billed or for which you would not have been billed
except that they were covered under this plan. For example,
if Cigna determines that a provider or Pharmacy is or has
waived, reduced, or forgiven any portion of its charges
and/or any portion of Copayment, Deductible, and/or

Coinsurance amount(s) you are required to pay for a
Covered Expense (as shown on The Schedule) without
Cigna’s express consent, then Cigna in its sole discretion
shall have the right to deny the payment of benefits in
connection with the Covered Expense, or reduce the
benefits in proportion to the amount of the Copayment,
Deductible, and/or Coinsurance amounts waived, forgiven
or reduced, regardless of whether the provider or Pharmacy
represents that you remain responsible for any amounts that
your plan does not cover. In the exercise of that discretion,
Cigna shall have the right to require you to provide proof
sufficient to Cigna that you have made your required cost
share payment(s) prior to the payment of any benefits by
Cigna. This exclusion includes, but is not limited to, charges
of a non-Participating Provider who has agreed to charge
you or charged you at an In-Network benefits level or some
other benefits level not otherwise applicable to the services
received.

charges arising out of or relating to any violation of a
healthcare-related state or federal law or which themselves
are a violation of a healthcare-related state or federal law.

assistance in the activities of daily living, including but not
limited to eating, bathing, dressing or other Custodial
Services or self-care activities, homemaker services and
services primarily for rest, domiciliary or convalescent care.

for or in connection with experimental, investigational or
unproven services.

Experimental, investigational and unproven services are
medical, surgical, diagnostic, psychiatric, substance use
disorder or other health care technologies, supplies,
treatments, procedures, drug or Biologic therapies or
devices that are determined by the utilization review
Physician to be:

« not approved by the U.S. Food and Drug Administration
(FDA) or other appropriate regulatory agency to be
lawfully marketed;

« not demonstrated, through existing peer-reviewed,
evidence-based, scientific literature to be safe and
effective for treating or diagnosing the condition or
Sickness for which its use is proposed;

« the subject of review or approval by an Institutional
Review Board for the proposed use except as provided in
the “Clinical Trials” sections of this plan; or

« the subject of an ongoing phase I, II or III clinical trial,
except for routine patient care costs related to qualified
clinical trials as provided in the “Clinical Trials” sections
of this plan.

In determining whether any such technologies, supplies,
treatments, drug or Biologic therapies, or devices are
experimental, investigational, and/or unproven, the
utilization review Physician may rely on the clinical

myCigna.com



coverage policies maintained by Cigna or the Review
Organization. Clinical coverage policies may incorporate,
without limitation and as applicable, criteria relating to U.S.
Food and Drug Administration-approved labeling, the
standard medical reference compendia and peer-reviewed,
evidence-based scientific literature or guidelines.

cosmetic surgery and therapies. Cosmetic surgery or therapy
is defined as surgery or therapy performed to improve or
alter appearance or self-esteem.

the following services are excluded from coverage
regardless of clinical indications: acupressure; dance
therapy; movement therapy; applied kinesiology; rolfing;
and extracorporeal shock wave lithotripsy (ESWL) for
musculoskeletal and orthopedic conditions.

dental treatment of the teeth, gums or structures directly
supporting the teeth, including dental X-rays, examinations,
repairs, orthodontics, periodontics, casts, splints and
services for dental malocclusion, for any condition. Charges
made for services or supplies provided for or in connection
with an accidental Injury to teeth are covered provided a
continuous course of dental treatment is started within six
months of an accident. Additionally, charges made by a
Physician for any of the following Surgical Procedures are
covered: excision of unerupted impacted tooth, including
removal of alveolar bone and sectioning of tooth; removal
of residual root (when performed by a Dentist other than the
one who extracted the tooth).

for medical and surgical services, initial and repeat,
intended for the treatment or control of obesity including
clinically severe (morbid) obesity, including: medical and
surgical services to alter appearance or physical changes
that are the result of any surgery performed for the
management of obesity or clinically severe (morbid)
obesity; and weight loss programs or treatments, whether
prescribed or recommended by a Physician or under
medical supervision.

unless otherwise covered in this plan, for reports,
evaluations, physical examinations, or hospitalization not
required for health reasons, including but not limited to
employment, insurance or government licenses, and court-
ordered, forensic or custodial evaluations.

court-ordered treatment or hospitalization, unless such
treatment is prescribed by a Physician and listed as covered
in this plan.

for treatment of erectile dysfunction. However, penile
implants are covered when an established medical condition
is the cause of erectile dysfunction, anorgasmy, and
premature ejaculation.

medical and Hospital care and costs for the infant child of a
Dependent, unless this infant child is otherwise eligible
under this plan.

non-medical counseling and/or ancillary services, including
but not limited to Custodial Services, educational services,
vocational counseling, training and, rehabilitation services,
behavioral training, biofeedback, neurofeedback, hypnosis,
sleep therapy, return to work services, work hardening
programs and driver safety courses.

therapy or treatment intended primarily to improve or
maintain general physical condition or for the purpose of
enhancing job, school, athletic or recreational performance,
including but not limited to routine, long term, or
maintenance care which is provided after the resolution of
the acute medical problem and when significant therapeutic
improvement is not expected.

consumable medical supplies other than ostomy supplies
and urinary catheters. Excluded supplies include, but are not
limited to bandages and other disposable medical supplies,
skin preparations and test strips, except as specified in the
“Home Health Care Services” or “Breast Reconstruction
and Breast Prostheses” sections of this plan.

private Hospital rooms and/or private duty nursing except as
provided under the Home Health Care Services provision.

personal or comfort items such as personal care kits
provided on admission to a Hospital, television, telephone,
newborn infant photographs, complimentary meals, birth
announcements, and other articles which are not for the
specific treatment of an Injury or Sickness.

artificial aids, including but not limited to corrective
orthopedic shoes, arch supports, elastic stockings, garter
belts, corsets, and dentures.

hearing aids, including but not limited to semi-implantable
hearing devices, audiant bone conductors and Bone
Anchored Hearing Aids (BAHAS). A hearing aid is any
device that amplifies sound.

aids or devices that assist with non-verbal communications,
including but not limited to communication boards, pre-
recorded speech devices, laptop computers, desktop
computers, Personal Digital Assistants (PDAs), Braille
typewriters, visual alert systems for the deaf and memory
books.

eyeglass lenses and frames and contact lenses (except for
the first pair of contact lenses or the first set of eyeglass
lenses and frames, and associated services, for treatment of
keratoconus or following cataract surgery).

routine refractions, eye exercises and surgical treatment for
the correction of a refractive error, including radial
keratotomy.

treatment by acupuncture.

all non-injectable prescription drugs, unless Physician
administration or oversight is required, injectable
prescription drugs to the extent they do not require

myCigna.com
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Physician supervision and are typically considered self-
administered drugs, non-prescription drugs, and
investigational and experimental drugs, except as provided
in this plan.

routine foot care, including the paring and removing of
corns and calluses and toenail maintenance. However, foot
care services for diabetes, peripheral neuropathies and
peripheral vascular disease are covered when Medically
Necessary.

membership costs or fees associated with health clubs,
weight loss programs and smoking cessation programs.

genetic screening or pre-implantations genetic screening.
General population-based genetic screening is a testing
method performed in the absence of any symptoms or any
significant, proven risk factors for genetically linked
inheritable disease.

dental implants for any condition.

fees associated with the collection or donation of blood or
blood products, except for autologous donation in
anticipation of scheduled services where in the utilization
review Physician’s opinion the likelihood of excess blood
loss is such that transfusion is an expected adjunct to
surgery.

blood administration for the purpose of general
improvement in physical condition.

cost of biologicals that are immunizations or medications
for the purpose of travel, or to protect against occupational
hazards and risks.

cosmetics, dietary supplements and health and beauty aids.

enteral feedings, supplies and specially formulated medical
foods that are prescribed and non-prescribed, except for
infant formula needed for the treatment of inborn errors of
metabolism.

for or in connection with an Injury or Sickness arising out
of, or in the course of, any employment for wage or profit.

massage therapy.

expenses incurred by a participant to the extent
reimbursable under automobile insurance coverage.
Coverage under this plan is secondary to automobile no-
fault insurance or similar coverage. The coverage provided
under this plan does not constitute “Qualified Health
Coverage” under Michigan law and therefore does not
replace Personal Injury Protection (PIP) coverage provided
under an automobile insurance policy issued to a Michigan
resident. This plan will cover expenses only not otherwise
covered by the PIP coverage.

General Limitations

No payment will be made for expenses incurred for you or any
one of your Dependents:

for charges by a Hospital owned or operated by or which
provides care or performs services for, the United States
Government, if such charges are directly related to a
military-service-connected Injury or Sickness.

to the extent that you or any one of your Dependents is in
any way paid or entitled to payment for those expenses by
or through a public program, other than Medicaid.

to the extent that payment is unlawful where the person
resides when the expenses are incurred.

for charges which would not have been made if the person
had no insurance.

to the extent that they are more than Maximum
Reimbursable Charges.

to the extent of the exclusions imposed by any certification
requirement shown in this plan.

expenses for supplies, care, treatment, or surgery that are
not Medically Necessary.

charges by any covered provider who is a member of your
family or your Dependent's family.

expenses incurred outside the United States other than
expenses for Medically Necessary urgent or emergent care
while temporarily traveling abroad.

HC-EXC406 M 01-21
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Trustees of Dartmouth College

COMPREHENSIVE MEDICAL BENEFITS

EFFECTIVE DATE: Januaryl, 2020
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3336087

This document printed in February, 2020 takes the place ofany documents previously issued toyouwhich
describedyour benefits.

Printed in U.S.A.
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Important Information

THIS IS NOT AN INSURED BENEFIT PLAN. THE BENEFITS DESCRIBED IN THIS BOOKLET OR
ANY RIDER ATTACHED HERETO ARE SELF-INSURED BY TRUSTEES OF DARTMOUTH COLLEGE
WHICH IS RESPONSIBLE FOR THEIR PAYMENT. CIGNA HEALTH AND LIFE INSURANCE
COMPANY (CIGNA) PROVIDES CLAIM ADMINISTRATION SERVICES TO THE PLAN, BUT CIGNA
DOES NOT INSURE THE BENEFITS DESCRIBED.

THIS DOCUMENT MAY USE WORDS THAT DESCRIBE A PLAN INSURED BY CIGNA. BECAUSE
THE PLAN IS NOT INSURED BY CIGNA, ALL REFERENCES TO INSURANCE SHALL BE READ TO
INDICATE THAT THE PLAN IS SELF-INSURED. FOR EXAMPLE, REFERENCES TO "CIGNA/"
"INSURANCE COMPANY," AND "POLICYHOLDER" SHALL BE DEEMED TO MEAN YOUR
"EMPLOYER" AND "POLICY" TO MEAN "PLAN" AND "INSURED" TO MEAN "COVERED" AND
"INSURANCE" SHALL BE DEEMED TO MEAN "COVERAGE."

HC-NOT89



Explanation of Terms

You will find terms starting with capital letters throughoutyour certificate. To help you understandy our benefits, mostof these terms
are defined in the Definitions section of your certificate.

The Schedule

The Schedule is abrief outline of your maximum benefits which may be payable under your insurance. For a full description
of each benefit, refer to the appropriate section listedinthe Table of Contents.
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Special Plan Provisions
Case Management

Case Management is a service provided througha Review
Organization, which assists individuals with treatment needs
that extend beyondthe acute care setting. The goal of Case
Managementis to ensurethat patients receive appropriate care
in the most effective setting possible whetherat home, as an
outpatient, oran inpatient in a Hospital or specialized facility.
Should the need for Case Managementarise, a Case
Management professional will work closely with the patient,
his or her family and the attending Physicianto determine
appropriate treatmentoptions which will best meet the
patient's needs and keep costs manageable. The Case Manager
will help coordinate thetreatment programand arrange for
necessary resources. Case Managers are also available to
answer questions and provide ongoing support for the family
in times of medical crisis.

Case Managers are Registered Nurses (RNs) and other
credentialed health care professionals, eachtrained in a
clinical specialtyarea suchas trauma, high risk pregnancy and
neonates, oncology, mental health, rehabilitation or general
medicine and surgery. A Case Manager trained in the
appropriate clinical specialty areawill be assignedto you or
yourdependent. In addition, Case Managers are supported by
a panel of Physicianadvisors who offer guidanceon up-to-
date treatmentprograms and medical technology. While the
Case Manager recommends alternate treatment programs and
helps coordinate needed resources, the patient's attending
Physician remains responsible for the actual medical care.

« You, yourdependentoran attending Physician can request
Case Management services by calling the toll-free number
shown onyour ID card during normal business hours,
Monday through Friday. In addition, youremployer, a claim
office or a utilization review program(see the PAC/CSR
section of your certificate) may referan individual for Case
Management.

« The Review Organization assesses each case to determine
whether Case Managementis appropriate.

« You oryour Dependentis contacted by an assigned Case
Manager who explains in detail howthe programworks.
Participation in the programis voluntary - no penalty or
benefit reductionis imposed ifyou do notwish to
participate in Case Management.

« Following an initial assessment, the Case Manager works
with you, your family and Physicianto determine the needs
of the patient andto identify what alternate treatment
programs are available (forexample, in-home medical care

in lieu ofan extended Hospital convalescence). You are not
penalized if the alternatetreatment programis not followed.

« The Case Manager arranges for alternate treatmentservices
and supplies, as needed (forexample, nursing services ora

Hospital bed and other Durable Medical Equipment for the
home).

« The Case Manageralso acts as a liaison between the insurer,
the patient, his or her family and Physician as needed (for

example, by helping you to understand a complexmedical
diagnosis ortreatmentplan).

« Oncethealternate treatmentprogramis in place, the Case
Manager continues to managethe caseto ensure the

treatment programremains appropriate tothe patient's
needs.

While participation in Case Management is strictly voluntary,
Case Management professionals can offer quality, cost-
effective treatmentalternatives, as well as provide assistance
in obtaining needed medical resources and ongoing family
supportin atime of need.

HC-$P2 04-10
V1

Additional Programs

We may, from time to time, offer orarrange for various
entities to offer discounts, benefits, or other consideration to
ourmembers forthe purpose of promoting the general health
and well being of our members. We may also arrange forthe
reimbursement ofall or a portion of the cost of services
provided by other parties to the Policyholder. Contact us for
details regarding any such arrangements.

HC-$P3 04-10
V1
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Care Management and Care Coordination Services

Your plan may enterinto specific collaborative arrangements
with health care professionals committed toimproving quality
care, patient satisfactionand affordability. Throughthese
collaborativearrangements, health care professionals commit
to proactively providing participants with certain care
management and care coordinationservicesto facilitate
achievementofthese goals. Reimbursement is provided at
100% for these services when rendered by designated health
care professionals in these collaborative arrangements.

HC-$P27 06-15
Vi

Important Notices
Important Information
Rebates and Other Payments

Cignaor its affiliates may receive rebates or other
remuneration frompharmaceutical manufacturers in
connectionwith certain Medical Pharmaceuticals covered
underyourplan. Theserebates or remunerationare not
obtained on you oryour Employer’s orplan’s behalfor for
your benefit. Cigna, its affiliates andthe plan are not obligated
to pass theserebates onto you, orapply themto yourplan’s
Deductible ifany or take theminto account in determining
your Copayments and/or Coinsurance. Cigna and its affiliates
or designees, conduct business with various pharmaceutical
manufacturers separate and apart fromthis plan’s Medical
Pharmaceutical benefits. Such business may include, butis not
limited to, data collection, consulting, educational grants and
research. Amounts received frompharmaceutical
manufacturers pursuant to such arrangements are not related to
this plan. Cignaand its affiliates are notrequiredto pass onto
you, and do not pass onto you, suchamounts.

Coupons, Incentives and Other Communications

Atvarious times, Cigna or its designee may send mailings to
you oryour Dependents orto your Physician that
communicate a variety of messages, including information
about Medical Pharmaceuticals. These mailings may contain
coupons or offers frompharmaceutical manufacturers that
enable you oryour Dependents, at your discretion, to purchase
the described Medical Pharmaceutical at a discount orto
obtain it at no charge. Pharmaceutical manufacturers may pay
for and/or provide the content for these mailings. Cigna, its
affiliates and the plan are not responsible in any way forany
decision you make in connection with any coupon, incentive,

or otherofferyou may receive froma pharmaceutical
manufacturer or Physician.

HC-IMP258 01-19

Discrimination is Againstthe Law

Cigna complies with applicable Federal civil rights laws and
does notdiscriminate on the basis ofrace, color, national
origin, age, disability orsex Cignadoes not exclude people or
treat themdifferently because of race, color, national origin,
age, disability orsex.

Cigna:

« Provides free aids and services to people with disabilities to
communicate effectively with us, such as:

« Qualified sign language interpreters

« Written information in other formats (large print, audio,
accessible electronic formats, other formats)

« Provides free language services to people whose primary
languageis not English, suchas

« Qualified interpreters
« Information written in other languages

If you need these services, contact customer service at the toll-
free phonenumbershownon your ID card, and aska
Customer Service Associate forassistance.

If you believe that Cigna has failed to provide these services
or discriminated in another way on the basis ofrace, color,
national origin, age, disability or sex, you can file a grievance
by sending an email to ACAGrievance@cigna.comor by
writing to the following address:

Cigna

Nondiscrimination Complaint Coordinator

P.O. Box 188016
Chattanooga, TN 37422

If you need assistance filing a written grievance, please call
the numberon the backofyour ID card orsend anemail to
ACACGrievance@cigna.com. You can also file a civil rights

myCigna.com
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complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically throughthe
Office for Civil Rights Complaint Portal, available at:
https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/indexhtml.

HC-NOT96 07-17

Proficiency of Language Assistance Services

English— ATTENTION: Language assistance services, free
of charge, are available to you. For current Cigna customers,

call the numberon the back of your ID card. Otherwise, call
1.800.244.6224 (TTY: Dial 711).

Spanish— ATENCION: Hay servicios de asistencia de
idiomas, sin cargo, asu disposicion. Sies un cliente actual de
Cigna, llame al nimero que figuraen el reverso de su tarjeta
de identificacién. Sino lo es, llame al 1.800.244.6224 (los
usuariosde TTYdebenllamaral 711).

Chinese— ¥ & : M) Ak e B tefitah = lhARES -
¥4 Cigna iR A& F - sEEEEL IDRE TSRS -
HAth & 5548 1.800.244.6224 (FEfmEay « 5518 T711) o

Vietnamese — XIN LUU Y: Quy viduoc cap dich vu trg gitip
véngon ngumlen ph1 Danh cho khachhang hiéntaicuia
Cigna, vui long £01s0 ¢ mat sau thé Hoivién. Cac truong hop
khac xin goisd 1.800.244.6224 (TTY: Quay s 711).

Korean— F2|: st 0{ & AFESIA| = 4, 20f X
MH[AS FE2 0|0t = JUASLIL} ¢ XY Cigna
ZHUXEHEHM=ID 7HE SBO| s Mot 2
AES|FEAA| 2. 7| Ef CFE 4 20| = 1.800.244.6224
(TTY: CIO|E 71O 2 M3l FAA| L.

Tagalog — PAUNAWA: Makakakuha ka ng mgaserbisyo sa
tulong sa wika nang libre. Para sa mga kasalukuyang customer

ng Cigna, tawagan ang numero sa likuran ng iyong ID card. O
kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian — BHUMAHUE: Bam MOTyT IIp€e 10 CTABUTHL
OecruiaTHble yCIyry epeBoaa. Eciu Bbl yoxe yuacTByere B
rare Cigna, Mo3BOHUTE IT0 HOMEPY, yKa3aHHOMY Ha
00paTHO CTOpOHE BamIeH HICHTH( MKAIIMOHHOH Kap TOUKH
ydacTHUKa I11aHa. Eciu BBl He ABII€TECH Yy YaCTHUKOM OJTHOTO

13 HAIIMX [JIaHOB, TO3BOHUTE 10 HOMepy 1.800.244.6224
(TTY: 712).

eSlanl AS1 dalie Apilaall daa 5l Glead oY els - Arabic
aSillay jeda e () 5aall 280 Juai¥ ela y dlall Cigna
(711w desil - TTY) 1.800.244.6224 & Josil ) Gpuaal

French Creole— ATANSYON: Gen sevis ed nan langki
disponib gratis pouou. Pou kliyan Cigna yo, rele nimewo ki
deye kat ID ou. Sinon, rele nimewo 1.800.244.6224

(TTY: Rele 711).

French— ATTENTION: Des services d’aide linguistique vous
sont proposés gratuitement. Sivous étes unclientactuelde
Cigna, veuillez appeler le numéro indiqué au versode votre

carte d’identité. Sinon, veuillezappeler le numéro
1.800.244.6224 (ATS: composezle numéro 711).

Portuguese — ATENCAO: Temao seu dispor servicos de
assisténcia linguistica, totalmente gratuitos. Para clientes
Cignaatuais, ligue para o nimero que se encontranoverso do

seu cartdode identificagdo. Caso contrario, ligue para
1.800.244.6224 (Dispositivos TTY: marque 711).

Polish— UWAGA: w celu skorzystania zdostepne;j,
bezplatnej pomocy jezykowej, obecni klienci firmy Cigna
moga dzwoni¢ pod numer podany na odwrocie karty
identyfikacyjnej. Wszystkie inne osoby prosimy o
skorzystanie znumeru 1 800 244 6224 (TTY: wybierz711).

Japanese —

AEEE BREFHEINDEA. BHOSEXEY—
ERX&ZHAWNEREITEY, REDCigna®

EERKIE. DHh—FEEOEFZEESET. HEFEICTS
EE CTZEL, ZDMDAIE. 1.800.244.6224 (TTY:
711) FT. BEHEICTITER LS,

Italian — ATTENZIONE: Sono disponibiliservizidi
assistenza linguisticagratuiti. Peri clienti Cigna attuali,
chiamare il numero sulretro della tessera diidentificazione.

In caso contrario, chiamare ilnumero 1.800.244.6224 (utenti
TTY: chiamare il numero 711).

German — ACHTUNG: Die Leistungender
Sprachunterstiitzung stehen Ihnen kostenlos zur Verfligung.
Wenn Sie gegenwartiger Cigna-Kunde sind, rufen Sie bitte die
Nummer aufder Rlckseite Ihrer Krankenversicherungskarte
an. Andernfalls rufen Sie 1.800.244.6224 an (TTY: Wahlen
Sie 711).

myCigna.com
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B ) 5 4y ¢l 5SS Silent a5 — Persian (Farsi)
s‘ojm\_.l Lakal ‘Cigna Ebd ulg)l:un Lfl)?.—"_}‘:‘u"‘ 4.‘1‘)‘ LAJ‘U
LCpail pe )0 a sl el Culed olalid O lS caldy 148
O 52l 0 a5 il o jle) 3 580 lad 1,800.244.6224 o el
(258 e el 1,71 o e
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Mental Health Parityand Addiction Equity Act of 2008
(MHPAEA) - Non-Quantitative Treatment Limitations
(NQTLs)

Federal MHPAEA regulations providethata plan cannot
impose a Non-Quantitative Treatment Limitation (NQTL) on
mental health or substance use disorder (MH/SUD) benefits in
any classification unless the processes, strategies, evidentiary
standards, or other factors used in applying the NQTL to
MH/SUD benefits are comparable to, and are applied nomore
stringently than, those usedin applying the NQTL to
medical/surgical benefits in the same classification of benefits
as written and in operationunder theterms ofthe plan.

Non-Quantitative Treatment Limitations (NQTLs) include:

« Medical management standards limiting or excluding
benefits based on Medical Necessity or whether the
treatment is experimental or investigative;

« Prescription drug formulary design;

« Networkadmission standards;

o Methods for determining in-network and out-of-network
provider reimbursement rates;

« Step therapya/k/afail-first requirements; and

« Exclusions and/or restrictions based on geographic location,
facility type or provider specialty.

A description of your plan’s NQTL methodologies and

processes applied to medical/surgical benefitsand MH/SUD

benefits is available for review by Plan Administrators (e.g.

employers) and covered persons by accessingthe appropriate
link below:

Employers (Plan Administrators):
https://cignaaccess.cigna.com/secure/app/ca/centralRepo -
Login, select Resources and Training, thenselect the
NQTL document.

Cowered Persons: www.cigna.com\sp

To determine which documentapplies to your plan, select the
relevant health plan product; medical managementmodel
(inpatient only or inpatient and outpatient) which canbe
located in this booklet immediately following The Schedule;
and pharmacy coverage (whether ornot your plan includes
pharmacy coverage).

HC-NOT113 01-20

How To File Your Claim

Claims can be submitted by the provider if the provider is able
and willing to file on yourbehalf. Ifthe provideris not
submitting onyour behalf, you must send your completed

claim formand itemized bills to the claims address listed on
the claim form.

You may get the required claimforms from the website listed

on youridentification card or by usingthe toll-free number on
your identification card.

CLAIM REMINDERS

« BE SURE TO USE YOUR MEMBER ID AND
ACCOUNT/GROUP NUMBER WHEN YOU FILE

CIGNA’S CLAIM FORMS, OR WHEN YOU CALL
YOUR CIGNA CLAIM OFFICE.

YOUR MEMBER ID IS THE ID SHOWN ON YOUR
BENEFIT IDENTIFICATION CARD.

YOUR ACCOUNT/GROUP NUMBER IS SHOWN ON
YOUR BENEFIT IDENTIFICATION CARD.

« BE SURE TO FOLLOW THE INSTRUCTIONS LISTED

ON THE BACK OF THE CLAIM FORM CAREFULLY
WHEN SUBMITTING A CLAIM TO CIGNA.

Timely Filing of Claims

Cignawill consider claims for coverage under our plans when
proofofloss (aclaim) is submitted within 180 days after
servicesare rendered. If services are rendered on consecutive
days, suchas fora Hospital Confinement, the limit will be
counted fromthe last date of service. If claims are not
submittedwithin 180days, the claimwill not be considered
valid and will be denied.

WARNING: Any personwho knowingly and with intentto
defraud any insurance company or other personfiles an
application for insurance or statement of claimcontainingany
materially false information; or conceals for the purpose of
misleading, information concerning any material fact thereto,
commits a fraudulentinsuranceact.

HC-CLM25 01-11
Vi1l
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Eligibility - Effective Date

Employee Insurance
This plan is offered to youas an Employee.
Higibility for Employee Insurance

You will become eligible for insurance onthe day you
complete the waiting periodif:

» youareina Class of Eligible Employees as determined by
your Employer; and

« youareaneligible Employee as determined by your
Employer; and

« you pay any required contribution.

If you were previously insured and your insurance ceased, you

must satisfy the Waiting Period to become insured again. If

your insurance ceased because youwere no longeremployed

in a Class ofEligible Employees, you are notrequired to

satisfy anywaiting period if you againbecome a member of a

Class of Eligible Employees within one year afteryour
insurance ceased.

Higibility for Dependent Insurance

You will become eligible for Dependent Insurance onthe later
of:

« theday youbecome eligible foryourself; or
« theday youacquire your first Dependent.

Waiting Period
None.
Classesof Higible Employees

Each Employee as reportedto the insurance company by your

Employer.

Effective Date of Employee Insurance

You will become insured on the date youelect the insurance

by signing anapproved payrolldeduction orenrollment form,

as applicable, butno earlier than the date you become eligible.

You will become insuredon your first day of eligibility,

following yourelection, if you are in Active Service on that

date, orif you are notin Active Service onthatdate dueto

your health status.

Late Entrant - Employee

You are a Late Entrant if:

« you elect the insurance more than 30 days afteryoubecome
eligible; or

« you again elect it after you cancel your payroll deduction (if
required).

Dependent Insurance

Foryour Dependents to beinsured, youwill have to pay the
required contribution, ifany, toward the cost of Dependent
Insurance.

Effective Date of Dependent Insurance

Insurance foryour Dependents will become effective on the
date you elect it by signhingan approved payroll deduction
form (if required), but no earlierthan theday youbecome
eligible for Dependent Insurance. Allofyour Dependents as
defined will be included.

Your Dependents will be insuredonly ifyou are insured.
Late Entrant — Dependent

You are a Late Entrant for Dependent Insurance if:

« you elect thatinsurance more than 30 days afteryou
become eligible forit; or

« youagain elect it afteryou cancel your payroll deduction (if
required).
Exception for Newborns

Any Dependent child bornwhile you are insured will become
insured on the date of his birth if you elect Dependent
Insurance no later than 31 days after his birth. Ifyou do not
elect to insure your newbornchild within such 31 days,

coverageforthat child willend on the 31st day. No benefits
for expensesincurred beyond the 31st day will be payable.

HC-ELG274M 01-19
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Comprehensive Medical Benefits

The Schedule

For You and Your Dependents

To receive Comprehensive Medical Benefits, you and your Dependents may be requiredto paya portionofthe Covered
Expenses forservicesand supplies. That portionis the Deductible and Coinsurance.

Coinsurance

The term Coinsurance means the percentage of Covered Expenses thatan insured personis required to pay underthe plan
in addition to the Deductible, ifany.

Deductibles

Deductibles are Covered Expenses to be paid by youoryour Dependent before benefits are payable under this plan.
Deductiblesare in additionto any Coinsurance. Once the Deductible maximum in The Schedule has beenreached, you
and your family need not satisfy any further medical deductible forthe rest of thatyear.

Out-of-Pocket Expenses

Out-of-Pocket Expenses are Covered Expenses incurred for charges that are notpaid by the benefit plan. The following
Bxpenses contribute to the Out-of-Pocket Maximum, and when the Out-of-Pocket Maximum shown in The Schedule is
reached, they are payable by the benefit plan at 100%:

« Coinsurance.

The following Out-of-Pocket Expenses and charges do notcontributeto the Out-of-Pocket Maximum, and they are not
payable by the benefit planat 100% when the Out-of-Pocket Maximumshown in The Schedule is reached:

« Non-compliancepenalties.

« Plan Deductible.

« Any benefit deductibles.

« provider chargesin excess ofthe Maximum Reimbursable Charge.

Multiple Surgical Reduction

Multiple surgeries performed during one operating sessionresult in payment reduction of 50% to the surgery of lesser
charge. The most expensive procedure is paid asany other surgery.

Assistant Surgeon and Co-Surgeon Charges

AssistantSurgeon

The maximum amount payable will be limited to charges made by an assistantsurgeonthat do not exceeda percentage of
the surgeon's allowable chargeas specified in Cigna ReimbursementPolicies. (For purposes of this limitation, allowable
charge means the amount payable to the surgeon prior to any reductions dueto coinsurance or deductible amounts.)

Co-Surgeon

The maximum amount payable for charges made by co-surgeons will be limited to the amount specified in Cigna
Reimbursement Policies.

1 myCigna.com



(11
W,

—

- Cigna.

Lifetime Maximum

Unlimited

| BENEFIT HIGHLIGHTS

The Percentage of Covered Expenses the Plan Pays

Note:
"No charge" means an insured personis not
required to pay Coinsurance.

80% of the Maximum Reimbursable Charge

Maximum Reimbursable Charge

Maximum Reimbursable Charge is determined based
on the lesserofthe provider’s normal charge fora
similar service orsupply; or

A policyholder-selected percentage of a fee schedule
Cignahas developedthatis basedupona
methodology similarto a methodology utilized by
Medicare to determine the allowable fee forthe same
or similar services within the geographic market. In
some cases, a Medicare based schedule will not be
used andthe Maximum Reimbursable Charge for
covered services is determined based on the lesser of:
« theprovider’s normal charge fora similar service or
supply; or
« the 80th percentile of charges made by providers of
such service orsupply in the geographic area where
it is received as compiled in a database selected by
Cigna. If sufficient chargedatais unavailable in the
database forthat geographic area to determine the
Maximum Reimbursable Charge, then data in the
database forsimilar services may be used.

Note:

The provider may bill you for the difference between
the provider’s normal charge and the Maximum
Reimbursable Charge, in addition to applicable
deductiblesand coinsurance.

Note:

Some providers forgive or waive the costshare
obligation (e.g. yourdeductible and/or coinsurance)
that this plan requires youto pay. Waiver of your
required cost share obligation can jeopardize your
coverageunderthisplan. For more details, see the
Exclusions Section.

200%

12
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| BENEFIT HIGHLIGHTS

Calendar Year Deductible

Individual
Family Maximum

Family Maximum Calculation

Individual Calculation:

Family members meet only theirindividual
deductible andthentheir claims will be covered
underthe plan coinsurance; if the family deductible
has been met priorto their individual deductible
being met, their claims will be paid at the plan
coinsurance.

$250 perperson

$500 per family

Out-of-Pocket Maximum

Individual
Family Maximum

Family Maximum Calculation

Individual Calculation:

Family members meet only their individual Out-of-
Pocket and thentheir claims will be covered at
100%; if the family Out-of-Pockethas been met
priorto their individual Out-of-Pocket being met,
their claims will be paid at 100%.

$450 per person
$900 per family

Physician’s Services

Primary Care Physician’s Office Visit

Specialty Care Physician’s Office Visits
Consultantand Referral Physician’s Services

Surgery Performed in the Physician’s Office

Second Opinion Consultations (provided ona
voluntary basis)

Allergy Treatment/Injections

Allergy Serum(dispensed by the Physicianin the
office)

Medical Telehealth

80% afterplan deductible
80% afterplan deductible

80% after plan deductible
80% afterplan deductible

80% afterplan deductible
80% afterplan deductible

80% afterplan deductible

Prewventive Care

Note:
Includes coverage of additional services, suchas
urinalysis, EKG, and other laboratory tests,

supplementing the standard Preventive Care benéfit.

Routine Preventive Care for children through age 2
(including immunizations)

Immunizations

Note: Including rabies.

No charge after plan deductible

No charge

13
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Mammograms, PSA, PAP Smear

Preventive Care Related Services (i.e. “routine”
services)

Diagnostic Related Services (i.e. “non-routine”
services)

| BENEFIT HIGHLIGHTS

80% afterplan deductible

Subject to the plan’s x-ray & lab benefit; based on place of
service

Early Intervention Services

Preventive Care Related Services (i.e. “routine”
services)

Diagnostic Related Services (i.e. “non-routine”
services)

Note: Covered 0to 3 years

80% afterplan deductible

Subject to the plan’s x-ray & lab benefit; based on placeof
service

Inpatient Hospital - Facility Services

Semi-Private Room and Board
Private Room

Special Care Units (ICU/CCU)

80% afterplan deductible

Limited to the semi-private roomrate
Limited to the semi-private roomrate

Limited to the ICU/CCU daily roomrate

Outpatient Facility Services

Operating Room, Recovery Room, Procedures
Room, Treatment Roomand Observation Room

80% afterplan deductible

Inpatient Hospital Physician’s Visits/Consultations

80% afterplan deductible

Inpatient Hospital Professional Services

Surgeon
Radiologist
Pathologist
Anesthesiologist

80% afterplan deductible

Outpatient Professional Services
Surgeon
Radiologist
Pathologist
Anesthesiologist

80% after plan deductible

14
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Urgent Care Services
Physician’s Office Visit
Urgent Care Facility or Outpatient Facility

Outpatient Professional Services (radiology,
pathology, physician)

X-ray and/or Lab performed at the Urgent Care
Facility (billed by the facility as part ofthe UC
visit)

Advanced Radiological Imaging (i.e. MRIs, MRAs,
CAT Scans, PET Scans etc.)

80% afterplan deductible
80% afterplan deductible
80% afterplan deductible

80% afterplan deductible

80% after plan deductible

| BENEFIT HIGHLIGHTS

Emergency Services
Physician’s Office Visit

Hospital Emergency Room

Outpatient Professional Services (radiology,
pathology, ER physician)

X-ray and/or Lab performed at the Emergency
Room Facility (billed by the facility as part ofthe
ER visit)

Independent X-ray and/or Lab Facility in
conjunctionwith an ER visit

Advanced Radiological Imaging (i.e. MRIs, MRAs,
CAT Scans, PET Scans etc.)

80% afterplan deductible

80% afterplan deductible
80% afterplan deductible

80% afterplan deductible

80% afterplan deductible

80% afterplan deductible

Ambulance

80% afterplan deductible

Inpatient Services at Other Health Care Facilities
Includes Skilled Nursing Facility, Rehabilitation
Hospitaland Sub-Acute Facilities

Calendar Year Maximum:
Unlimited

80% afterplan deductible

Laboratory and Radiology Services (includes pre-
admission testing)

Physician’s Office Visit
Outpatient Hospital Facility
Independent X-ray and/or Lab Facility

80% afterplan deductible
80% afterplan deductible
80% afterplan deductible

Advanced Radiological Imaging (i.e. MRIs, MRAs,
CAT Scans andPET Scans)

Physician’s Office Visit
Inpatient Facility
Outpatient Facility

80% afterplan deductible
80% afterplan deductible
80% afterplan deductible

15
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Outpatient Therapy Services and Chiropractic
Services

Calendar Year Maximum:
Unlimited

Includes:

Physical Therapy

Speech Therapy

Occupational Therapy

Pulmonary Rehab

Cognitive Therapy

Chiropractic Therapy (includes Chiropractors)

Note: All speechtherapy is covered regardless of
condition/diagnosis.

Note: Coverage review for Chiropractic Care
beginsafter 25 visits

80% afterplan deductible

| BENEFIT HIGHLIGHTS

Outpatient Cardiac Rehabilitation

Calendar Year Maximum:
36 days

80% afterplan deductible

Home Health Care

Calendar Year Maximum:
Unlimited (includes outpatient private nursing when
approved as Medically Necessary)

80% after plan deductible

Hospice
Inpatient Services

Outpatient Services (same coinsurance levelas
Home Health Care)

80% afterplan deductible
80% afterplan deductible

Bereavement Counseling

Services Provided as part of Hospice Care
Inpatient
Outpatient

Services Provided by Mental Health Professional

80% afterplan deductible
80% afterplan deductible
Covered under Mental Health benefit

Gene Therapy

Includes priorauthorized genetherapy products and
servicesdirectly related to theiradministration, when
Medically Necessary.

Gene Therapy Product
Inpatient Facility
Outpatient Facility

Physician’s Services

80% afterplan deductible
80% after plan deductible
80% afterplan deductible
80% afterplan deductible
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| BENEFIT HIGHLIGHTS

Maternity Care Services

Initial Visit to Confirm Pregnancy

Note:

OB/GYN provideris considered a Specialist.

All subsequent Prenatal Visits, Postnatal Visits and
Physician’s Delivery Charges (i.c. global materity
fee)

Physician’s Office Visits in addition to the global
maternity fee when performed by an OB/GYN or
Specialist

Delivery - Facility
(Inpatient Hospital, Birthing Center)

80% afterplan deductible

80% after plan deductible

80% afterplan deductible

80% afterplan deductible

Abortion
Includes electiveand non-elective procedures

Physician’s Office Visit
Inpatient Facility
Outpatient Facility

Physician’s Services

80% afterplan deductible
80% after plan deductible
80% afterplan deductible
80% afterplan deductible

‘Women’s Family Planning Services

Office Visits, Lab and Radiology Testsand No charge

Counseling

Note:

Includes coverage for contraceptive devices (e.g.,

Depo-Provera and Intrauterine Devices (IUDs)) as

ordered or prescribed by a physician. Diaphragms

also are coveredwhen services are provided in the

physician’s office.

Surgical Sterilization Procedures for Tubal Ligation

(excludes reversals)
Physician’s Office Visit No charge
Inpatient Facility No charge
Outpatient Facility No charge
Physician’s Services No charge

17
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| BENEFIT HIGHLIGHTS

Men’s Family Planning Services

Office Visits, Lab and Radiology Testsand
Counseling

Surgical Sterilization Procedures for Vasectomy
(excludes reversals)

Physician’s Office Visit
Inpatient Facility
Outpatient Facility

Physician’s Services

80% afterplan deductible

80% afterplan deductible
80% afterplan deductible
80% afterplan deductible
80% afterplan deductible

Infertility Services
Coverage will be providedforthe following services:

« Testing and treatmentservices performed in connection with an underlying medical condition.

« Testing performed specifically to determine the cause of infertility.

« Treatmentand/or procedures performed specifically to restore fertility (e.g. procedures to correct an infertility

condition).
« Artificial Insemination, In-vitro, GIFT, ZIFT, etc.

Physician’s Office Visit (Lab and Radiology Tests,
Counseling)

Inpatient Facility
Outpatient Facility
Physician’s Services

Lifetime Maximum:

$15, 000 per member

Includesallrelated services billed with an infertility
diagnosis (i.e. x-ray or lab services billed by an
independentfacility).

80% afterplan deductible

80% after plan deductible
80% after plan deductible
80% afterplan deductible

Organ Transplants

Includes all medically appropriate, non-experimental
transplants

Physician’s Office Visit
Inpatient Facility

Physician’s Services

Lifetime Travel Maximum:
$10,000 pertransplant

80% afterplan deductible
80% afterplan deductible
80% afterplan deductible

No charge (only available when using LifeSOURCE facility)

Durable Medical BEquipment

Calendar Year Maximum:
Unlimited

80% after plan deductible

18
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| BENEFIT HIGHLIGHTS

Breast Feeding Equipment and Supplies

Note:

Includesthe rental of one breast pump per birth as
ordered or prescribed by a physician. Includes
related supplies.

No charge

External Prosthetic Appliances

Calendar Year Maximum:
Unlimited

80% afterplan deductible

Cochlear Implants

Calendar Year Maximum:
Unlimited

80% afterplan deductible

Routine Hearing Exam
Note: One exam per calendar year.

No charge

Other

Note: Coverage for Redundant Skin
Surgery/Removal of Skin Tags, Prolotherapy and
Craniosacral/Cranial Therapy.

80% afterplan deductible

Nutritional Bvaluation

Calendar Year Maximum:

3visits per person however, the 3visit limit will not
apply to treatment of mental healthand substance
use disorder conditions.

Physician’s Office Visit
Inpatient Facility
Outpatient Facility

Physician’s Services

80% afterplan deductible
80% afterplan deductible

80% afterplan deductible
80% afterplan deductible

Nutritional Counseling

Calendar Year Maximum:
Unlimited

80% afterplan deductible

Nutritional Supplements

Note: Includes special medical formulas regardless
of the diagnosis.

80% afterplan deductible

Oral Surgery

Note: Includes coverage for surgical removal of
boney impacted teethin office or hospital
setting.

Physician’s Office Visit
Inpatient Facility
Outpatient Facility

Physician’s Services

80% afterplan deductible
80% afterplan deductible
80% afterplan deductible
80% afterplan deductible
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Genetic Counseling

Calendar Year Maximum:

3visits per person for Genetic Counseling for both
pre-and post-genetic testing; however, the 3visit
limit will notapply to Mental Health and Substance
Use Disorder conditions.

Physician’s Office Visit
Inpatient Facility
Outpatient Facility

Physician’s Services

80% afterplan deductible
80% afterplan deductible
80% afterplan deductible
80% after plan deductible

| BENEFIT HIGHLIGHTS

Dental Care

Limited to charges made fora continuous course of
dentaltreatment started within sixmonths ofan injury
to teeth.

Physician’s Office Visit
Inpatient Facility
Outpatient Facility
Physician’s Services

80% afterplan deductible
80% afterplan deductible
80% afterplan deductible
80% afterplan deductible

Wigs
Calendar Year Maximum:
Unlimited

80% afterplan deductible

TMJ Surgical andNon-surgical

Always excludes appliances and orthodontic
treatment. Subject to medical necessity.

Physician’s Office Visit
Inpatient Facility
Outpatient Facility

Physician’s Services

80% after plan deductible
80% afterplan deductible
80% afterplan deductible
80% afterplan deductible

Routine Foot Disorders

Not covered exceptforservices associated with footcare for
diabetesand peripheral vascular disease when Medically

Necessary.

Treatment Resulting From Life Threatening Emergencies

Medical treatmentrequiredas a result ofan emergency, such as a suicide attempt, will be considered a medical expense
untilthe medical condition s stabilized. Once the medical condition s stabilized, whether the treatment will be
characterized as eithera medical expense or a mental health/substance usedisorder expense will be determined by the
utilization review Physician in accordance with the applicable mixed services claimguidelines.

20
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| BENEFIT HIGHLIGHTS

Mental Health

Inpatient

Includes Acute Inpatient and Residential
Treatment

Calendar Year Maximum:
Unlimited

Outpatient
Outpatient - Office Visits
Includes individual, family and group

psychotherapy; medication management,
Behavioral Telehealth consultation, etc.

Calendar Year Maximum:
Unlimited

Outpatient - All Other Services

Includes Partial Hospitalization, Intensive
Outpatient Services, Behavioral Telehealth
consultation, etc.

Calendar Year Maximum:
Unlimited

80% afterplan deductible

80% afterplan deductible

80% afterplan deductible
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| BENEFIT HIGHLIGHTS

Substance Use Disorder

Inpatient

Includes Acute Inpatient Detoxification, Acute

Inpatient Rehabilitationand Residential
Treatment

Calendar Year Maximum:
Unlimited

Outpatient
Outpatient - Office Visits
Includes individual, family and group

psychotherapy; medication management,
Behavioral Telehealth consultation, etc.

Calendar Year Maximum:
Unlimited

Outpatient - All Other Services

Includes Partial Hospitalization, Intensive
Outpatient Services, Behavioral Telehealth
consultation, etc.

Calendar Year Maximum:
Unlimited

80% afterplan deductible

80% afterplan deductible

80% afterplan deductible
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Comprehensive Medical Benefits

Covered Expenses

The term Covered Expenses means expenses incurred by a
personwhile covered under this planforthe charges listed
below for:

« preventive care services; and

« servicesorsuppliesthat are Medically Necessary forthe
care and treatmentofan Injury ora Sickness, as determined
by Cigna.

As determined by Cigna, Covered Expenses may also include

all charges made by an entity thathas directly or indirectly

contracted with Cignato arrange, through contracts with
providers of services and/or supplies, for the provision ofany
services and/or supplies listed below. Any applicable

Copayments, Deductibles or limits are shown in The
Schedule.

Cowered Expenses

« chargesmade by a Hospital, on its own behalf, for Bed and
Board and other Necessary Services and Supplies; except
that forany day of Hospital Confinement, Covered
Bxpenses will not include that portion of charges for Bed
and Board which is more than the Bed and Board Limit
shown in The Schedule.

« chargesforlicensedambulanceservice to orfromthe
nearest Hospital where the needed medical care and
treatment can be provided.

« chargesmade by a Hospital, on its own behalf, for medical
care and treatmentreceivedas an outpatient.

« chargesmade by a Free-Standing Surgical Facility, on its
own behalf for medical care and treatment.

« chargesmade on its own behalf, by an Other Health Care
Facility, including a Skilled Nursing Facility, a
Rehabilitation Hospital or a subacute facility for medical
care and treatment; except that forany day of Other Health
Care Facility confinement, Covered Expenses will not
include that portion of charges which are in excess ofthe
Other Health Care Facility Daily Limit shown in The
Schedule.

« charges made for Emergency Services and Urgent Care.

« chargesmade by aPhysician ora Psychologist for
professional services.

« chargesmade by a Nurse, otherthana member of your
family oryourDependent’s family, for professional nursing
service.

« charges made foranesthetics and theiradministration;
diagnostic x-ray and laboratory examinations; x-ray,

radium, and radioactive isotope treatment; chemotherapy;

blood transfusions; oxygen and other gases and their
administration.

charges made foran annual prostate-specific antigen test
(PSA).

charges made for laboratory services, radiation therapy and
other diagnostic and therapeutic radiological procedures.

charges made for Family Planning, including medical
history, physical exam, related laboratory tests, medical
supervision in accordance with generally accepted medical
practices, other medical services, information and
counselingon contraception, implanted/injected
contraceptives, after appropriate counseling, medical
services connected with surgical therapies (tubal ligations,
vasectomies).

charges made for the following preventive care services
(detailed information is available at www.healthcare.gov.):

(1) evidence-baseditems orservicesthathave in effecta

rating of““A” or “B” in the current recommendations of
the United States Preventive Services Task Force;

(2) immunizations that have in effect arecommendation
from the Advisory Committee on Immunization

Practices of the Centers for Disease Controland
Preventionwith respectto the covered person involved;

(3) forinfants, children,andadolescents, evidence-
informed preventive care and screenings provided for in
the comprehensive guidelines supported by the Health
Resources and Services Administration;

(4) forwomen,such additional preventive care and
screenings not described in paragraph (1) as provided
for in comprehensiveguidelines supported by the
Health Resources and Services Administration.

charges made for medical diagnostic services to determine
the causeoferectile dysfunction. Penile implants are
covered foran established medical conditionthat clearly is
the causeoferectile dysfunction, such as postoperative
prostatectomy and diabetes. Penile implants are notcovered
as treatment of psychogenic erectile dysfunction.

charges made forsurgical or non-surgical treatmentof
Temporomandibular Joint Dysfunction.

includes charges forthe delivery of medical and health-
related consultations via secure telecommunications
technologies, including telephones and internet, when
delivered through a contracted medical telehealth provider.

Cowered Expenses — Mental Health and Substance Use

Disorder
« behavioral consultations and services via secure

telecommunications technologies that shall include video
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capability, including telephones and internet, when
delivered through a behavioral provider.

Clinical Trials

This benefit plan covers routine patientcare costs relatedto a
qualified clinical trial foran individualwho meets the
following requirements:

(@) iseligible to participate in an approved clinical trial

accordingto the trial protocol with respect to treatment of
canceror other life-threatening disease or condition; and

(b) either

« thereferring health care professional is a participating
health care providerandhas concluded thatthe
individual’s participationin suchtrial would be
appropriate based upon the individual meeting the
conditions described in paragraph (a); or

« theindividual provides medical and scientific
information establishingthat theindividual’s
participationin suchtrial would be appropriate based
upon the individual meeting the conditions described in
paragraph (a).

Forpurposes of clinical trials, the term“life-threatening
diseaseor condition” means any disease or condition from
which the likelihood of death is probable unless the course of
the disease or conditionis interrupted.

The clinical trial must meet the following requirements:
The study or investigation must:

« beapproved orfundedby any of the agencies or entities
authorized by federal law to conduct clinical trials;

« beconductedunderan investigational new drug application
reviewed by the Food and Drug Administration; or

« involveadrug trialthat is exempt from having suchan
investigational new drug application.

Routine patient care costs are costs associated with the
provisionof health careitems and services including drugs,
items, devices and services otherwise covered by this benefit
plan foran individualwho is not enrolled in a clinical trial
and, in addition:

« servicesrequiredsolely forthe provision ofthe
investigational drug, item, device orservice;

« servicesrequiredforthe clinically appropriate monitoring of
the investigational drug, device, itemorservice;

« services providedforthe prevention of complications
arising fromthe provision of the investigational drug,
device, itemor service; and

« reasonable and necessary care arising fromthe provision of
the investigational drug, device, itemorservice, including
the diagnosis or treatment of complications.

Routine patient care costs do not include:
« theinvestigationaldrug, item, device, orservice, itself; or

« items and services that are provided solely tosatisfy data

collection and analysis needs and that are not usedin the
direct clinical management of the patient.

If yourplan includes In-Network providers, clinical trials
conducted by non-Participating Providers will be coveredat
the In-Network benéefit level if:

« thereare not In-Network providers participating in the
clinical trial that are willing to accept theindividual as a
patient, or

« the clinicaltrial is conducted outside the individual’s state
of residence.

Genetic Testing
Charges made for genetic testing that uses a proven testing

method for the identification of genetically linked inheritable
disease. Genetic testing is covered only if:

« apersonhassymptomsorsignsofagenetically linked
inheritable disease;

« it has been determined that a personis at risk for carrier
status as supported by existing peer-reviewed, evidence-
based, scientific literature for the development ofa
genetically linked inheritable disease whenthe results will
impact clinical outcome; or

« thetherapeutic purpose is to identify specific genetic
mutation thathas beendemonstrated in the existing peer-
reviewed, evidence-based, scientific literature todirectly
impact treatment options.

Pre-implantation genetic testing, genetic diagnosis prior to
embryo transfer, is covered wheneither parent hasan
inherited disease or is adocumented carrier of a genetically
linked inheritable disease.

Genetic counselingis coveredifa personis undergoing
approved genetic testing, or if a person has an inherited
diseaseandis a potential candidate for genetic testing.

Nutritional BEvaluation and Counseling

Charges made for nutritional evaluationand counseling when

dietis a part of the medical management ofa documented
organic disease.

Internal Prosthetic/Medical Appliances

Charges made for internal prosthetic/medical appliances that
provide permanentortemporary internal functional supports
for non-functional body parts are covered. Medically
Necessary repair, maintenance or replacement ofa covered
appliance is also covered.

HC-QOV731 01-19
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Orthognathic Surgery

« orthognathic surgery to repair or correct a severe facial
deformity ordisfigurement thatorthodontics alone can not
correct, provided:

« the deformity ordisfigurement is accompanied by a
documentedclinically significant functional impairment,
and there is areasonable expectation that the procedure
will resultin meaningful functionalimprovement;or

« theorthognathic surgery is Medically Necessaryas a
result of tumor, trauma, disease; or

« the orthognathic surgery is performed priorto age 19and
is required as a result of severe congenital facial
deformity or congenital condition.

Repeat or subsequent orthognathic surgeries for the same
conditionare coveredonly whentheprevious orthognathic
surgery met the above requirements, and there is a high
probability of significantadditionalimprovementas
determined by theutilization review Physician.

HC-QOV3 04-10
\% 1

Home Health Services

« charges made for Home Health Services whenyou: require
skilled care; are unable to obtain therequired care as an
ambulatory outpatient; and do not require confinement in a
Hospital or Other Health Care Facility.

Home Health Services are provided only if Cigna has

determined thatthe home is a medically appropriate setting.
If you are aminor or an adult who is dependent upon others

for nonskilled care and/or custodial services (e.g., bathing,
eating, toileting), Home Health Services will be provided
for you only during times whenthere is a family member or
care giver present in the home to meet your nonskilled care
and/or custodial services needs.

Home Health Services are thoseskilled health care services

that can be provided during visits by Other Health Care
Professionals. Theservices of a home health aide are
covered whenrendered in direct support of skilled health
care services provided by Other Health Care Professionals.
Avisitis defined as a period of 2hours orless. Home
Health Services are subject to a maximum of 16 hours in
total perday. Necessary consumable medical supplies and
home infusion therapy administered or used by Other
Health Care Professionals in providing Home Health
Services are covered. Home Health Services do not include
services by apersonwho is amember of your family or
your Dependent’s family or who normally resides in your
houseoryourDependent’s house evenifthat personis an
Other Health Care Professional. Skilled nursing services or

private duty nursing services provided in the home are
subject tothe Home Health Services benefit terms,
conditions and benefit limitations. Physical, occupational,
and other Outpatient Therapy Services provided in the horre
are not subject to the Home Health Services benefit
limitations in the Schedule, but are subject to the benefit
limitations described under Outpatient Therapy Services
Maximum shown in The Schedule.

HC-QOV&3 01-20

Hospice Care Services
« charges made forapersonwho hasbeendiagnosedas

having sixmonths or fewerto live, due to Terminal lliness,

for the following Hospice Care Services provided undera
Hospice Care Program:

« by aHospice Facility for Bed and Board and Services and
Supplies;

« by aHospice Facility for services providedon an
outpatientbasis;

« by aPhysician for professional services;

» by aPsychologist, social worker, family counseloror
ordained minister forindividual and family counseling;

« for pain relief treatment, including drugs, medicines and
medical supplies;

« by an Other Health Care Facility for:

« part-time or intermittent nursing careby orunder the
supervision ofa Nurse;

« part-time or intermittent services of an Other Health
Care Professional;

« physical, occupational and speech therapy;

« medical supplies; drugsand medicines lawfully dispensed
only on the written prescription ofa Physician;and
laboratory services; butonly to the extent such charges
would have been payable under the policy if the person

had remained orbeen Confined in a Hospital or Hospice
Facility.

The following charges for Hospice Care Services are not
included as Covered Expenses:

« fortheservicesofapersonwho is a member of your family

or your Dependent’s family or who normally resides in your
houseoryourDependent’s house;

« forany period whenyouoryour Dependent is notunder the

care ofa Physician;

« forservices orsupplies not listed in the Hospice Care

Program;

« forany curativeor life-prolonging procedures;
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« totheextentthatany other benefits are payable for those
expensesunderthepolicy;

« forservicesorsupplies that are primarily to aid you oryour
Dependent; in daily living.

HC-QOV6 04-10

V1

Mental Health and Substance Use Disorder Services

Mental Health Servicesare services that are requiredto treat
a disorder that impairs the behavior, emotional reactionor
thoughtprocesses. In determining benefits payable, charges
made for the treatment ofany physiological conditions related

to Mental Health willnot be considered to becharges made
for treatment of Mental Health.

Substance Use Disorder is defined as the psychological or
physical dependence on alcohol or other mind -altering drugs
that requires diagnosis, care, and treatment. In determining
benefits payable, charges made for the treatment ofany
physiological conditions related to rehabilitation services for
alcoholordrug abuse oraddictionwill not be consideredto be
charges made fortreatment of Substance Use Disorder.

Inpatient Mental Health Services

Services thatare provided by a Hospital while you oryour
Dependentis Confinedin a Hospital for the treatment and

evaluation of Mental Health. Inpatient Mental Health Services
include Mental Health Residential Treatment Services.

Mental Health Residential Treatment Services are services
provided by a Hospital for the evaluation and treatmentofthe

psychologicaland social functional disturbances thatare a
result of subacute Mental Health conditions.

Mental Health Residential Treatment Center meansan
institution which specializes in the treatmentof psychological
and social disturbances that are the result of Mental Health
conditions; provides a subacute, structured, psychotherapeutic
treatment program, under the supervision of Physicians;
provides 24-hour care, in which a person lives in an open
setting; andis licensed in accordance with the laws ofthe
appropriate legally authorized agency as a residential
treatment center.

A person is considered confined in a Mental Health
Residential Treatment Center whenshe/he is aregistered bed
patient in a Mental Health Residential Treatment Centerupon
the recommendation of a Physician.

Outpatient Mental Health Services

Services of Providers who are qualified to treat Mental Health
when treatment is provided onan outpatientbasis, while you
or your Dependent is not Confinedin a Hospital, and is
provided in an individual, group or Mental Health Partial

Hospitalization or Intensive Outpatient Therapy Program.
Covered services include, but are notlimited to, outpatient
treatment of conditions suchas: anxiety or depressionwhich
interfere with daily functioning; emotional adjustmentor
concerns related to chronic conditions, suchas psychosis or
depression; emotional reactions associated with marital
problems ordivorce; child/adolescent problems of conductor
poorimpulse control; affective disorders; suicidal or
homicidal threats oracts; eating disorders; oracute
exacerbation of chronic Mental Health conditions (crisis
intervention and relapse prevention) and outpatienttesting and
assessment.

Mental Health Partial Hospitalization Services are rendered
not less than 4 hoursandnotmore than 12 hoursin any 24-
hourperiod by a certified/licensed Mental Health programin
accordancewith the laws ofthe appropriate legally authorized
agency.

A Mental Health Intensive Outpatient Therapy Program
consists of distinctlevels or phases of treatmentthatare
provided by a certified/licensed Mental Health programin
accordancewith the laws ofthe appropriate, legally authorized
agency. Intensive Outpatient Therapy Programs provide a
combination of individual, family and/orgrouptherapy in a
day, totaling nineormore hours in a week.

Inpatient Substance Use Disorder Rehabilitation Services

Services provided for rehabilitation, while you oryour
Dependentis Confinedin a Hospital, when required for the
diagnosisand treatment of abuse oraddiction to alcohol and/or
drugs. Inpatient Substance Use Disorder Services include
Residential Treatment services.

Substance Use Disorder Residential Treatment Services
are services provided by a Hospital for the evaluationand
treatment of the psychological and social functional
disturbances thatare a result of subacute Substance Use
Disorder conditions.

Substance Use Disorder Residential Treatment Center
means an institution whichspecializes in the treatment of
psychological and social disturbances thatare the result of
Substance Use Disorder; provides a subacute, structured,
psychotherapeutic treatmentprogram, under the supervision of
Physicians; provides 24-hour care, in which a person livesin
an open setting; andis licensed in accordance with the laws of
the appropriate legally authorized agency as a residential
treatment center.

A person is considered confined in a Substance Use Disorder
Residential Treatment Centerwhenshe/he is aregistered bed
patient in a Substance Use Disorder Residential Treatment
Centerupon the recommendation of a Physician.

Outpatient Substance Use Disorder Rehabilitation Services

Services provided for the diagnosis and treatment of
Substance Use Disorder or addictionto alcoholand/or drugs,
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while you oryour Dependent is not Confined in a Hospital,
including outpatientrehabilitationin an individual, agroup, or
a Substance Use Disorder Partial Hospitalization or Intensive
Outpatient Therapy Program.

Substance Use Disorder Partial Hospitalization Services are
rendered nolessthan4hoursandnot more than12hours in
any 24-hour period by a certified/licensed Substance Use

Disorder programin accordance with the laws of the
appropriate legally authorized agency.

A Substance Use Disorder Intensive Outpatient Therapy
Programconsists of distinctlevels or phases of treatmentthat
are provided by a certified/licensed Substance Use Disorder
programin accordance with the laws ofthe appropriate legally
authorized agency. Intensive Outpatient Therapy Programs
provide acombination of individual, family and/or group
therapy in a day, totaling nine, or more hours in a week.
Substance Use Disorder Detoxification Services

Detoxification and related medical ancillary services are
provided when required for the diagnosis and treatment of
addiction toalcoholand/ordrugs. Cigna will decide, basedon
the Medical Necessity of each situation, whether suchservices
will be providedin an inpatient or outpatientsetting.

Exclusions

The following are specifically excluded fromMental Health
and Substance Use Disorder Services:

« treatment of disorders whichhavebeendiagnosed as
organic mental disorders associated with permanent
dysfunction ofthe brain.

« developmental disorders, includingbutnotlimited to,
developmental reading disorders, developmental arithmetic
disorders, developmental language disorders or
developmental articulation disorders.

« counselingforactivities of an educational nature.
« counselingforborderline intellectual functioning.
« counselingforoccupational problems.

« counselingrelatedto consciousness raising.

« vocational orreligious counseling.

« L.Q. testing.

« custodial care, including but not limited to geriatric day
care.

« psychologicaltestingon children requested by orfora
school system.

« occupational/recreational therapy programs even if
combined with supportive therapy forage-related cognitive
decline.

HC-COVv481 12-15

Durable Medical Equipment

« charges made for purchase orrental of Durable Medical
Equipment that is ordered or prescribed by a Physicianand
provided by avendorapproved by Cigna foruseoutside a
Hospital or Other Health Care Facility. Coverage for repair,
replacement or duplicate equipment is provided only when
required due to anatomical changeand/or reasonable wear
and tear. Allmaintenance and repairs that result froma
person’s misuseare the person’s responsibility. Coverage
for Durable Medical Equipmentis limited to the lowest-cost
alternative as determined by the utilization review
Physician.

Durable Medical Equipmentis defined as items which are

designed forandable to withstand repeated use by more than

one person; customarily serve a medical purpose; generally
are not usefulin the absence of Injury or Sickness; are
appropriate foruse in the home; andare not disposable. Such

equipmentincludes, but is notlimited to, crutches, hospital
beds, respirators, wheel chairs, and dialysis machines.

Durable Medical Equipment items that are not covered
include but are not limited to those thatare listed below:

» BedRelated Items: bed trays, overthe bed tables, bed
wedges, pillows, custombedroomequipment, mattresses,
including nonpower mattresses, custommattresses and
posturepedic mattresses.

» Bath Related Items: bath lifts, nonportable whirlpools,
bathtub rails, toilet rails, raised toilet seats, bath benches,
bath stools, hand held showers, paraffin baths, bath mats,
and spas.

« Chairs, Lifts and Standing Devices: computerized or
gyroscopic mobility systems, rollabout chairs, geriatric
chairs, hip chairs, seat lifts (mechanical or motorized),
patient lifts (mechanical or motorized — manual hydraulic
lifts are covered if patient is two-person transfer), and auto
tilt chairs.

« Fixtures to Real Property: ceiling lifts and wheelchair
ramps.
« Car/Van Modifications.

« Air Quality Items: roomhumidifiers, vaporizers, air
purifiers and electrostatic machines.

« Blood/Injection Related Items: blood pressure cuffs,
centrifuges, novapens and needleless injectors.
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« Other Bquipment: heat lamps, heating pads, cryounits,
cryotherapy machines, electronic-controlled therapy units,
ultraviolet cabinets, sheepskin pads and boots, postural
drainage board, AC/DC adaptors, enuresis alarms, magnetic
equipment, scales (baby and adult), stair gliders, elevators,
saunas, any exercise equipment and diathermy machines.

HC-QOV8 04-10
V2

External Prosthetic Appliances andDevices

« chargesmade orordered by a Physician for: the initial
purchase and fitting of external prosthetic appliances and
devices available only by prescription which are necessary

for the alleviation or correction of Injury, Sickness or
congenital defect.

External prosthetic appliances and devices include
prostheses/prosthetic appliances and devices; orthoses and
orthotic devices; braces; and splints.

Prostheses/Prosthetic Appliances andDevices

Prostheses/prosthetic appliances and devices are defined as
fabricated replacements for missing body parts.
Prostheses/prosthetic appliances and devices include, butare
not limited to:

« limb prostheses;

« terminal devicessuchas hands orhooks;
« speechprostheses; and

« facial prostheses.

Orthoses and Orthotic Devices

Orthoses and orthotic devices are defined as orthopedic
appliances orapparatuses usedto support, align, prevent or
correct deformities. Coverage is provided for customfoot
orthoses and other orthoses as follows:

» Non-foot orthoses — only the following non-foot orthoses
are covered:

« rigid and semi-rigid customfabricated orthoses;
« semi-rigid prefabricated and flexible orthoses; and

« rigid prefabricated orthoses including preparation, fitting
and basic additions, suchas bars and joints.

» Customfoot orthoses — customfoot orthosesare only
covered as follows:

« for persons with impaired peripheral sensationand/or
altered peripheral circulation (e.g. diabetic neuropathy
and peripheral vascular disease);

« when the foot orthosis is an integral part ofa leg brace
and is necessary for the proper functioning ofthe brace;

« when the foot orthosis is for use as a replacement or
substitute for missing parts of the foot (e.g. amputated
toes)and is necessary forthe alleviation or correction of
Injury, Sickness or congenital defect; and

« for persons with neurologic or neuromuscular condition
(e.g.cerebral palsy, hemiplegia, spina bifida) producing
spasticity, malalignment, or pathological positioning of
the foot and there is reasonable expectation of
improvement.

The following are specifically excluded orthoses and orthotic
devices:

« prefabricated footorthoses;

« cranialbanding and/or cranial orthoses. Other similar
devices are excluded except whenused postoperatively for
synostotic plagiocephaly. Whenused for this indication, the
cranial orthosis will be subject to the limitations and

maximums ofthe External Prosthetic Appliances and
Devices benefit;

« orthosis shoes, shoe additions, procedures for foot
orthopedic shoes, shoe modifications and transfers;

» non-footorthoses primarily used for cosmetic rather than
functional reasons; and

« non-footorthoses primarily forimproved athletic
performance orsports participation.

Braces

A Brace is defined as an orthosis or orthopedic appliance that
supports orholds in correct positionany movable part of the
body andthatallows for motion of that part.

The following braces are specifically excluded: Copes
scoliosis braces.

Splints

A Splintis defined as an appliance for preventing movement
of ajoint or forthe fixation of displaced or movable parts.

Coverage for replacement of external prosthetic appliances
and devices s limited to the following:

« replacement dueto regularwear. Replacement for damage
due to abuse ormisuse by the personwill not be covered.

« replacement required because anatomic change has rendered
the external prosthetic appliance or device ineffective.
Anatomic change includes significant weight gainor loss,
atrophyand/or growth.

Coverage forreplacement is limited as follows:

« no more than once every 24 months for persons 19 years of
age and older;

« no more than once every 12 months for persons 18 years of
age and under;
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« replacementdueto asurgical alterationorrevision ofthe
impacted site.

The following are specifically excluded external prosthetic
appliances and devices:

« externaland internal power enhancements or power controls
for prosthetic limbs and terminal devices; and

« myoelectric prostheses peripheral nerve stimulators.

HC-COV732 01-19

Infertility Services

« charges made forservices related to diagnosis of infertility
and treatmentofinfertility once a condition of infertility has
been diagnosed. Services include, butare not limited to:
infertility drugs which are administered or provided by a
Physician; approved surgeries and other therapeutic
proceduresthat have beendemonstrated in existing peer-
reviewed, evidence-based, scientific literature tohave a
reasonable likelihood of resulting in pregnancy; laboratory
tests; spermwashingor preparation; artificial insemination;
diagnostic evaluations; gamete intrafallopian transfer
(GIFT); in vitro fertilization (IVF); zygote intrafallopian
transfer (ZIFT); and the services of an embryologist.

Infertility is defined as:

« theinability of opposite-sexpartnersto achieve

conceptionafterat least one year of unprotected
intercourse;

« theinability of opposite-sexpartnersto achieve
conceptionaftersixmonths of unprotected intercourse,

when the female partnertryingto conceive is age 35or
older;

« theinability ofawoman, with orwithout an opposite-sex
partner, to achieve conception after at least sixtrials of
medically supervisedartificialinsemination overaone-
yearperiod; and

« theinability ofawoman, with orwithout an opposite-sex
partner, to achieve conception after at least three trials of
medically supervisedartificial insemination overa six-
month period of time, when the female partnertryingto
conceive is age35or older.

This benefit includes diagnosis and treatment of both male and
female infertility.

However, the following are specifically excluded infertility
Services:

« reversalof male and female voluntary sterilization;

« infertility services whentheinfertility is caused by or
related to voluntary sterilization;

« donorcharges and services;

« cryopreservationofdonorspermand eggs;and

« any experimental, investigational or unproven infertility
procedures or therapies.

HC-QOV734 01-19

Outpatient Therapy Services
Charges for the following therapy services:

Cognitive Therapy, Occupational Therapy, Osteopathic
Manipulation, Physical Therapy, Pulmonary
Rehabilitation, Speech Therapy

« Charges fortherapyservices are covered when provided as
part ofa programoftreatment.

Cardiac Rehabilitation

« Charges forPhase Il cardiac rehabilitation provided on an
outpatientbasis following diagnosis of a qualifying cardiac
conditionwhen Medically Necessary. Phasell is a Hospital-
based outpatient programfollowing an inpatient Hospital
discharge. The Phase Il programmust be Physiciandirected
with active treatment and EKG monitoring.

Phase Ill and Phase IV cardiac rehabilitation is notcovered.
Phase Il follows Phase Il and is generally conducted at a
recreational facility primarily to maintain the patient’s status
achieved through Phases Iand Il. Phase IVis an
advancement of Phase Il which includes more active
participationandweight training.

Chiropractic Care Services

» Charges fordiagnostic and treatment services utilized in an
office setting by chiropractic Physicians. Chiropractic
treatment includes the conservative management of acute
neuromusculoskeletal conditions through manipulationand
ancillary physiological treatment rendered to specific joints
to restore motion, reduce pain, and improve function. For
these services you have directaccess to qualified
chiropractic Physicians.

Coverage is provided when Medically Necessary in the most
medically appropriatesettingto:

« Restore function (called “rehabilitative”):
« Torestore functionthat has beenimpaired or lost.

« Toreduce pain as aresult of lliness, Injury, or loss ofa
body part.

« Improve, adapt orattain function (sometimes called
“habilitative”):

« Toimprove, adapt orattain functionthathas been
impaired orwas neverachievedas aresult of congenital
abnormality (birth defect).
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« Toimprove,adaptorattain functionthathas been
impaired orwas neverachieved because of mental health
and substance use disorder conditions. Includes
conditions suchas autismand intellectual disability, or
mental health and substance usedisorder conditions that
resultinadevelopmental delay.

Coverage is providedas part of a programoftreatment when
the following criteria are met:

o The individual’s condition has the potential to improve oris
improving in response to therapy, and maximum
improvement is yet to be attained.

« Thereis an expectationthatthe anticipated improvementis

attainable in areasonable and generally predictable period
of time.

« Thetherapyis provided by, orunderthedirect supervision
of, alicensed health care professional acting within the
scope ofthe license.

» Thetherapyis Medically Necessary and medically
appropriate for the diagnosed condition.

Coverage for occupational therapy is provided only for
purposes of enabling individuals to performthe activities of
daily living afteran lllness or Injury or Sickness.

Therapy services that are not covered include:

« sensoryintegration therapy;

« treatment of dyslexia;

« maintenanceor preventive treatment provided to prevent
recurrence or to maintain the patient’s currentstatus;

« chargesfor Chiropractic Care not provided in an office
setting; or

« vitamin therapy.
Coverage is administeredaccording tothe following:

« Multiple therapy services provided on the same day
constitute one day of service foreach therapy type.

HC-QOV&4 01-20

Breast Reconstruction andBreast Prostheses

« charges made forreconstructive surgery followinga
mastectomy; benefits include: surgical services for
reconstruction of the breast onwhich surgery was
performed; surgical services for reconstruction ofthe non-
diseased breastto produce symmetrical appearance;
postoperative breast prostheses; and mastectomy brasand
prosthetics, limited to the lowest costalternative available
that meets prosthetic placement needs. Duringall stages of
mastectomy, treatment of physical complications, including
lymphedema therapy, are covered.

Reconstructive Surgery

« charges made forreconstructive surgery or therapy to repair
or correct asevere physical deformity or disfigurement
which is accompanied by functional deficit; (other than
abnormalities ofthe jaw or conditions related to TMJ
disorder) provided that: the surgery or therapy restores or
improves function; reconstruction is required asa result of
Medically Necessary, non-cosmetic surgery; orthe surgery
or therapy is performed prior to age 19and is required asa
result ofthe congenital absence oragenesis (lack of
formation ordevelopment) of a body part. Repeat or
subsequent surgeries for the same conditionare covered
only when there is the probability of significant additional
improvement as determined by the utilization review
Physician.

HC-Q0OVes1 12-17

Transplant Services

«» charges made for human organ andtissue Transplant
services which include solid organand bone marrow/stem
cell procedures. This coverage is subject to the following
conditions and limitations.

Transplant services include therecipient’s medical, surgical
and Hospital services; inpatientimmunosuppressive
medications; and costs for organ or bone marrow/stemcell
procurement. Transplant services are coveredonly ifthey are
required to performany ofthe following human to human
organ ortissue transplants: allogeneic bone marrow/stemcell,
autologous bone marrow/stemcell, cornea, heart, heart/lung,
kidney, kidney/pancreas, liver, lung, pancreas or intestine
which includes small bowel-liver or multi-visceral.

Coverage fororganprocurement costs are limited to costs
directly related to the procurement of an organ, froma cadaver
or alive donor. Organ procurementcosts shall consist of
surgery necessary for organ removal, organ transportationand
the transportation (referto Transplant Travel Services),
hospitalization and surgery ofa live donor. Compatibility
testingundertaken priorto procurement is covered if
Medically Necessary. Costs relatedto the search for,and
identification ofabonemarrow or stemcell donorforan
allogeneic transplant are also covered.

Transplant Trawel Services

Charges made for non-taxable travel expenses incurred by you
in connection with a pre-approved organ/tissue transplant are
covered subjectto thefollowing conditions and limitations.
Transplant travel benefits are notavailable for cornea
transplants. Benefits for transportation and lodgingare
available to you only if you are the recipient of a preapproved
organ/tissue transplant froma designated Cigna
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LIFESOURCE Transplant Network® facility. The term
recipient is defined to include a person receiving authorized
transplantrelated services during any of the following:
evaluation, candidacy, transplant event, or post-transplant
care. Travelexpenses for the person receiving the transplant
will include charges for: transportation toand fromthe
transplantsite (including charges forarental car used during a
period of care at the transplant facility); and lodging while at,
or traveling to and fromthe transplantsite.

In addition toyour coverage for the charges associated with
the items above, such charges will also be considered covered
travel expenses forone companionto accompany you. The
term companion includes your spouse, amember of your
family, yourlegal guardian, orany personnot related to you,
but actively involved as your caregiver whois at least 18 years
of age. The following are specifically excluded travel
expenses: any expenses that if reimbursed would betaxable
income, travel costs incurred due to travel within 60 miles of
yourhome; foodand meals; laundry bills; telephone bills;
alcoholortobacco products; and charges for transportation
that exceed coachclass rates.

These benefits are only available when the covered personis
the recipient ofan organ/tissuetransplant. Travel expenses for
the designated live donor fora covered recipient are covered
subject tothe same conditions and limitations noted above.
Charges forthe expenses ofadonor companion are not
covered. No benefits are available when the covered personis
adonor.

HC-CoV482 12-15

Medical Pharmaceuticals

The plan covers charges made for Medical Pharmaceuticals
that are administered in an Inpatientsetting, Outpatient
setting, Physician’s office, orin a covered person'shome.

Benefits underthis section are provided only for Medical
Pharmaceuticals which, due to their characteristics (as
determined by Cigna), are requiredto be administered, orthe
administrationofwhich must be directly supervised, by a
qualified Physician. Benefits payable under this section
include Medical Pharmaceuticals whose administration may
initially, or typically, require Physician oversight but may be
self-administered under certain conditions specified in the
product’s FDA labeling.

Certain Medical Pharmaceuticals are subject to prior
authorizationrequirements or other coverage conditions.
Additionally, certain Medical Pharmaceuticals are subject to
step therapy requirements. This meansthat in orderto receive
benefits for such Medical Pharmaceuticals, you are required to
try a different Medical Pharmaceutical and/or Prescription
Drug Product first.

The Cigna Business Decision Teamdetermines whether
utilization management requirements or other coverage
conditions should apply toa Medical Pharmaceutical by
consideringa number of factors, including, but not limited to,
clinical and economic factors. Clinical factors may include,
but are not limited to, the P& T Committee’s evaluations ofthe
place in therapy, relative safety or relative efficacy of Medical
Pharmaceuticals as wellas whether utilization management
requirements should apply. Economic factors may include, but
are not limited to, the Medical Pharmaceutical’s cost
including, but not limited to, assessments onthe cost
effectiveness of the Medical Pharmaceuticals and available
rebates. When consideringa Medical Pharmaceutical fora
coveragestatus, the Business Decision Teamreviews clinical
and economic factors regardingenrollees as a general
population across its book-of-business. Regardless of its
eligibility for coverage underyour plan, whethera particular
Prescription Drug Productis appropriate foryouorany of
your Dependents is a determination that is made by you (or
your Dependent) and the prescribing Physician.

The coverage criteria fora Medical Pharmaceutical may
change periodically for various reasons. Forexample, a
Medical Pharmaceutical may be removed fromthe market, a
new Medical Pharmaceutical in the same therapeutic class as a
Medical Pharmaceutical may become available, or other
market events may occur. Market events that may affect the
coveragestatus ofa Medical Pharmaceutical include, butare
not limited to, an increase in the costofa Medical
Pharmaceutical.

HC-Q0V26 10-16

Gene Therapy

Charges forgene therapy products and services directly
related to theiradministrationare covered when Medically
Necessary. Gene therapy is a category of pharmaceutical
productsapproved by the U.S. Food and Drug Administration
(FDA)to treatorcure adisease by:

« replacing adisease-causing gene with a healthy copy ofthe
gene.

« inactivatinga disease-causing gene that may not be
functioning properly.

« introducing anew or modified gene intothe body to help
treat a disease.

Each gene therapy product is specific to a particular disease
and is administeredin a specialized manner. Cigna determines
which products are in the category of gene therapy, based in
part on the nature ofthe treatmentand how it is distributed
and administered.
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Coverage includes thecostofthe gene therapy product;
medical, surgical, and facility services directly related to
administrationofthe gene therapy product; and professional
services.

Gene therapy products and theiradministration are covered
when priorauthorized.

HC-CQOV8r3 01-20

Exclusions, Expenses Not Covered and
General Limitations

Exclusions and Expenses Not Covered

Additional coverage limitations determined by plan or

provider type are shown in The Schedule. Payment for the
following is specifically excludedfrom this plan:

« care for health conditions thatare required by stateor local
law to be treated in a public facility.

« carerequired by stateor federal lawto be supplied by a
public schoolsystemorschooldistrict.

« care for military service disabilities treatable through

governmental services if you are legally entitled to such
treatment and facilities are reasonably available.

« treatment ofan Injury or Sicknesswhich is dueto war,
declared, orundeclared.

« chargeswhich you are notobligatedto pay or forwhich you
are not billed or forwhich you would nothave been billed
except that they were covered under this plan. Forexample,
if Cigna determines that a provider or Pharmacy is orhas
waived, reduced, or forgivenany portion of its charges
and/orany portion of Copayment, Deductible, and/or
Coinsurance amount(s) youare requiredto payfora
Covered BExpense (as shownon The Schedule) without
Cigna’s express consent, then Cigna in its sole discretion
shallhave the right to deny the paymentof benefits in
connectionwith the Covered Expense, or reduce the
benefits in proportionto the amountofthe Copayment,
Deductible, and/or Coinsurance amounts waived, forgiven
or reduced, regardless of whether the provider or Pharmacy
represents that you remain responsible forany amounts that
your plan doesnot cover. In the exercise of that discretion,
Cignashallhave the right torequire you to provide proof
sufficient to Cigna that you have made your required cost
share payment(s) prior to the payment of any benefits by
Cigna. This exclusion includes, butis not limited to, charges
of anon-Participating Provider who has agreed to charge
you orchargedyouat an In-Network benefits level orsome
otherbenefits level not otherwise applicable to theservices
received.

« chargesarisingout of or relating to any violation ofa
healthcare-related state or federal law or which themselves
are a violation of a healthcare-related state or federal law.

« assistance in the activities of daily living, includingbutnot
limited to eating, bathing, dressing or other Custodial
Services or self-care activities, homemaker services and
services primarily for rest, domiciliary or convalescent care.

« fororin connectionwith experimental, investigational or
unprovenservices.

Bxperimental, investigational and unproven services are
medical, surgical, diagnostic, psychiatric, substance use
disorder or other health care technologies, supplies,
treatments, procedures, drug or Biologic therapies or
devices thatare determined by theutilization review
Physician to be:

« notapproved bythe U.S. Food and Drug Administration

(FDA) or otherappropriate regulatory agency to be
lawfully marketed;

« not demonstrated, through existing peer-reviewed,
evidence-based, scientific literature to be safeand

effective fortreating or diagnosing the conditionor
Sickness forwhich its use is proposed;

« thesubject of revieworapproval by an Institutional
Review Board for the proposed use except as provided in
the “Clinical Trials” sections ofthis plan; or

« thesubject ofan ongoingphase I, Il or ll1 clinical trial,
except forroutine patientcare costs related to qualified
clinical trials as provided in the “Clinical Trials” sections
of this plan.

In determining whether any such technologies, supplies,
treatments, drug or Biologic therapies, or devices are
experimental, investigational, and/or unproven, the
utilization review Physician may rely on the clinical
coveragepolicies maintained by Cigna orthe Review
Organization. Clinical coverage policies may incorporate,
without limitation and as applicable, criteria relating to U.S.
Food and Drug Administration-approved labeling, the
standard medical reference compendia and peer-reviewed,
evidence-basedscientific literature or guidelines.

« cosmetic surgery andtherapies. Cosmetic surgery or therapy
is defined as surgery or therapy performed toimprove or
alterappearance or self-esteem.

« the following services are excluded fromcoverage
regardless of clinical indications: acupressure; dance
therapy; movement therapy; applied kinesiology; rolfing;
and extracorporeal shock wave lithotripsy (ESWL) for
musculoskeletal and orthopedic conditions.

« dental treatment of the teeth, gums or structures directly
supporting the teeth, including dental X-rays, examinations,
repairs, orthodontics, periodontics, casts, splintsand
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services fordental malocclusion, forany condition. Charges
made for services or supplies provided fororin connection
with an accidental Injury to teethare covered provided a
continuous course of dental treatmentis started within six
months ofan accident. Additionally, charges made by a
Physician forany of the following Surgical Procedures are
covered: excision of unerupted impacted tooth, including
removal of alveolarboneand sectioning oftooth; removal
of residual root (when performed by a Dentist other thanthe
one who extracted the tooth).

for medicaland surgical services, initial and repeat,
intended for the treatment or control of obesity including
clinically severe (morbid) obesity, including: medicaland
surgical servicesto alterappearance or physical changes
that are the result of any surgery performed for the
management of obesity or clinically severe (morbid)
obesity; and weight loss programs or treatments, whether
prescribed orrecommended by a Physician orunder
medical supervision.

unless otherwise covered in this plan, for reports,
evaluations, physical examinations, or hospitalization not
required for health reasons, including butnot limited to
employment, insurance or governmentlicenses, and court-
ordered, forensic or custodial evaluations.

court-orderedtreatmentor hospitalization, unless such

treatment is prescribed by a Physicianand listed as covered
in this plan.

for treatment of erectile dysfunction. However, penile
implants are covered whenan established medical condition

is the cause of erectile dysfunction, anorgasmy, and
premature ejaculation.

medical and Hospital care and costs for the infant child ofa
Dependent, unlessthis infantchild is otherwise eligible
underthis plan.

non-medical counseling and/or ancillary services, including
but not limited to Custodial Services, educational services,
vocational counseling, training and, rehabilitation services,
behavioral training, biofeedback, neurofeedback, hypnosis,
sleep therapy, return towork services, work hardening
programs and driver safety courses.

therapy ortreatmentintended primarily to improve or
maintain general physical condition or for the purpose of
enhancing job, school, athletic or recreational performance,
including butnot limited to routine, long term, or
maintenance care which is provided after theresolution of
the acute medical problemand when significant therapeutic
improvement is not expected.

consumable medical supplies other than ostomy supplies
and urinary catheters. Excluded supplies include, but are not
limited to bandages and other disposable medical supplies,
skin preparations andtest strips, except as specified in the

“Home Health Services” or “Breast Reconstruction and
Breast Prostheses” sections ofthis plan.

private Hospital rooms and/or private duty nursing exceptas
provided underthe Home Health Services provision.

personal or comfort items suchas personal care kits
provided onadmissionto a Hospital, television, telephone,
newborn infantphotographs, complimentary meals, birth
announcements, and other articles which are notfor the
specific treatmentofan Injury or Sickness.

artificial aids, including butnotlimited to corrective
orthopedic shoes, arch supports, elastic stockings, garter
belts, corsets, and dentures.

hearing aids, including butnot limited to semi-implantable
hearina devices, audiantbone conductors and Bone

Anchored Hearina Aids (BAHAS). A hearingaid is any
device that amplifies sound.

aids or devices thatassistwith non-verbal communications,
including butnot limited to communication boards, pre-
recorded speechdevices, laptop computers, desktop
computers, Personal Digital Assistants (PDAS), Braille

typewriters, visual alert systems for the deaf and memory
books.

eyeglass lenses and frames and contact lenses (except for
the first pair of contact lenses for treatment of keratoconus
or post-cataract surgery).

routine refractions, eye exercises and surgical treatment for
the correctionofarefractive error, including radial
keratotomy.

treatment by acupuncture.

all non-injectable prescription drugs, unless Physician
administration or oversight is required, injectable
prescription drugs to the extent they do not require
Physician supervisionand are typically considered self-
administered drugs, non-prescriptiondrugs, and
investigational and experimental drugs, except as provided
in this plan.

routine foot care, including the paring and removing of
corns and calluses or trimming of nails. However, services

associated with foot care for diabetes and peripheral
vascular disease are covered when Medically Necessary.

membership costs or fees associated with health clubs,
weight loss programs and smoking cessation programs.

genetic screening or pre-implantations genetic screening.
General population-based genetic screeningis a testing
method performed in the absence ofany symptoms orany
significant, proven risk factors for genetically linked
inheritable disease.

dentalimplants forany condition.
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« fees associated with thecollection or donationofblood or
blood products, except forautologous donationin
anticipation of scheduled services where in the utilization
review Physician’s opinion the likelihood ofexcess blood
loss is suchthat transfusion is an expected adjunctto
surgery.

« blood administrationforthe purpose of general
improvement in physical condition.

« costofbiologicals that are immunizations or medications
for the purpose of travel, or to protectagainst occupational
hazards and risks.

« cosmetics, dietary supplements and health and beauty aids.

« all nutritional supplements and formulae except for infant

formula needed for the treatment of inborn errors of
metabolism.

« fororin connectionwith an Injury or Sickness arising out
of, orin the courseof, any employment for wage or profit.

« chargesforthe delivery of medicaland health-related
services via telecommunications technologies, including
telephone andinternet, unless provided as specifically
describedunder Covered Expenses.

» massagetherapy.
General Limitations

No payment will be made for expensesincurred for you or any
one ofyour Dependents:

« for charges made by a Hospital owned or operated by or
which provides care or performs services for, the United

States Government, ifsuch charges are directly related toa
military-service-connected Injury or Sickness.

« totheextentthatyou oranyone ofyour Dependentsis in
any way paid or entitled to payment for those expenses by
or through a public program, otherthan Medicaid.

« totheextentthat payment is unlawful where the person
resides whentheexpensesare incurred.

« for chargeswhich would nothave been made ifthe person
had no insurance.

« totheextentthat theyare more than Maximum
Reimbursable Charges.

« totheextent ofthe exclusionsimposedby any certification
requirement shownin this plan.

« expensesforsupplies, care, treatment, or surgery that are
not Medically Necessary.

 chargesmade by any covered provider who is a member of
your family oryour Dependent's family.

« expensesincurredoutsidethe United States otherthan
expenses for Medically Necessary urgentoremergentcare
while temporarily traveling abroad.

HC-EXC302 M 01-19

Coordination of Benefits

This sectionapplies ifyou orany one of your Dependents is
covered under more than one Plan and determines how

benefits payable fromall such Plans will be coordinated. You
shouldfile all claims with each Plan.

Definitions

Forthe purposes of this section, thefollowing terms have the
meanings set forthbelow:

Plan

Any ofthe following that provides benefits or services for
medical care ortreatment:

« Group insurance and/or group-type coverage, whether
insured orself-insured which neither can be purchased by
the general public, nor is individually underwritten,
including closed panel coverage.

« Coverage under Medicare and other governmental benefits
as permitted by law, excepting Medicaid and Medicare
supplement policies.

« Medical benefits coverage of group, group-type, and
individual automobile contracts.

Each Plan or part ofa Plan which has the right to coordinate
benefits will be considereda separate Plan.

ClosedPanel Plan

A Plan that provides medical or dental benefits primarily in
the form ofservices through a panel of employed or
contracted providers, and that limits orexcludes benefits
provided by providers outside of the panel, except in the case
of emergencyor if referred by a provider within the panel.

PrimaryPlan

The Plan that determines and provides or pays benefits

without taking into consideration the existence of any other
Plan.

SecondaryPlan

A Plan that determines, and may reduce its benefits after
taking into consideration, the benefits provided or paid by the
Primary Plan. A Secondary Plan may also recover fromthe
Primary Plan the Reasonable Cash Value ofany services it
provided toyou.
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Allowable Expense

The amount of charges considered for paymentunder the Plan
for a Covered Service priorto any reductions dueto
coinsurance, copayment or deductible amounts. If Cigna
contracts with an entity to arrange for the provision of
Covered Services through that entity’s contracted network of
health care providers, theamount that Cigna has agreedto pay
that entity is the allowable amount used to determine your
coinsurance ordeductible payments. Ifthe Plan provides
benefits in the formofservices, the Reasonable Cash Value of
each service is the Allowable Expense and is a paid benefit.

Examples of expenses orservices that are not Allowable
Bxpenses include, butare not limited to the following:

« Anexpense orservice oraportionofan expense orservice
thatis not covered by any ofthe Plansis not an Allowable

Bxpense.

« If youare confined toa private Hospital roomand no Plan
provides coverage for more than a semiprivate room, the
difference in cost between a private and semiprivate roomis
notan Allowable Expense.

« If youare covered by two or more Plans thatprovide
servicesorsupplies on the basis of reasonable and
customary fees, any amountin excess ofthe highest
reasonable and customary fee is not an Allowable Expense.

« Ifyou are coveredby onePlan thatprovides services or
supplies on the basis of reasonable and customary feesand
one Plan that provides services and supplies on the basis of
negotiated fees, the Primary Plan's fee arrangement shall be
the Allowable Expense.

« If yourbenefitsare reduced under the Primary Plan (through
the imposition ofa higher copaymentamount, higher
coinsurance percentage, a deductible and/or a penalty)
because you did not comply with Plan provisions or because
you did not use a preferred provider, theamount ofthe
reductionis not an Allowable Expense. Such Plan
provisionsinclude second surgical opinions and
precertification ofadmissions or services.

Claim Determination Period

A calendaryear, butdoes not include any part ofayearduring

which you are not covered under this policy orany date before
this section oranysimilar provision takes effect.

Reasonable Cash Value

Anamount which aduly licensed provider of health care
services usually charges patients and which is within the range
of fees usually charged forthe same service by other health
care providers located within the immediate geographic area
where the health care service is rendered under similar or
comparable circumstances.

Order of Benefit Determination Rules

A Plan that does not havea coordination of benefits rule
consistentwith this section shallalways be the Primary Plan.
If the Plan does have a coordination of benefits rule consistent
with this section, the first ofthe following rules that applies to
the situation is theone touse:

« ThePlan that covers youas an enrollee oran employeeshall
be the Primary Plan and the Plan that covers youas a
Dependentshall be the Secondary Plan;

« Ifyouare a Dependent child whose parents are not divorced
or legally separated, the Primary Plan shall be the Plan
which coversthe parentwhosebirthday falls first in the
calendaryearas an enrollee oremployee;

« Ifyouare the Dependentofdivorced orseparated parents,
benefits forthe Dependent shall be determinedin the
following order:

« first, if a court decreestates thatoneparent is responsible
for the child's healthcare expenses or health coverageand

the Plan forthat parent has actual knowledge of the terms
of the order, but only fromthe time of actual knowledge;

« then, the Plan of the parent with custody of the child;

« then, the Plan of the spouse of the parent with custody of
the child;

« then, the Plan of the parent not having custody of the
child; and

« finally, the Plan ofthe spouse ofthe parent not having
custody ofthe child.

» The Plan that covers youas an active employee (oras that
employee's Dependent) shallbe the Primary Plan and the
Plan that covers you as laid-off or retired employee (oras
that employee's Dependent) shall be the Secondary Plan. If
the other Plan does not havea similar provisionand, as a
result, the Plans cannot agree on the order of benefit
determination, this paragraphshallnot apply.

« The Plan that covers you underaright of continuation
which is provided by federal or state law shall be the
Secondary Plan andthe Plan that covers you as an active
employee orretiree (or as that employee's Dependent) shall
be the Primary Plan. If the other Plan does nothave a
similar provisionand, as a result, the Plans cannot agree on
the order of benefit determination, this paragraph shall not
apply.

« If one ofthe Plans that coversyouis issued outofthe state
whose laws govern this Policy, and determines the order of
benefits baseduponthe gender ofa parent, and asaresult,
the Plans do notagree onthe order of benefit determination,

the Plan with the gender rules shall determine theorder of
benefits.
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If none ofthe above rules determines the order of benefits, the
Plan that has covered you forthe longer period of time shall
be primary.

When coordinating benefits with Medicare, this Plan will be
the Secondary Plan and determine benefits after Medicare,
where permitted by the Social Security Act of 1965, as
amended. However, when more thanonePlan is secondary to

Medicare, the benefit determination rules identified above,
will be used todetermine how benefits will be coordinated.

Effect on the Benefits of This Plan

If this Plan is the Secondary Plan, this Plan may reduce
benefits sothat thetotal benefits paid by all Plans duringa
Claim Determination Period are notmore than 100% ofthe
totalofall Allowable Expenses.

The difference betweenthe amountthat this Plan would have
paid if this Plan had been the Primary Plan, and the benefit
payments that this Plan had actually paid as the Secondary
Plan, will be recorded as a benefit reserve foryou. Cigna will
use this benefit reserve to pay any Allowable Expense not
otherwise paid during the Claim Determination Period.

As each claimis submitted, Cigna will determine the
following:

« Cigna's obligationto provide services and supplies under
this policy;

« whetherabenefit reserve has been recorded foryou;and

« whetherthereare any unpaid Allowable Expenses during
the Claims Determination Period.

If there is a benefit reserve, Cigna will use the benefit reserve
recorded foryouto pay up to 100% of the total ofall
Allowable Expenses. At the end ofthe ClaimDetermination
Period, your benefit reserve will return to zero and a new
benefit reserve will be calculated foreach new Claim
Determination Period.

Recowery of Excess Benefits

If Cigna pays charges for benefits that should have been paid
by the Primary Plan, or if Cigna pays charges in excess of
those forwhich we are obligated toprovide under the Policy,
Cignawill have the rightto recovertheactual paymentmade
or the Reasonable Cash Value of any services.

Cignawill have sole discretionto seek suchrecovery fromany
personto, or forwhom, or with respect towhom, such
services were provided or such payments made by any
insurance company, healthcare Plan or other organization. If
we request, youmustexecute and deliverto us such
instruments and documents as we determine are necessary to
secure theright of recovery.

Rightto Receive and Release Information

Cigna, without consent or notice to you, may obtain
information fromand release information to any other Plan

with respect to you in order to coordinate your benefits
pursuantto this section. You must provideus with any
information we request in order to coordinate your benefits
pursuantto thissection. This requestmay occurin connection
with a submitted claim; if so, you willbe advised thatthe
"other coverage" information, (includingan Explanation of
Benefits paid under the Primary Plan)is required before the
claim will be processed for payment. If no response is
received within 90days ofthe request, the claimwill be
denied. If the requested information is subsequently received,
the claimwill be processed.

Coordination of Benefits with Medicare

If you, yourspouse, oryour Dependent are covered under this
Plan and qualify for Medicare, federal law determines which
Plan is the primary payerand which is thesecondary payer.
The primary payer always determines covered benefits first,
without considering whatany other coveragewill pay. The
secondary payer determines its coverage only afterthe
Primary Plan has completed its determination.

When Medicare is the Primary Payer
Medicare will be the primary payerand this Plan will be the
secondary payer, even ifyou don’t electto enroll in Medicare

or you receive services froma provider who does notaccept
Medicare payments, in the following situations:

« COBRA or State Continuation: You, yourspouse, or your
covered Dependent qualify for Medicare forany reasonand

are covered under this Plan dueto COBRA or state
continuation of coverage.

« Retirement or Termination of Employment: You, your
spouse, oryour covered Dependent qualify for Medicare for

any reasonandare covered under this Plan dueto your
retirement or termination of employment.

« Disability: You, yourspouse, or your covered Dependent
qualify for Medicare due to adisability, youare an active
Employee, and your Employer has fewer than 100
employees.

« Age: You,yourspouse, oryourcovered Dependent qualify

for Medicare dueto age, you are an active Employee, and
your Employer has fewerthan20employees.

« End Stage Renal Disease (ESRD): You, yourspouse, or
your covered Dependent qualify for Medicare due to End
Stage Renal Disease (ESRD) and you are an active or
retired Employee. This Plan will be the primary payer for
the first 30 months. Beginning with the 31 month,
Medicare will be the primary payer.
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When This Plan is the Primary Payer

This Plan will be the primary payerand Medicare will be the
secondary payer in the following situations:

« Disability: You, yourspouse, oryour covered Dependent
qualify for Medicare due to adisability, youare an active
Employee, and your Employer has 100 or more employees.

« Age: You, yourspouse, oryour covered Dependent qualify
for Medicare dueto age, you are an active Employee, and
your Employerhas 20or more employees.

« End Stage Renal Disease (ESRD): You, your spouse, or
your covered Dependent qualify for Medicare due to End
Stage Renal Disease (ESRD) and you are an active or
retired Employee. This Plan is the primary payer for the first
30 months. Beginning with the 31* month, Medicare will be
the primary payer.

Domestic Partners

Underfederal law, when Medicare coverageis due to age,
Medicare is always the primary payerand this Plan is the
secondary payer fora person covered under this Plan as a
Domestic Partner. However, when Medicare coverageis due
to disability, the Disability payer explanations above will
apply.

IMPORTANT: If you, your spouse, or your Dependent do
not electto enroll in Medicare Parts A and/or B when first
eligible, or you receiwe services froma provider who does
not accept Medicare payments, this Planwill calculate
payment based on what should have been paid by
Medicare as the primary payer if the person had been
enrolledor had receivedservices froma provider who
accepts Medicare payments. A personis considered
eligible for Medicare on the earliest date any coverage
under Medicare could become effective.

Failure to Enroll in Medicare

If you, yourspouse, oryour Dependent donotenrollin
Medicare Parts A and/or Bduring the person’s initial
Medicare enrollment period, or the personopts outof
coverage, the person may be subjectto Medicare late
enrollment penalties, which cancause a delay in coverage and
result in higher Medicare premiums whenthe persondoes
enroll. It can also result in areduction in coverage under
Medicare Parts A and B. If you are planningto retire or
terminate employment and youwill be eligible for COBRA,
state Continuation, or retiree coverage under this Plan, you
shouldenrollin Medicare before you terminate employment to
avoid penalties and to receive the maximum coverage under
Medicare. Please consult Medicare orthe Social Security
Administration for more information.

Assistance with Medicare Questions

Formore information on Medicare’s rules and regulations,
contact Medicare toll-free at 1-800-MEDICARE (1-800-633-

4227) or at www.medicare.gov. You may also contact the
Social Security Administrationtoll-free at 1-800-772-1213, at
www.ssa.gov, or callyour local Social Security
Administration office.

HC-C0B199 01-19

Expenses For Which A Third Party May
Be Responsible
This plan doesnotcover:

« Bxpenses incurredby you oryour Dependent; (hereinafter
individually and collectively referred to asa "Participant,”)
for which another party may be responsible as a result of
having caused or contributed to an Injury or Sickness.

« Bxpenses incurredby a Participant to the extent any
payment is received for themeither directly orindirectly
froma third party tortfeasor oras aresult ofa settlement,
judgment orarbitrationaward in connection with any
automobile medical, automobile no-fault, uninsured or
underinsured motorist, homeowners, workers'
compensation, government insurance (other than Medicaid),
or similar type of insurance or coverage. The coverage
underthis planis secondary to any automobile no-fault or
similar coverage.

Subrogation/Right of Reimbursement

If a Participant incurs a Covered Expense for which, in the
opinion ofthe plan orits claimadministrator, another party
may be responsible or for which the Participantmay receive
payment as described above:

« Subrogation: The plan shall, to the extent permitted by law,
be subrogatedto allrights, claims or intereststhat a
Participant may have againstsuch partyandshall
automatically have a lien upon the proceeds ofany recovery
by a Participant fromsuch party to the extent ofany benefits
paid underthe plan. A Participant or his/her representative

shallexecute suchdocuments as may be requiredto secure
the plan’s subrogationrights.

« Right of Reimbursement: The plan is also granted aright of
reimbursement fromthe proceeds of any recovery whether
by settlement, judgment, or otherwise. This right of
reimbursement is cumulative with and not exclusive of the
subrogationright granted in paragraph 1, but only to the
extent of the benefits provided by the plan.

Lienof the Plan
By accepting benefits under this plan, a Participant:

« grants alien and assignstothe plan anamount equal to the
benefits paid undertheplan againstany recovery made by
or on behalf of the Participant whichiis bindingon any
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attorney or other party who represents the Participant
whetherornotan agentofthe Participantorofany
insurance company or other financially responsible party
against whoma Participant may havea claim providedsaid
attorney, insurance carrier or other party has been notified
by the plan orits agents;

« agrees that this lien shall constitutea charge against the

proceeds of any recoveryandthe planshall be entitled to
assert asecurity interest thereon;

« agrees to hold the proceeds ofany recovery in trust forthe
benefit ofthe plan to the extentofany paymentmade by the
plan.

Additional Terms

« No adult Participant hereunder may assignany rights that it
may have to recover medical expenses fromany third party
or other person orentity to any minor Dependentof said
adult Participantwithout the prior express written consent
of'the plan. The plan’sright to recover shall apply to
decedents’, minors’, and incompetent or disabled persons’
settlements or recoveries.

« No Participant shallmake any settlement, which specifically
reduces orexcludes, orattempts to reduce orexclude, the
benefits provided by theplan.

o Theplan’s right ofrecoveryshallbe a prior lien against any
proceeds recovered by the Participant. This rightof
recovery shallnot be defeated norreduced bythe
application ofanyso-called “Made-Whole Doctrine”,
“Rimes Doctrine”, or any other such doctrine purporting to
defeat the plan’s recovery rights by allocating the proceeds
exclusively to non-medical expense damages.

« No Participant hereunder shallincurany expenses on behalf
of the plan in pursuit ofthe plan’s rights hereunder,
specifically; no court costs, attorneys' fees or other
representatives' fees may be deducted fromthe plan’s
recovery withoutthe prior express writtenconsentofthe
plan. This right shallnot be defeated by any so-called “Fund

Doctrine”, “Common Fund Doctrine”, or “Attorney’s Fund
Doctrine”.

« Theplanshallrecoverthe fullamount of benefits provided
hereunderwithoutregardto any claimof fault on the part of

any Participant, whether under comparative negligence or
otherwise.

« Theplan herebydisavows all equitable defenses in pursuit
of'its right ofrecovery. The plan’s subrogation or recovery

rights are neither affected nor diminished by equitable
defenses.

« Intheeventthat a Participant shall fail or refuse to honor its
obligations hereunder, then the plan shall be entitled to
recoverany costs incurred in enforcing the terms hereof
including, but not limited to, attorney’s fees, litigation, court

costs, andotherexpenses. The plan shallalso be entitled to
offset the reimbursement obligation againstany entitlement
to future medical benefits hereunder until the Participant has
fully complied with his reimbursement obligations
hereunder, regardless of how those future medical benefits
areincurred.

« Any referenceto state law in any other provision of this
plan shallnot be applicable to this provision, if the plan is
governed by ERISA. By acceptance of benefits under the
plan, the Participantagrees thata breach hereof would cause
irreparable and substantial harmand that noadequate
remedy at law would exist. Further, the Plan shall be
entitled to invoke such equitable remedies as may be
necessary to enforce the terms of the plan, including, but not
limited to, specific performance, restitution, theimposition
of an equitable lien and/or constructive trust, as wellas
injunctive relief.

« Participants must assist the plan in pursuing any subrogation
or recovery rights by providing requested information.

HC-SUB77 01-17

Payment of Benefits
Assignmentand Payment of Benefits

You may not assign to any party, including, butnotlimited to,
a provider ofhealthcare services/items, your right to benefits
underthis plan, nor may you assignany administrative,
statutory, orlegal rights or causes of actionyoumay have
under ERISA, including, but not limited to, any right to make
a claim for plan benefits, to request plan or other documents,
to file appeals of denied claims or grievances, or to file
lawsuits under ERISA. Any attemptto assign such rights shall
be void and unenforceable under all circumstances.

You may, however, authorize Cigna to pay any healthcare
benefits underthis policy to a provider. When you authorize
the payment of your healthcare benefits to a provider, you
authorize the paymentofthe entire amountofthe benefits due
on that claim. If a provider is overpaid because of accepting
duplicate payments fromyou and Cigna, it is the provider’s
responsibility to reimburse the overpayment to you. Cigna
may pay all healthcare benefits for Covered Expenses directly
to a provider without your authorization. You may not
interpret orrely upon this discrete authorization or permission
to pay any healthcare benefits to a provider as theauthority to
assignany otherrightsunder this policy to any party,

including, but not limited to, a provider of healthcare
services/items.

Even if the paymentofhealthcare benefitsto a provider has
been authorized by you, Cigna may, at its option, make
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payment of benefits to you. When benefits are paid to you or
your Dependent, you oryour Dependents are responsible for
reimbursing the provider.

If any personto whombenefits are payable is a minoror, in
the opinion of Cigna is not able to givea valid receipt forany
payment duehim, such paymentwill be made to his legal
guardian. Ifno requestfor paymenthas been made by his legal
guardian, Cigna may, at its option, make paymentto the
person orinstitution appearingto have assumed his custody
and support.

When one of our participants passes away, Cigna may receive
notice that anexecutor ofthe estate has been established. The
executor has thesame rights as our insured and benefit

payments for unassigned claims should be made payable tothe
executor.

Payment as described abovewill release Cigna fromall
liability to the extent of any payment made.

Recowery of Owerpayment

When an overpaymenthas been made by Cigna, Cigna will
have the right at any time to: recover thatoverpayment from
the person to whomor on whosebehalf it was made; or offset
the amount of thatoverpayment froma future claim payment.
In addition, youracceptance of benefits under this planand/or
assignmentof Medical Benefits separately creates an equitable
lien by agreement pursuant to which Cigna may seek recovery
of any overpayment. You agree that Cigna, in seeking
recovery ofany overpayment as a contractual right oras an
equitable lien by agreement, may pursue the general assets of
the person orentity to whomor on whosebehalf the
overpaymentwas made.

Calculation of Cowered Expenses

Cigna, in its discretion, will calculate Covered Expenses
following evaluationandvalidationof all provider billings in
accordancewith:

« the methodologies in the most recentedition ofthe Current
Procedural terminology.

« the methodologies as reported by generally recognized
professionals or publications.

HC-POBL32 01-19

Termination of Insurance

Employees
Your insurance will cease on the earliest date below:

« thedateyouceaseto beinaClass of Eligible Employees or
cease to qualify forthe insurance.

« thelast day forwhich youhave made any required
contribution forthe insurance.

« the date the policy is cancelled.

« thedate your Active Serviceends except as described
below.

Any continuation of insurance mustbe based ona plan which
precludes individual selection.

Temporary Layoff or Leawe of Absence

If your Active Service ends due to temporary layoffor leave

of absence, your insurance will be continued until the date as
determined by your Employer.

Injury or Sickness
If your Active Service ends due to an Injury or Sickness, your
insurance will be continued while you remain totally and

continuously disabled as aresult of the Injury or Sickness.

However, your insurance will not continue pastthe date your
Employer cancels your insurance.

Retirement

At least age 55and have at least ten consecutive years* of
service in a benefits-eligible position immediately priorto
retirement.

*Note: Whenan employee has one or more breaks in service,
and the breaks are each one year or less, these willnot prevent
eligibility for retiree benefits. The breaks will be ignored
when counting “consecutive” years of service, but thebreaks
themselves will not be counted as service.

Dependents

Your insurance forall of your Dependents will cease on the
earliest date below:

« the date yourinsurance ceases.
« thedate youceaseto be eligible for Dependent Insurance.

« thelast day forwhich youhave made any required
contributionforthe insurance.

« the date Dependent Insuranceis cancelled.

The insurance forany one of your Dependents will cease on
the date that Dependentno longer qualifies as a Dependent.

HC-TRM128 M 12-17
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Federal Requirements

The following pages explain your rights and responsibilities
under federal laws and regulations. Some states may have
similar requirements. Ifa similar provision appears elsewhere
in this booklet, the provision which provides the better benefit

will apply.

HC-FED1 10-10

Qualified Medical Child Support Order
(QMCSO)

Higibility for Coverage Under a QMCSO

If a Qualified Medical Child Support Order (QMCSO) is
issuedforyourchild, thatchild will be eligible for coverageas
required by the orderandyouwill not be considered a Late
Entrant for Dependent Insurance.

You must notify your Employerand electcoverage forthat

child, and yourselfif you are not already enrolled, within 31
days ofthe QMCSO beingissued.

QualifiedMedical Child Support Order Defined

A Qualified Medical Child Support Orderis a judgment,
decree ororder (including approval of a settlement agreement)
or administrative notice, which is issued pursuant toa state
domestic relations law (including a community property law),
or to an administrative process, which provides for child
support or provides for health benefit coverage to such child
and relates to benefits under thegroup healthplan, and
satisfiesall of the following:

« the orderrecognizes or creates a child’s rightto receive
group health benefits for which a participantor beneficiary
is eligible;

« the orderspecifies your name and last known address, and
the child’s name and lastknown address, except that the
name and address of an official of a state or political
subdivision may be substituted forthe child’s mailing
address;

« the orderprovidesa descriptionofthe coveragetobe

provided, orthe manner in which the type of coverage is to
be determined;

« the orderstatestheperiodto which it applies; and

« if the orderis a National Medical Support Notice completed
in accordancewith the Child Support Performance and

Incentive Act 0f 1998, such Notice meets the requirements
above.

The QMCSO may not require the health insurance policy to
provide coverage foranytype or formof benefit or optionnot
otherwise provided under thepolicy, exceptthatan order may

require a plan to comply with State laws regarding health care
coverage.

Payment of Benefits

Any payment of benefits in reimbursement for Covered
Expenses paid by the child, orthe child’s custodial parent or
legal guardian, shallbe made to the child, the child’s custodial
parent or legalguardian, or a state official whose name and
address havebeensubstituted for the name and address of the
child.

HC-FED4 10-10

Special Enrollment Rights Under the Health

Insurance Portability & Accountability Act
(HIPAA)

If you oryoureligible Dependent(s) experiencea special
enrollment eventas described below, you oryoureligible
Dependent(s) may be entitled toenrollin the Plan outside ofa
designated enrollment period upontheoccurrenceof one of
the specialenrollment events listed below. If you are already
enrolled in the Plan, you may request enrolliment foryouand
youreligible Dependent(s) under a different option offered by
the Employer for which you are currently eligible. If you are
not already enrolled in the Plan, you mustrequestspecial
enrollment foryourselfin addition to youreligible
Dependent(s). You and all of youreligible Dependent(s) must

be covered underthe same option. The special enrollment
eventsinclude:

« Acquiring a new Dependent. If you acquire anew
Dependent(s) through marriage, birth, adoption or
placement foradoption, youmay request special enrollment
for any ofthe following combinations of individuals if not
already enrolled in the Plan: Employee only; spouse only;
Employee and spouse; Dependent child(ren) only;
Employee and Dependentchild(ren); Employee, spouseand
Dependentchild(ren). Enroliment of Dependent childrenis
limited to the newborn oradopted childrenor children who
became Dependent children of the Employeedue to
marriage.

o Loss of eligibility for State Medicaid or Children’s
Health Insurance Program (CHIP). If you and/oryour
Dependent(s) were covered under a state Medicaid or CHIP
plan and the coverageis terminated due to a loss of
eligibility, you may request special enrollment for yourself
and any affected Dependent(s) who are notalready enrolled
in the Plan. You must request enroliment within 60 days
aftertermination of Medicaid or CHIP coverage.

« Loss of eligibility for other coverage (excluding
continuation coverage). If coverage was declined under
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this Plan due to coverage under another plan, and eligibility
for the other coverage is lost, you andallofyoureligible
Dependent(s) may requestspecial enrollment in this Plan. If
required by the Plan, whenenrollment in this Plan was
previously declined, it must have beendeclinedin writing
with a statement that thereason for declining enroliment
was due to other health coverage. This provisionapplies to
loss of eligibility as aresult of any of the following:

« divorce orlegal separation;

« cessationof Dependent status (such as reachingthe
limiting age);

« death ofthe Employee;
« termination of employment;

« reductionin work hours to below the minimum required
for eligibility;
« you oryour Dependent(s) no longer reside, live orwork

in the otherplan’s network servicearea andno other
coverageis available under the otherplan;

« you oryour Dependent(s) incura claim which meets or
exceeds the lifetime maximum limit that is applicable to
all benefits offered under the other plan; or

« the otherplan nolongeroffers any benefits to a class of
similarly situated individuals.

« Termination of Employer contributions (excluding
continuation coverage). If acurrent or former Employer
ceases all contributions toward the Employee’s or
Dependent’s other coverage, special enrollment may be
requested in this Plan foryou andall of youreligible
Dependent(s).

« Exhaustion of COBRA or other continuation coverage.
Specialenrollment may be requested in this Plan foryou
and all of youreligible Dependent(s) upon exhaustion of
COBRA or other continuation coverage. If you oryour
Dependent(s) elect COBRA or other continuation coverage
following loss of coverage underanother plan, the COBRA
or other continuation coverage must be exhausted before
any special enrollment rights exist under this Plan. An
individualis considered to have exhausted COBRA orother
continuation coverage only if such coverage ceases: due to
failure ofthe Employer or other responsible entity to remit
premiums on a timely basis; whenthe personno longer
resides orworks in the otherplan’s servicearea and there is
no other COBRA or continuation coverage available under
the plan; orwhen the individual incurs a claim that would
meet or exceed a lifetime maximum limit on all benefits and
there is no other COBRA or other continuation coverage
available to the individual. This does not include
termination ofan Employer’s limited period of
contributions toward COBRA or other continuation

coverageas providedunderanyseveranceorother
agreement.

« Higibility for employment assistance under State
Medicaid or Children’s Health Insurance Program
(CHIP). If you and/oryour Dependent(s) become eligible
for assistance with group health plan premiumpayments
underastate Medicaid or CHIP plan, you may request
specialenrollment foryourselfand any affected
Dependent(s) who are not already enrolled in the Plan. You

must request enrollment within 60 days after the date you
are determined to be eligible forassistance.

Except as stated above, special enrollmentmusthbe
requestedwithin 30 days after the occurrence of the
special enrollmentewent. If the special enrollmentewent is
the birth or adoption of a Dependent child, coverage will
be effective immediately on the date of birth, adoption or
placement for adoption. Coverage with regardto any other
special enrollmenteventwill be effective no later than the
firstday of the firstcalendar month following receipt of
the request for special enrollment.

Domestic Partners andtheir children (if not legal children of
the Employee) are not eligible for special enroliment.

HC-FED96 04-17

Effect of Section 125 Tax Regulations on This
Plan

Your Employerhas chosen to administer this Plan in
accordancewith Section 125 regulations ofthe Internal
Revenue Code. Perthis regulation, youmay agree to a pretax
salary reductionputtoward the cost of your benéefits.
Otherwise, youwill receive yourtaxable earnings as cash
(salary).

A. Cowerage elections

Per Section 125regulations, youare generally allowed to

enroll for or change coverageonly before each annual benefit
period. However, exceptions are allowed:

« if you meet Special Enrollment criteria and enrollas
describedin the Special Enrollment section; or

« if yourEmployeragrees, and youmeet the criteria shown in
the following Sections B through Hand enroll fororchange

coveragewithin the time period established by your
Employer.

B. Change of status
A change instatusis definedas:

« change in legal marital status due to marriage, death ofa
spouse, divorce, annulment or legal separation;
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« change in number of Dependents due to birth, adoption,
placement foradoption, or deathofa Dependent;

« changein employment status of Employee, spouseor
Dependentdueto terminationor start of employment,
strike, lockout, beginning orend of unpaid leave of absence,
including underthe Family and Medical Leave Act
(FMLA), or changein worksite;

« changesinemployment status of Employee, spouse or
Dependentresulting in eligibility or ineligibility for
coverage;

« changein residence of Employee, spouseor Dependentto a

location outside ofthe Employer’s network service area;
and

 changeswhich cause a Dependent to become eligible or
ineligible for coverage.

C. Courtorder

A change in coverage due to and consistent with a court order
of the Employee or other person to cover a Dependent.

D. Medicare or Medicaid eligibility/entitlement

The Employee, spouse or Dependentcancels or reduces
coveragedueto entitlement to Medicare or Medicaid, or
enrolls orincreases coverage due to loss of Medicare or
Medicaid eligibility.

E Changein costof cowerage

If the cost of benefits increases or decreases during a benefit
period, your Employer may, in accordance with plan terms,
automatically change your elective contribution.

When thechange in cost is significant, youmay either
increase your contributionor elect less-costly coverage. When
a significant overall reduction is made to the benefit option
you have elected, you may elect another available benefit

option. Whena new benefit option is added, youmay change
your election to the new benefit option.

F. Changes incowerage of spouse or Dependent under
another employer’s plan

You may make a coverageelectionchange ifthe plan ofyour
spouse or Dependent: incurs a changesuchas addingor
deleting a benefit option; allows electionchanges dueto
Special Enrollment, Change in Status, Court Order or
Medicare or Medicaid Eligibility/Entitlement; or this Plan and
the other plan have different periods of coverage or open
enrollment periods.

G. Reduction in work hours

If an Employee’s work hours are reduced below 30
hours/week (even if it does not result in the Employee losing
eligibility forthe Employer’s coverage); andthe Employee
(and family) intend to enroll in another plan that provides
Minimum Essential Coverage (MEC). The new coverage must
be effective no laterthanthe 1stday of the 2nd month

following the month that includes thedatethe original
coverageis revoked.

H. Enrollment in a QualifiedHealth Plan (QHP)

The Employee must be eligible fora Special Enrollment
Period to enrollin a QHP through a Marketplace orthe
Employee wants to enrollin a QHP througha Marketplace
during the Marketplace’s annual open enrollment period; and
the disenrollment fromthe group plan corresponds tothe
intendedenrollment of the Employee (and family) in a QHP
througha Marketplace for new coverage effective beginning
no laterthan the day immediately following the lastday of the
original coverage.

HC-FED95 04-17

Eligibility for Coverage for Adopted Children

Any child who is adopted by you, including a child who is
placed with you for adoption, will be eligible for Dependent
Insurance, if otherwiseeligible as a Dependent, upon the date
of placement with you. A child will be considered placed for

adoption whenyoubecome legally obligated to support that
child, totally or partially, prior to that child’s adoption.

If a child placed foradoption is notadopted, all health
coverageceases whenthe placementends, and willnot be
continued.

The provisions in the “Exception for Newborns” section of
this document thatdescriberequirements forenrollment and
effective date ofinsurancewill also apply to an adopted child
or achild placed with you foradoption.

HC-FED67 09-14

Coverage for Mate rnity Hospital Stay

Group health plans and health insurance issuers offering group
health insurance coverage generally may not, under a federal
law known as the “Newborns’ and Mothers’ Health Protection
Act”:restrict benefits for any Hospital length of stay in
connectionwith childbirth for the mother or newbornchild to
less than 48 hours following a vaginal delivery, or less than 96
hours following a cesarean section; or require thata provider
obtain authorizationfromthe plan or insurance issuer for
prescribinga lengthofstay notin excess of the above periods.
The law generally does notprohibit an attending provider of
the mother ornewborn, in consultation with themother, from
dischargingthe mother or newborn earlier than48 or 96 hours,
as applicable.
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Please reviewthis Plan for further details on the specific
coverageavailable to youandyour Dependents.

HC-FED11 10-10

Women’s Health and Cancer Rights Act
(WHCRA)

Do you know that yourplan, as required by the Women’s
Health and Cancer Rights Act of 1998, provides benefits for
mastectomy-related services includingall stages of
reconstruction and surgery to achieve symmetry betweenthe
breasts, prostheses, and complications resulting froma
mastectomy, including lymphedema? Call Member Services at
the tollfree number listed on your ID card for more
information.

HC-FED12 10-10

Group Plan Coverage Instead of Medicaid

If yourincome and liquid resources do not exceed certain
limits established by law, the state may decide to pay
premiums for this coverageinstead of for Medicaid, ifit is
cost effective. This includes premiums for continuation
coveragerequired by federal law.

HC-FED13 10-10

Requirements of Family and Medical Leave Act
0f 1993 (as amended) (FMLA)

Any provisions ofthe policy that provide for: continuation of
insurance during a leave of absence; and reinstatementof
insurance following a returnto Active Service; are modified
by the following provisions of the federal Family and Medical
Leave Act of 1993, as amended, where applicable:

Continuation of Health Insurance During Leawe

Your health insurance will be continued duringa leave of
absence if:

« that leave qualifies as a leave of absence under the Family
and Medical Leave Act 0f 1993, as amended;and

« youarean eligible Employee underthe terms ofthat Act.

The cost ofyour health insurance during such leave must be
paid, whetherentirely by your Employerorin part by you and
your Employer.

Reinstatement of Canceled Insurance Following Leave

Upon yourreturn to Active Service following a leave of
absence that qualifies under the Family and Medical Leave
Act of 1993, as amended, any canceled insurance (health, life
or disability) will be reinstated as of the date of your return.

You will not be required to satisfy any eligibility or benefit
waiting period to the extent thatthey had beensatisfied prior
to the start of such leave of absence.

Your Employerwill give you detailed informationabout the
Family and Medical Leave Act of 1993, as amended.

HC-FED93 10-17

Uniformed Services Employment and Re-
Employment Rights Act of 1994 (USERRA)

The Uniformed Services Employment and Re-employment
Rights Act 0f1994 (USERRA) sets requirements for
continuation of health coverage and re-employment in regard
to an Employee’s military leave ofabsence. These
requirements apply to medicaland dental coverage for you
and your Dependents. They do not apply to any Life, Short-
termor Long-termDisability or Accidental Death &
Dismemberment coverage you may have.

Continuation of Coverage

Forleaves of less than 31 days, coverage will continue as
describedin the Terminationsection regarding Leave of
Absence.

Forleaves of 31 days or more, you may continue coverage for
yourselfand your Dependents as follows:

You may continuebenefits by paying therequired premiumto
your Employer, untilthe earliest ofthe following:

» 24 months fromthe last day of employmentwith the
Employer;

« theday afteryoufail to return to work; and
« the date the policy cancels.

Your Employer may charge youandyour Dependents upto
102% of the total premium.

Reinstatement of Benefits (applicable to all coverages)

If your coverage ends during the leave ofabsence becauseyou
do not elect USERRA at the expiration of USERRA and you
are reemployed by your current Employer, coverage for you
and your Dependents may be reinstated if you gave your
Employeradvancewritten or verbal notice of your military
service leave, and the duration of all military leaves while you
are employed with your current Employer does notexceed 5
years.
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You and your Dependents will be subject to only the balance
of awaiting period that was notyet satisfied before the leave
began. However, ifan Injury or Sickness occurs or is
aggravated during the military leave, full Plan limitations will
apply.

If your coverage under this plan terminates as a result ofyour
eligibility for military medical and dental coverage andyour

orderto active duty is canceled before your active duty service
commences, these reinstatement rights will continue to apply.

HC-FED18 10-10

Claim Determination Procedures under ERISA

The following complies with federal law. Provisions of
applicable laws of your state may supersede.

Procedures Regarding Medical Necessity Determinations

In general, health services and benefits must be Medically
Necessaryto be covered underthe plan. The procedures for
determining Medical Necessity vary, according to thetype of
service or benefit requested, and the typeof health plan.
Medical Necessity determinations are made on a preservice,
concurrent, or postservice basis, as described below:

Certain services require prior authorizationin orderto be
covered. Thebooklet describes whois responsible for
obtainingthis review. You oryourauthorized representative
(typically, your health care professional) must request prior
authorizationaccordingto the procedures described below, in
the booklet, and in your provider’s network participation
documentsas applicable.

When services or benefits are determinedto be not covered,
you oryour representative will receive a written description of
the adverse determination, and may appeal the determination.
Appeal procedures are described in the booklet, in your
provider’s network participation documents as applicable, and
in the determination notices.

Note: An oral statement made to you bya representative of
Cignaor its designeethatindicates, forexample, a particular
service is a Covered BExpense, is authorized for coverage by
the plan, orthat youare eligible for coverageis not a
guarantee that youwill receive benefits for services under this
plan. Cigna will make a benefit determination aftera claim is
received fromyou oryourauthorized representative, and the
benefit determination will be based on, youreligibility as of
the date services were renderedto you and theterms and
conditions of the plan in effect as of the date services were
rendered to you.

Preservice Determinations

When you oryour representative requests a required prior
authorization, Cigna will notify you oryour representative of
the determinationwithin 15days after receivingthe request.
However, if more time is needed due to matters beyond
Cigna’s control, Cigna will notify you oryour representative
within 15 days after receiving your request. This notice will
include the datea determination can be expected, which will
be no more than 30 days after receipt of the request. If more
time is needed because necessary information is missing from
the request, the notice willalso specify whatinformationis
needed, and you oryour representative must providethe
specified informationto Cigna within 45 days after receiving
the notice. The determination period will be suspended on the
date Cigna sends such a notice of missing information, andthe
determination period will resume on the dateyouor your
representative responds to the notice.

If the determination periods abovewould seriously jeopardize
your life or health, yourability to regain maximum function,
or in the opinion of a health care professional with knowledge
of yourhealth condition, cause you severe pain which cannot
be managed withoutthe requested services, Cigna will make
the preservice determination on an expedited basis. Cigna's
reviewer, in consultationwith the treating health care
professional, will decide if an expedited determination is
necessary. Cigna will notify you oryour representative ofan
expedited determination within 72 hours after receiving the
request.

However, if necessary information is missing fromthe
request, Cigna will notify you oryour representative within 24
hours after receiving the requestto specify what information is
needed. You oryour representative must provide the specified
information to Cigna within 48 hours after receivingthe
notice. Cignawill notify you oryour representative of the
expedited benefit determination within 48 hours afteryou or
your representative responds to the notice. Expedited
determinations may be provided orally, followed within 3 days
by written or electronic notification.

If you oryour representative attempts torequest a preservice
determination, but fails to follow Cigna’s procedures for
requestinga required preservice determination, Cigna will
notify you oryour representative of the failure and describe
the proper procedures for filing within 5 days (or 24 hours, if
an expedited determinationis required, as described above)
afterreceiving the request. This notice may be provided orally,
unlessyouoryourrepresentative requests written notification.

Concurrent Determinations

When an ongoing course of treatment has beenapproved for
you and youwish to extend theapproval, you oryour
representative must request a required concurrent coverage
determination at least 24 hours priorto the expiration ofthe
approved period oftime or number of treatments. Whenyou

44

myCigna.com



§:2Cigna®

or your representative requests such a determination, Cigna
will notify youoryourrepresentative of the determination
within 24 hours afterreceiving the request.

Postservice Determinations

When you oryour representative requests a coverage
determination ora claim payment determination after services
have beenrendered, Cigna will notify you oryour
representative of the determination within 30 days after
receiving the request. However, if more time is neededto
make a determinationdue to matters beyond Cigna’s control,
Cignawill notify youoryourrepresentativewithin 30 days
afterreceiving the request. This noticewill include the datea
determination canbe expected, which will be no more than 45
days after receiptofthe request.

If more time is needed because necessary informationis
missing fromthe request, the notice will also specify what
information is needed, andyou oryour representative must
provide the specified informationto Cigna within 45days
afterreceiving the notice. The determination period will be
suspendedon thedate Cigna sends sucha notice of missing

information, and the determination period will resume on the
date you oryour representative responds to thenotice.

Notice of Adwerse Determination

Every notice of an adverse benefit determination will be
provided in writing orelectronically, and willinclude all of
the following that pertain to the determination: the specific
reason or reasons for the adverse determination; reference to
the specific plan provisions on which the determinationis
based; a description of any additional material or information
necessary to perfectthe claimand an explanation of why such
material or information is necessary; a description ofthe
plan’s review procedures and the time limits applicable,
including a statement ofa claimant’s rights to bringa civil
action under section 502(a) of ERISA following an adverse
benefit determination on appeal, (if applicable); uponrequest
and free ofcharge, a copy ofany internal rule, guideline,
protocol orother similar criterion that was relied upon in
making the adversedetermination regarding your claim; and
an explanation of the scientific or clinical judgment fora
determination thatis based on a Medical Necessity,
experimental treatment or other similar exclusion or limit; and
in the case ofaclaiminvolving urgent care, a description of
the expedited review process applicable to suchclaim.

HC-FED104 01-19

Appointment of Authorized Representative

You may appoint an authorized representative to assist youin
submitting aclaimor appealinga claim denial. However,

Cignamay require you to designate your authorized
representative in writing using a formapproved by Cigna. At
all times, the appointment of an authorized representative is
revocable byyou. To ensure that a prior appointment remains
valid, Cigna may require you to re-appoint your authorized
representative, fromtime to time.

Cignareservestheright to refuse to honor theappointment of
a representative if Cigna reasonably determines that:

« thesignatureon an authorized representative formmay not
beyours, or

« theauthorized representative may not have disclosed toyou
all ofthe relevant facts and circumstances relating to the
overpaymentorunderpayment ofany claim, including, for
example, that the billing practices of the provider of medical
servicesmay have jeopardized your coveragethroughthe
waiver of the cost-sharingamounts that you are required to
pay underyourplan.

If yourdesignationofan authorized representative is revoked,
or Cignadoes not honoryour designation, you may appoint a

new authorized representative at any time, in writing, using a
formapprovedby Cigna.

HC-FED88 01-17

Medical - When You Have a Complaint or an
Appeal

Forthe purposes of this section, any reference to "you" or
"your"also refers to a representative or provider designated by
you to act on your behalf; unless otherwise noted.

We want you to be completely satisfied with the services you
receive. That is why we have established a process for
addressing your concernsandsolvingyour problems.

Start With Customer Service

We are here to listen and help. If you have a concern
regarding a person, aservice, the quality of care, or
contractual benefits, you may call the toll-free number on
your ID card, explanation of benefits, or claim form and
explain yourconcern to one of our Customer Service
representatives. You may also express thatconcernin
writing.

We will do ourbest to resolve the matter on your initial
contact. Ifwe need more time to review or investigate your
concern, we will get backto you assoonas possible, but in
any case within 30days. If you are not satisfied with the
results ofacoveragedecision, youmay startthe appeals
procedure.
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Internal Appeals Procedure

To initiate an appeal of an adverse benefit determination, you
must submit a request foran appeal to Cigna within 180 days
of receipt ofa denial notice. However, if Cigna reduces or
terminates coverage (except where thereduction or
termination is due to a plan amendment or termination) foran
ongoing course of treatment that Cigna previously approved,
then to initiate an appeal you mustsubmit a requestforan
appeal ofthat reduction or termination in coverage within 30
days ofreceipt of the denial notice. If you appeal timely a
reductionortermination in coverage foran ongoing course of
treatment that Cigna previously approved, you will receive, as
required by applicable law, continued coverage pending the
outcome ofan appeal.

You should state the reasonwhy you feel your appeal should
be approved and include any informationsupporting your
appeal. Ifyou are unable or choose notto write, you may ask
Cignato registeryourappeal by telephone. Call orwrite us at
the toll-free numberon your ID card, explanation of benefits,
or claimform.

Your appeal will be reviewed and the decision made by
someone not involved in the initial decision. Appeals
involving Medical Necessity or clinical appropriateness will
be considered by a health care professional.

We will respond in writing with a decision within 30 calendar
days afterwe receive an appeal forarequired preserviceor
concurrent carecoverage determinationora postservice
Medical Necessity determination. We will respond within 60
calendar days after we receive an appeal forany other
postservice coverage determination. If more time or
information is needed to make the determination, we will
notify you in writing to request an extensionofup to 15
calendar days and to specify any additional information
needed tocompletethe review.

You may request thatthe appeal process be expedited if the
time frames under this process would seriously jeopardize
your life, health orability to regain maximum functionality or
in the opinion of your health care provider would causeyou
severe pain which cannot be managed withoutthe requested
Services.

When an appeal is expedited, Cigna will respond orally with a
decision within 72 hours, followed up in writing.

External Review Procedure

If you are not fully satisfied with the decision of Cigna's
internal appeal review regarding your Medical Necessity or
clinical appropriateness issue, you may requestthatyour
appeal be referred to an Independent Review Organization
(IRO). The IRO is composed of persons who are not employed
by Cigna, orany ofits affiliates. A decision to request an
external review to an IRO will not affect the claimant's rights
to any other benefits underthe plan.

There is no charge foryouto initiate an external review. Cigna
and your benefit plan willabide by the decisionofthe IRO.

In orderto requestareferralto an IRO, the reasonforthe
denialmust be based ona Medical Necessity or clinical
appropriateness determination by Cigna. Administrative,
eligibility orbenefit coverage limits orexclusions are not
eligible forappeal under this process.

To requesta review, you mustnotify the Appeals Coordinator
within 4 months of yourreceipt of Cigna's appeal review
denial. Cigna will then forward the file to arandomly selected
IRO. The IRO will renderan opinion within 30days.

When requestedandwhena delay would be detrimental to

your medical condition, as determined by Cigna’s reviewer,
the external review shall be completed within 3days.

Notice of Benefit Determination on Appeal

Every notice ofa determinationon appeal will be provided in
writing or electronically and, ifan adverse determination, will
include: the specific reason or reasons for the adverse
determination; reference tothe specific plan provisions on
which the determination is based; a statement that the claimant
is entitled to receive, uponrequest and free of charge,
reasonable access toand copies of alldocuments, records, and
other Relevant Information as defined below; a statement
describingany voluntary appeal procedures offered by the
plan and the claimant's right to bring an action under ERISA
section 502(a), if applicable; uponrequestand free of charge,
a copy ofany internal rule, guideline, protocol or other similar
criterion that was relied upon in making the adverse
determination regarding your appeal, and an explanation of the
scientific or clinical judgment fora determination that is based
on a Medical Necessity, experimental treatment or other
similar exclusion or limit.

You also have the right to bringa civil action under section
502(a) of ERISA if you are not satisfied with the decisionon
review. You oryour plan may have other voluntary alternative
disputeresolutionoptions suchas Mediation. One way to find
out what may be available is to contact your local U.S.
Department of Labor office and your State insurance

regulatoryagency. You may also contact the Plan
Administrator.

Relevant Information

Relevant Informationis any document, record or other
information which: was relied upon in making the benefit
determination; was submitted, considered or generated in the
course of making the benefit determination, withoutregardto
whethersuchdocument, record, or other information was
relied upon in making the benefit determination; demonstrates
compliance with the administrative processes and safeguards
required by federal law in making the benefit determination;
or constitutes a statement of policy or guidance with respectto
the plan concerning the denied treatment option or benefit for
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the claimant's diagnosis, withoutregard towhether such
advice or statementwas relied upon in making the benefit
determination.

Legal Action

If yourplan is governed by ERISA, you have theright to bring
a civil action under section 502(a) of ERISA if you are not
satisfied with the outcome of the Appeals Procedure. In most
instances, youmay not initiate a legalactionagainst Cigna
untilyou have completed theappeal processes. However, no
action will be broughtat allunless broughtwithin threeyears
after proofofclaim is required underthe Plan.

HC-FED107 01-20

COBRA Continuation Rights Under Federal
Law

For You and Your Dependents
What is COBRA Continuation Cowerage?

Underfederal law, you and/or your Dependents must be given
the opportunity to continue health insurance when there is a
“qualifying event” that would result in loss of coverage under
the Plan. You and/or your Dependents will be permitted to
continue the same coverage under which you oryour
Dependents were covered on the day beforethe qualifying
event occurred, unless youmove outofthat plan’s coverage
areaortheplanis no longeravailable. You and/oryour
Dependents cannot change coverage options until the next
open enroliment period.

When is COBRA Continuation Available?

Foryou and your Dependents, COBRA continuation is
available forup to 18 months fromthe date ofthe following

qualifying events ifthe event would result in a loss of
coverageunderthePlan:

« yourtermination of employment forany reason, otherthan
gross misconduct; or

« yourreductionin workhours.

Foryour Dependents, COBRA continuation coverage is
available forup to 36 months fromthe date ofthe following
qualifying events ifthe event would result in a loss of
coverageunderthePlan:

« yourdeath;
« yourdivorce orlegal separation; or

« for aDependent child, failure to continue to qualify as a
DependentunderthePlan.

Who is Entitled to COBRA Continuation?

Only a “qualified beneficiary” (as defined by federal law) may
elect to continue healthinsurance coverage. A qualified
beneficiary may include the following individuals whowere
covered bythe Plan on the day the qualifyingeventoccurred:
you, yourspouse, andyour Dependent children. Each
qualified beneficiary has their own right to elect ordecline
COBRA continuation coverage even if you decline orare not
eligible for COBRA continuation.

The following individuals are notqualified beneficiaries for
purposes of COBRA continuation: domestic partners,
grandchildren (unless adopted by you), stepchildren (unless
adopted by you). Although these individuals do not have an
independentright to elect COBRA continuation coverage, if
you elect COBRA continuation coverage foryourself, you
may also coveryour Dependents even ifthey are not
considered qualified beneficiaries under COBRA.. However,
such individuals’ coverage will terminate when your COBRA
continuation coverage terminates. The sections titled
“Secondary Qualifying Events”and “Medicare Extension For
Your Dependents”are not applicable to these individuals.

Secondary Qualifying Bvents

If, as aresult of yourterminationofemploymentorreduction
in work hours, your Dependent(s) have elected COBRA
continuation coverage and oneor more Dependents experience
another COBRA qualifying event, the affected Dependent(s)
may elect to extend their COBRA continuation coverage for
an additional 18 months (7 months ifthe secondary event
occurs within thedisability extension period) fora maximum
of 36 months fromthe initial qualifying event. The second
qualifying event mustoccur before theend ofthe initial 18
months of COBRA continuation coverage or within the
disability extension period discussed below. Underno
circumstances will COBRA continuation coverage be
available for more than 36 months fromthe initial qualifying
event. Secondary qualifying events are: your death; your
divorce or legal separation; or, fora Dependent child, failure
to continue to qualify as a Dependent under the Plan.

Disability Extension

If, afterelecting COBRA continuation coveragedueto your
termination ofemployment or reduction in work hours, you or
one of your Dependents is determined by the Social Security
Administration (SSA) to be totally disabled under Title Il or
XVI of the SSA, you and all of your Dependents who have
elected COBRA continuation coverage may extend such
continuation foran additional 11 months, fora maximum of
29 months fromthe initial qualifying event.
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To qualify for the disability extension, all of the following
requirements must be satisfied:

« SSA must determine that the disability occurred priorto or
within 60 days afterthe disabled individual elected COBRA
continuation coverage; and

« A copy ofthe written SSA determination must be provided
to the Plan Administrator within 60 calendar days after the
date the SSA determination is made AND before theend of
the initial 18-month continuation period.

If the SSA later determines that theindividual is no longer
disabled, you mustnotify the Plan Administrator within 30
days afterthedatethe final determination is made by SSA.
The 11-month disability extensionwill terminate forall
covered persons on the first day of the monththatis more than
30 days afterthe date the SSA makes a final determination
that the disabledindividual is no longerdisabled.

All causes for “Termination of COBRA Continuation” listed
belowwill also apply to the period of disability extension.

Medicare Extension for Your Dependents

When thequalifying event is your termination of employment
or reduction in work hoursand youbecame enrolled in
Medicare (Part A, Part B or both) within the 18 months before
the qualifying event, COBRA continuation coverageforyour
Dependents will last for up to 36 months afterthedateyou
became enrolled in Medicare. Your COBRA continuation
coveragewill last for up to 18 months fromthe date of your
termination of employment or reduction in work hours.

Termination of COBRA Continuation

COBRA continuation coverage will be terminated uponthe
occurrence ofany ofthe following:

« theend ofthe COBRA continuationperiod 0f 18, 29 or 36
months, as applicable;

« failure to pay the required premiumwithin 30 calendar days
afterthe due date;

« cancellation of the Employer’s policy with Cigna;

« afterelecting COBRA continuation coverage, a qualified
beneficiary enrolls in Medicare (Part A, Part B, or both);

« afterelecting COBRA continuation coverage, a qualified
beneficiary becomes covered under another group health
plan, unlessthe qualified beneficiary has a condition for
which the new plan limits or excludes coverage undera pre-
existing condition provision. In such case coverage will
continue untilthe earliest of: the end ofthe applicable
maximum period; the date the pre-existing condition
provisionis no longerapplicable; or the occurrenceofan
eventdescribedin one of the first three bullets above;

« any reasonthePlan would terminate coverage ofa
participant or beneficiary who is not receiving continuation
coverage(e.g., fraud).

Employer’s Notification Requirements

Your Employeris required to provide youand/oryour
Dependents with the following notices:

« Aninitial notification of COBRA continuation rights must
be provided within 90 days after your (or yourspouse’s)
coverageunderthePlan begins (orthe Plan first becomes
subject to COBRA continuationrequirements, if later). If
you and/oryour Dependents experiencea qualifying event
before the end ofthat 90-day period, theinitial notice must
be provided within the time frame required forthe COBRA
continuation coverage election noticeas explained below.

« A COBRA continuationcoverageelection notice must be

provided toyouand/oryour Dependents within the
following timeframes:

« if the Plan provides that COBRA continuation coverage
and the period within whichan Employer must notify the
Plan Administrator of a qualifying event startsuponthe
Iolss of coverage, 44 days after loss of coverage underthe
Plan;

« if the Plan provides that COBRA continuation coverage
and the period within whichan Employer must notify the
Plan Administrator of a qualifying event starts upon the
occurrence ofaqualifying event, 44 days afterthe
qualifying event occurs; or

« in the case ofa multi-employer plan, no laterthan 14 days
afterthe end ofthe period in which Employers must
provide notice of a qualifying event to the Plan
Administrator.

How to Elect COBRA Continuation Coverage

The COBRA coverage election noticewill list the individuals
who are eligible for COBRA continuationcoverageand
informyou of the applicable premium. The notice will also
include instructions for electing COBRA continuation
coverage. You must notify the Plan Administrator of your
election no later thanthe due date stated on the COBRA
election notice. Ifa written election noticeis required, it must
be post-marked no later thanthe due date stated on the
COBRA election notice. Ifyou do not make proper
notification by the due date shown onthe notice, youand your
Dependents will lose the right to elect COBRA continuation
coverage. Ifyou reject COBRA continuation coverage before
the due date, you may change your mind as long as you
furnish a completed election formbefore the due date.

Each qualified beneficiary hasan independent right to elect
COBRA continuation coverage. Continuation coverage may
be elected foronly one, several, or forall Dependentswho are
qualified beneficiaries. Parents may elect to continue coverage
on behalf oftheir Dependent children. You oryour spouse
may elect continuation coverageon behalf ofall the qualified
beneficiaries. You are not required to elect COBRA
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continuation coverage in order foryour Dependents to elect
COBRA continuation.

How Much Does COBRA Continuation Cowerage Cost?

Each qualified beneficiary may be requiredto paythe entire
cost of continuation coverage. Theamount may not exceed
102% of the costto the group health plan (including both
Employerand Employee contributions) for coverage ofa
similarly situated active Employeeorfamily member. The
premium during the 11-month disability extension may not
exceed 150% of the costto the group healthplan (including
both employerand employee contributions) for coverage ofa
similarly situated active Employeeorfamily member.

Forexample: If the Employee alone elects COBRA
continuation coverage, the Employee will be charged 102%
(or 150%) of the active Employee premium. If the spouseor
one Dependentchild alone elects COBRA continuation
coverage, theywill be charged 102% (or 150%) ofthe active
Employee premium. If more than one qualified beneficiary
elects COBRA continuation coverage, they will be charged
102% (or 150%) of the applicable family premium.

When and How to Pay COBRA Premiums
First payment for COBRA continuation

If you elect COBRA continuation coverage, youdo not have
to send any paymentwith the election form. However, you
must make your first payment no later than 45 calendar days
afterthe date of yourelection. (This is the date the Election
Notice is postmarked, if mailed.) If you do not make your first
payment within that45days, you will lose all COBRA
continuation rights underthePlan.

Subsequent payments

Afteryou make your first payment for COBRA continuation
coverage, youwill be required to make subsequent payments
of the required premiumforeach additional month of
coverage. Paymentis due onthe first day of each month. If
you make a payment on or before its duedate, your coverage
underthe Plan will continue for that coverage period without
any break.

Grace periods for subsequent payments

Althoughsubsequent payments are due by the first day ofthe
month, you will be given a grace period of 30 days afterthe
first day ofthe coverage period to make each monthly
payment. Your COBRA continuation coverage will be
provided foreach coverage period as longas paymentforthat
coverageperiod is made before theend of thegrace period for
that payment. However, if your paymentis received after the
due date, your coverage under the Plan may be suspended
during this time. Any providers who contactthe Plan to
confirm coverage during this time may be informed that
coveragehas been suspended. If payment is received before
the end ofthe grace period, your coverage will be reinstated

backto the beginning ofthe coverage period. This means that
any claim you submit for benefits while your coverage is
suspended may be deniedand may have to be resubmitted
once your coverage is reinstated. If you failto make a
payment before the end of the grace period for that coverage
period, you will lose all rights to COBRA continuation
coverageunderthePlan.

You Must Give Notice of Certain Qualifying Bvents

If you oryour Dependent(s) experience one ofthe following
qualifying events, you must notify the Plan Administrator
within 60 calendar days afterthe later ofthe date the
qualifying event occurs or the date coverage would cease as a
result ofthe qualifyingevent:

« Your divorce or legal separation;or
« Your child ceasesto qualify as a Dependent under the Plan.

« The occurrenceofasecondary qualifyingeventas discussed
under “Secondary Qualifying Events” above (this notice
must be received priorto theend ofthe initial 18- or 29-
month COBRA period).

(Also referto the sectiontitled “Disability Extension” for
additional notice requirements.)

Notice must be made in writing and must include: the name of
the Plan, name and address of the Employee covered under the
Plan, name and address(es) of the qualified beneficiaries
affected by the qualifying event; the qualifying event; the date
the qualifying event occurred; and supporting documentation
(e.g)., divorce decree, birth certificate, disability determination,
etc.).

Newly Acquired Dependents

If you acquire a new Dependentthrough marriage, birth,
adoption or placement foradoptionwhile your coverage is
being continued, youmay cover such Dependentunder your
COBRA continuation coverage. However, only your newborn
or adopted Dependent child is a qualified beneficiary and may
continue COBRA continuation coverage for the remainder of
the coverage period following your early termination of
COBRA coverageordue to asecondary qualifying event.
COBRA coverageforyour Dependentspouse and any
Dependentchildrenwho are notyour children (e.g.,
stepchildrenor grandchildren) will cease on thedateyour
COBRA coverageceases and theyare not eligible fora
secondary qualifyingevent.

COBRA Continuation for Retirees Following Employer’s
Bankruptcy

If you are coveredas aretiree, and a proceeding in bankruptcy
is filed with respectto the Employerunder Title 11 ofthe
United States Code, you may be entitled to COBRA
continuation coverage. Ifthe bankruptcy results in a loss of
coverageforyou, your Dependents oryour surviving spouse
within one year before or after such proceeding, youandyour
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covered Dependents willbecome COBRA qualified
beneficiaries with respect to the bankruptcy. You will be
entitled to COBRA continuation coverage until your death.
Your surviving spouseand covered Dependentchildren will
be entitled to COBRA continuation coverage forup to 36
months following your death. However, COBRA continuation
coveragewill cease uponthe occurrenceofany ofthe events
listed under “Termination of COBRA Continuation” above.

Interaction With Other Continuation Benefits

You may be eligible for other continuation benefits under state
law. Refer to the Termination section forany other
continuation benefits.

HC-FED66 07-14

ERISA Required Information
The name of the Plan is:
The Flexible Benefit Plan of Dartmouth College Emp loyees

The name, address, ZIP code and business telephone number
of the sponsorofthe Plan is:

Trustees of Dartmouth College
c/o Benefits Office, 7 Lebanon Street, Suite 203

Hanover, NH 03755
603-646-3588

Employer Identification
Number (EIN):

020222111 506

The name, address, ZIP code and business telephone number
of the Plan Administrator is:

Employernamed above

Plan Number:

The name, address and ZIP code of the person designated as
agent forserviceoflegal processis:

Employernamed above
The office designated to consider the appeal of denied claims
is:

The Cigna Claim Office responsible for this Plan
The cost ofthe Plan is shared by Employee and Employer.
The Plan’s fiscal yearends on 12/31.

The preceding pages set forththeeligibility requirements and
benefits provided foryou under this Plan.

Plan Trustees

A list ofany Trustees ofthe Plan, which includes name, title
and address, is available upon request to the Plan
Administrator.

Plan Type
The planis a healthcare benefit plan.
Collective Bargaining Agreements

You may contact the Plan Administrator to determine whether
the Plan is maintained pursuant to one or more collective
bargaining agreements and ifa particular Employeris a
sponsor. A copy is available for examination fromthe Plan
Administrator uponwritten request.

Discretionary Authority

The Plan Administrator delegates to Cigna the discretionary
authorityto interpret and apply planterms andto make factual
determinations in connectionwith its review of claims under
the plan. Such discretionary authority is intended toinclude,
but not limited to, the determination of the eligibility of
persons desiring to enrollin or claim benefits underthe plan,
the determination of whether a personis entitled to benefits
underthe plan, andthecomputationofany and all benefit
payments. The Plan Administrator also delegates to Cigna the
discretionary authority to performa full and fair review, as
required by ERISA, of each claim denial which has been
appealed by the claimant or his duly authorized representative.

Plan Modification, Amendment and Termination

The Employeras Plan Sponsorreserves theright to, atany
time, change or terminate benefits under the Plan, to changeor
terminate the eligibility of classes of employees to be covered
by the Plan, to amend or eliminate any other plan termor
condition, and toterminate thewhole plan orany part of it.
Contact theEmployerfor the procedure by which benefits
may be changed or terminated, by which theeligibility of
classesofemployees may be changed orterminated, or by
which part orall of the Plan may be terminated. No consent of
any participant is required to terminate, modify, amend or
change the Plan.

Termination ofthe Plan together with termination of the
insurance policy(s) which funds the Plan benefits willhave no
adverseeffect onany benefits to be paid under the policy(s)
for any covered medical expenses incurred prior to the date
that policy(s) terminates. Likewise, any extension of benefits
underthe policy(s) due to you oryour Dependent's total
disability which began prior to and has continued beyond the
date the policy(s) terminates will not be affected by the Plan
termination. Rights to purchase limited amounts of life and
medical insurance to replace partofthe benefits lostbecause
the policy(s) terminated may arise under the terms ofthe
policy(s). A subsequent Plan termination will not affect the
extension of benefits andrights under the policy(s).

Your coverage under the Plan’s insurance policy(s) will end
on the earliest of the following dates:

« thedateyouleave Active Service (or lateras explained in
the Termination Section;)
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« thedateyouareno longerinan eligible class;
« if the Plan is contributory, thedateyou ceaseto contribute;
« thedate the policy(s) terminates.

See yourPlan Administrator to determine if any extension of
benefits orrights are available to youoryour Dependents

underthis policy(s). No extension of benefits or rights will be
available solely because the Plan terminates.

Statement of Rights

As aparticipantin the plan youare entitled to certain rights
and protections under the Employee Retirement Income

Security Act 0f 1974 (ERISA). ERISA providesthatallplan
participants shall be entitled to:

Receiwe Information About Your Planand Benefits

« examine, without charge, at the Plan Administrator’s office
and at other specified locations, such as worksites and union
halls, all documents governing the plan, including insurance
contractsand collective bargaining agreementsanda copy
of the latestannual report (Form5500 Series) filed by the
plan with the U.S. Department of Laborand available at the
Public Disclosure roomofthe Employee Benefits Security
Administration.

« obtain, upon writtenrequestto the Plan Administrator,
copies of documents governing the Plan, including
insurance contracts and collective bargaining agreements,
and a copy ofthe latest annual report (Form5500 Series)
and updated summary plan description. The administrator
may make a reasonable charge forthe copies.

« receive asummary ofthe Plan’s annual financial report. The

Plan Administrator is required by lawto furnish each person
under the Plan with a copy of this summary financial report.

Continue Group Health Plan Cowerage

« continue health care coverage foryourself, your spouse or
Dependents ifthere is a loss of coverageunderthePlan as a
result ofa qualifying event. You oryour Dependents may
have to pay forsuch coverage. Reviewthe documents
governing thePlan on the rules governing your federal
continuation coverage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISA
imposes duties uponthe people responsible for the operation
of the employee benefit plan. The people who operate your
plan, called “fiduciaries” ofthe Plan, have a duty to doso
prudently andin the interestofyou and other plan participants
and beneficiaries. No one, including your employer, your
union, orany other person may fire you or otherwise
discriminate againstyouin any way to prevent you from
obtaininga welfare benefit orexercising your rights under
ERISA. If yourclaim for a welfare benefit is denied or
ignored youhave aright to knowwhy this was done, to obtain

copies of documents relating to thedecisionwithout charge,
and to appeal any denial, allwithin certain time schedules.

Enforce Your Rights

UnderERISA, there are steps you can take toenforce the
above rights. Forinstance, if you requesta copy of documents
governing theplan orthe latestannual report fromthe plan
and do not receive themwithin 30 days, youmay file suitin a
federalcourt. In sucha case, the court may require the plan
administrator to provide the materials and pay youup to $110
a day until you receive the materials, unless the materials were
not sentbecause of reasons beyondthe control of the
administrator. If you have a claim for benefits which is denied
or ignored, in whole orin part, you may file suit in a state or
federalcourt.

In addition, if you disagree with the plan’s decisionorlack
thereof concerningthe qualified status of a domestic relations
orderora medical child support order, you may file suit in
federal court. Ifit should happenthat planfiduciaries misuse
the plan’s money, orif you are discriminated against for
asserting your rights, you may seek assistance fromthe U.S.
Department of Labor, oryou may file suit in a federal court.
The court will decide who should pay court costs and legal
fees. If you are successful the court may order the person you
have sued to pay these costsandfees. Ifyou lose, thecourt
may orderyou to pay these costs and fees, forexample if it
finds yourclaimis frivolous.

Assistance with Your Questions

If you have any questions aboutyour plan, youshould contact
the plan administrator. If you have any questions aboutthis
statement oraboutyourrights under ERISA, or if you need
assistance in obtaining documents fromthe plan administrator,
you should contact the nearest office ofthe Employee Benefits
Security Administration, U.S. Department of Labor listed in
yourtelephone directory or the Division of Technical
Assistance and Inquiries, Employee Benefits Security
Administration, U.S. Departmentof Labor, 200 Constitution
Avenue N.W., Washington, D.C. 20210. You may also obtain
certain publications aboutyour rights and responsibilities
under ERISA by calling the publications hotline of the
Employee Benefits Security Administration.

HC-FED72 05-15

Definitions
Actiwe Service
You will be consideredin Active Service:

« onany ofyour Employer's scheduledwork days if you are
performing the regular duties of yourworkas determined by
your Employeron that day eitherat your Employer's place
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of business orat some location towhich youare required to
travelforyour Employer's business.

« onaday whichis not one ofyour Employer's scheduled
work days ifyou were in Active Service onthe preceding
scheduledwork day.

HC-DFS1095 12-17

Bed and Board

The term Bed and Board includes all charges made by a
Hospital on its own behalf forroomand meals and forall

generalservices andactivities needed for the care of registered
bed patients.

HC-DFS2 04-10
V2

Biologic

A virus, therapeutic serum, toxin, antitoxin, vaccine, blood,
blood componentor derivative, allergenic product, protein
(except any chemically synthesized polypeptide), or analogous
product, orarsphenamine or derivative ofarsphenamine (or
any othertrivalent organic arsenic compound), used for the
prevention, treatment, or cure ofa disease or condition of
human beings, as defined under Section 351(i) of the Public
Health Service Act (42 USC 262(i)) (as amended by the
Biologics Price Competition and Innovation Act of 2009, title
VIl of the Patient Protection and Affordable Care Act, Pub. L.

No. 111-148, § 7002 (2010), and as may be amended
thereafter).

HC-DFS840 10-16

Biosimilar

A Biologic that is highly similar to the reference Biologic
productnotwithstanding minor differences in clinically
inactive components, and has no clinically meaningful
differences fromthe reference Biologic in terms of its safety,
purity, and potency, as defined under Section 351(i) of the
Public Health Service Act (42 USC 262(i)) (as amended by
the Biologics Price Competition and Innovation Act of 2009,
title V11 of the Patient Protection and Affordable Care Act,

Pub.L. No.111-148, § 7002 (2010), and as may be amended
thereafter).

HC-DFS841 10-16

Business Decision Team

A committee comprised of voting and non-voting
representatives across various Cigna business units suchas
clinical, medical and business leadership that is duly
authorized by Cignato make decisions regarding coverage
treatment of Medical Pharmaceuticals based on clinical
findings provided by the P&T Committee, including, butnot
limited to, decisions regardingtier placementand application
of utilization managementto Medical Pharmaceuticals.

HC-DFS843 10-16

Custodial Services

Any services that are ofa sheltering, protective, or
safeguarding nature. Suchservices may includeastayinan
institutional setting, at-home care, or nursing services to care
for someonebecause of age or mental or physical condition.
This service primarily helps theperson in daily living.
Custodial care also can provide medical services, given mainly
to maintain the person’s currentstate ofhealth. Theseservices
cannotbe intended to greatly improve a medical condition;
they are intendedto provide care while the patient cannotcare
for himself or herself. Custodial Services include but are not
limited to:
« Services related towatchingor protecting a person;
« Services related toperforming orassisting a person in
performing any activities of daily living, suchas: walking,
grooming, bathing, dressing, gettingin orout ofbed,

toileting, eating, preparing foods, or taking medications that
can be selfadministered, and

« Services not requiredto be performed by trained or skilled
medical or paramedical personnel.

HC-DFs4 04-10
V1

Dependent
Dependentsare:
« your lawfulspouse; or
« your Domestic Partner; and
« any child ofyours whois
« less than 26 years old.

« 26 ormore years old, unmarried, and primarily supported
by you and incapable of self-sustainingemployment by
reason of mental or physical disability which arose while
the child was covered asa Dependentunder this Plan, or
while covered as adependentundera prior plan with no
breakin coverage.
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Proofofthe child's conditionand dependence may be
required to be submitted to the plan within 31 days after
the date the child ceases to qualify above. Fromtime to
time, but not more frequently than oncea year, the plan
may require proof ofthe continuation of such condition
and dependence.

The term child means a child born to youorachild legally
adopted by you. It also includes a stepchild ora child for
whomyou are the legal guardian. If your Domestic Partner has
a child, that child will also be included as a Dependent.

Benefits fora Dependentchild will continueuntil the last day
of the calendar monthin which the limiting age is reached.

Anyone whois eligible as an Employee will not be considered
as a Dependent.

No one may be considered as a Dependent of more than one
Employee.

HC-DFS872 10-16

Domestic Partner

A Domestic Partneris definedas a personofthe same sex
who:

« sharesyourpermanentresidence;
« has residedwith youforno lessthanoneyear;
« isno lessthan 18years ofage;

« is financially interdependentwith you and has provensuch
interdependence by providing documentation of at least two
of the following arrangements: common ownership of real
property oracommon leasehold interest in such property;
community ownership of a motorvehicle; a joint bank
account orajoint credit account; designationas a
beneficiary for life insurance or retirement benefits or under
your partner's will; assignment ofa durable power of
attorney or health care power of attorney; orsuch other
proofas is considered by Cignato be sufficientto establish
financial interdependency under the circumstances of your
particular case;

« isnotablood relative any closerthanwould prohibit legal
marriage; and

« has signed jointly with you, a notarized affidavit attestingto
the abovewhich can bemade available to Cigna upon
request.

In addition, you and your Domestic Partner will be considered

to have met the terms ofthis definitionas longas neither you
noryour Domestic Partner:

« has signed a Domestic Partner affidavit or declaration with
any other personwithin twelve months prior to designating
each otheras Domestic Partners hereunder;

« is currently legally married to another person;or

« has any other Domestic Partner, spouse or spouse equiv alent
of the same or opposite sex.

You and your Domestic Partner must haveregistered as
Domestic Partners, if you reside in a statethatprovides for
such registration.

The sectionofthis certificate entitled "COBRA Continuation

Rights Under Federal Law" will not apply to your Domestic
Partnerand his orher Dependents.

HC-DFs47 04-10
V1

Emergency Services

Emergency services are medical, psychiatric, surgical,
Hospitaland related health care services andtesting, including
ambulance service, which are required to treat a sudden,
unexpected onset ofabodily Injury orserious Sickness which
could reasonably be expected by a prudentlaypersonto result
in serious medical complications, loss of life or permanent
impairment to bodily functions in the absence of immediate
medical attention. Examples of emergency situations include
uncontrolled bleeding, seizures or loss of consciousness,
shortness of breath, chestpains or severe squeezing sensations
in the chest, suspected overdose of medication or poisoning,
sudden paralysisorslurredspeech, burns, cutsand broken
bones. The symptoms thatled you tobelieve you needed
emergency care, as coded by the providerand recorded by the
Hospital on the UB92 claim form, orits successor, or the final
diagnosis, whichever reasonably indicated an emergency
medical condition, will be the basis for the determination of
coverage, provided such symptoms reasonably indicatean
emergency.

HC-DFS6 04-10
V1

Employee

The term Employee means an Employee as determined by
your Employerwho is currently in Active Service.

HC-DFS1094 12-17
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Employer

The term Employer means an employer participating in the
fund which is established under the agreement of Trust for the
purpose of providing insurance.

HC-DFS8 04-10
V1

Expense Incurred

An expense is incurredwhenthe service orthe supply for
which it is incurred is provided.

HC-DFS10 04-10
A%

Free-Standing Surgical Facility

The term Free-standing Surgical Facility means an institution
which meets all ofthe following requirements:

« it has amedical staff of Physicians, Nurses and licensed
anesthesiologists;

« it maintains at least two operating rooms and one recovery
room;

« it maintains diagnostic laboratory and x-ray facilities;
« it has equipment foremergency care;

« it has ablood supply;

« it maintains medical records;

« it has agreements with Hospitals for immediate acceptance
of patients whoneed Hospital Confinement onan inpatient
basis; and

« itis licensed in accordance with the laws ofthe appropriate
legally authorized agency.

HC-DFS11 04-10
V1

Hospice Care Program
The term Hospice Care Programmeans:

« acoordinated, interdisciplinary programto meet the

physical, psychological, spiritual and social needs of dying
personsandtheir families;

« aprogramthat provides palliative and supportive medical,
nursing and other health services through home or inpatient
care during the illness;

« aprogramforpersonswho have a Terminal Iliness and for
the families ofthose persons.

HC-DFS51 04-10
A

Hospice Care Services

The term Hospice Care Services means any services provided
by:a Hospital, a Skilled Nursing Facility ora similar
institution, a Home Health Care Agency, a Hospice Facility,
or any other licensed facility oragency undera Hospice Care
Program.

HC-DFS52 04-10
V1

Hospice Facility

The term Hospice Facility means an institution or part of it
which:

« primarily provides care for Terminally Ill patients;
« isaccredited by the National Hospice Organization;
» meets standards established by Cigna;and

« fulfills any licensing requirements of the stateor locality in
which it operates.

HC-DFS53 04-10
V1

Hospital
The term Hospital means:

« aninstitution licensed as a hospital, which: maintains, on
the premises, all facilities necessary for medicaland
surgicaltreatment; provides such treatment on an inpatient
basis, for compensation, under the supervision of

Physicians; and provides 24-hour service by Registered
Graduate Nurses;

« aninstitution which qualifies as a hospital, a psychiatric
hospital oratuberculosis hospital, anda provider of
servicesunder Medicare, if such institution is accredited as
a hospital by theJoint Commissionon the Accreditation of
Healthcare Organizations; or

« aninstitution which: specializes in treatmentof Mental
Health and Substance Use Disorder or otherrelated illness;
provides residential treatment programs;and is licensed in

accordancewith the laws of the appropriate legally
authorized agency.
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The term Hospital will notinclude an institution which is
primarily a place for rest,aplace forthe aged, oranursing
home.

HC-DFS806 12-15

Hospital Confinement or Confined in a Hospital
A person will be considered Confined in a Hospital if he is:

« aregisteredbed patientin a Hospital upon the
recommendation ofaPhysician;

« receiving treatment for Mental Health and Substance Use
Disorder Services in a Mental Health or Substance Use
Disorder Residential Treatment Center.

HC-DFS807 12-15

Injury
The term Injury means an accidental bodily injury.

HC-DFS12 04-10

Vi

Maximum Reimbursable Charge - Medical

The Maximum Reimbursable Charge for covered services for
Comprehensive Plan is determined based on the les ser of:

« theprovider’snormal charge fora similar service orsupply;
or

« apolicyholder-selected percentage ofa fee schedule Cigna
has developedthatis based upona methodology similarto a
methodology utilized by Medicare to determine the
allowable fee for the same or similar service within the
geographic market.

The percentage used to determine the Maximum Reimbursable
Chargeis listed in The Schedule.

In some cases, a Medicare based schedule will not be used and
the Maximum Reimbursable Chargefor covered services is
determined based on the lesser of:

« the provider’s normal charge fora similar service orsupply;
or

« the 80th percentile of charges made by providers ofsuch
service orsupply in the geographic area where it is received
as compiled in a database selected by Cigna. If sufficient
charge datais unavailable in the database for that
geographic area todetermine the MaximumReimbursable
Charge, then data in the database for similar services may
be used.

The Maximum Reimbursable Charge is subject toall other
benefit limitations and applicable codingand payment
methodologies determined by Cigna. Additional information
about how Cigna determines the MaximumReimbursable
Charge is available uponrequest.

HC-DFS1365 06-19

Medicaid

The term Medicaid means a state programof medical aid for

needy persons established under Title XIX ofthe Social
Security Act 0f1965 as amended.

HC-DFS16 04-10

V1

Medical Pharmaceutical

An FDA -approved prescription pharmaceutical product,
including a Specialty Prescription Drug Product, typically
required to be administered in connectionwith a covered
service by a Physician or other health care provider within the
scope ofthe provider's license. This definition includes certain
pharmaceutical products whose administration may initially or
typically require Physician oversight but may be self-
administered under certain conditions specified in the
product’s FDA labeling. This definitiondoes notinclude any
charges for mobile, web-based or other electronic applications
or software, even ifapproved for marketing as a prescription
productby the FDA.

HC-DFS848 10-16

Medically Necessary/Medical Necessity

Health care services, supplies and medications provided for
the purpose of preventing, evaluating, diagnosing or treatinga
Sickness, Injury, condition, disease or its symptoms, thatare
all ofthe following as determined by a Medical Director or
Review Organization:

« required to diagnoseortreat anillness, Injury, diseaseor its
symptoms;

« in accordancewith generally accepted standards of medical
practice;

« clinically appropriate in terms of type, frequency, extent,
siteand duration;

« not primarily forthe convenienceof the patient, Physician
or otherhealthcare provider;
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« notmore costly than analternativeservice(s), medication(s)
or supply(ies) that is at least as likely to produce equivalent
therapeutic or diagnostic results with the same safety profile
as to the prevention, evaluation, diagnosis or treatment of
your Sickness, Injury, condition, disease or its symptoms;
and

« rendered in the leastintensivesetting that is appropriate for
the delivery ofthe services, supplies or medications. Where
applicable, the Medical Director or Review Organization
may compare the cost-effectiveness of alternative services,
supplies, medications or settings when determining least
intensivesetting.

In determining whether health care services, supplies, or
medications are Medically Necessary, the Medical Director or
Review Organization may rely on the clinical coverage
policies maintained by Cigna or the Review Organization.
Clinical coverage policies may incorporate, without limitation
and as applicable, criteria relating to U.S. Food and Drug
Administration-approved labeling, the standard medical
reference compendia and peer-reviewed, evidence-based
scientific literature or guidelines.

HC-DFS1195 01-19

Medicare

The term Medicare means the programof medical care

benefits provided under Title XVIII of the Social Security Act
of 1965 as amended.

04-10
Vi

HC-DFS17

Necessary Services and Supplies

The term Necessary Services and Supplies includes any
charges, except charges for Bed and Board, made by a
Hospital on its own behalf for medical services and supplies
actually used during Hospital Confinement, any charges, by
whomever made, for licensed ambulanceservice to or from
the nearest Hospital where the needed medical care and
treatment can be provided; andany charges, by whomever
made, for the administration of anesthetics during Hospital
Confinement.

The term Necessary Services and Supplies willnot include
any charges forspecial nursing fees, dental fees or medical
fees.

04-10
Vi

HC-DFS21

New Prescription Drug Product

A Prescription Drug Product, ornewuse or dosage formofa
previously FDA-approved Prescription Drug Product, for the
period of time starting onthe date the Prescription Drug
Product or newly-approved use or dosage formbecomes
available on the market following approval by the U.S. Food
and Drug Administration (FDA)andending onthe date
Cigna's Business Decision Teammakes a Prescription Drug
List coverage status decision.

HC-DFS850 10-16

Nurse

The term Nurse means a Registered Graduate Nurse, a
Licensed Practical Nurse ora Licensed Vocational Nursewho

has the right to use the abbreviation "R.N.," "L.P.N." or
"LV.N."

HC-DFS22 04-10

A

Other Health Care Facility/Other Health Professional

The term Other Health Care Facility means a facility other
than a Hospital or hospice facility. Examples of Other Health
Care Facilities include, but are notlimited to, licensed skilled
nursing facilities, rehabilitation Hospitals and subacute
facilities. The term Other Health Professional means an
individual otherthana Physician whois licensed or otherwise
authorized underthe applicable state lawto deliver medical
servicesand supplies. Other Health Professionals include, but
are not limited to physical therapists, registered nurses and
licensed practical nurses. Other Health Professionals do not
include providers suchas Certified First Assistants, Certified
Operating RoomTechnicians, Certified Surgical
Assistants/Technicians, Licensed Certified Surgical
Assistants/Technicians, Licensed Surgical Assistants,
Orthopedic Physician Assistants and Surgical First Assistants.

HC-DFS23 04-10

V1

Participation Date
The term Participation Date means the later of:
« The Effective Date ofthe policy; or
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« Thedate on which your Employer becomes a participantin
the plan of insurance authorized by theagreement of Trust.

HC-DFS18 04-10
A\

Pharmacy & Therapeutics (P&T) Committee

A committee comprised of both votingand non-voting Cigna-
employed clinicians, Medical Directors and Pharmacy
Directors and non-employees such as Participating Providers
that represent arangeof clinical specialties. The committee
regularly reviews Medical Pharmaceuticals for safety and
efficacy, the findings of which clinical reviews inform
coveragestatus decisions made by the Business Decision
Team. The P&T Committee’s review may be based on
considerationof, withoutlimitation, U.S. Food and Drug
Administration-approved labeling, standard medical reference

compendia, or scientific studies published in peer-reviewed
English-language bio-medical journals.

HC-DFS852 10-16

Physician

The term Physician means a licensed medical practitioner who
is practicing within the scope of his license and who is
licensed to prescribe andadminister drugs or to perform
surgery. It will also include any other licensed medical

practitioner whose services are requiredto be covered by law
in the locality where the policy is issued ifhe is:

« operatingwithin the scopeofhis license; and

« performing aservice forwhich benefits are provided under
this plan when performed by a Physician.

HC-DFS25 04-10
Vi

Prescription Drug List

A list that categorizes drugs, Biologics (including Biosimilars)
or otherproducts covered under the plan’s Prescription Drug
Benefits that havebeenapproved by the U.S. Food and Drug
Administration (FDA). This list is developed by Cigna’s
Business Decision Teambased on clinical factors
communicated bythe P&T Committee, and adopted by your
Employer as part ofthe plan. The list is subjectto periodic
reviewand change, andis subjectto the limitations and
exclusions ofthe plan.

HC-DFS854 10-16

Prescription Drug Product

A drug, Biologic (including a Biosimilar), or other product
that has beenapproved by the U.S. Food and Drug
Administration (FDA), certain products approved under the
Drug Efficacy Study Implementation review, or products
marketed prior to 1938 and not subject to reviewandthat can,
under federal or state law, be dispensed only pursuantto a
Prescription Order or Refill. A Prescription Drug Product
includes adrug, Biologic or product that, due to its
characteristics, is approved by the FDA for self-administration

or administration by a non-skilled caregiver. Forthe purpose
of benefitsundertheplan, this definitionalso includes:

« The following diabetic supplies: alcohol pads, swabs, wipes,
Glucagon/Glucagen, injectionaids, insulin pump
accessories (but excluding insulin pumps), needles
including pen needles, syringes, test strips, lancets, urine
glucoseandketone strips;

« Needles and syringes for self-administered medications or

Biologics covered underthe plan’s Prescription Drug
benefit; and

« Inhalerassistance devicesandaccessories, peak flow
meters.

This definition does notinclude any charges for mobile, web-

based orotherelectronic applications or software, even if
approved for marketing as a prescription productby the FDA.

HC-DFS855 10-16

Prescription Order or Refill

The lawful directive to dispensea Prescription Drug Product

issuedby a Physicianwhosescope of practice permits issuing
such adirective.

HC-DFS856 10-16
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Psychologist

The term Psychologist means a person whoiis licensed or
certified as a clinical psychologist. Where no licensure or
certification exists, the termPsychologist means a person who
is considered qualified as a clinical psychologist by a
recognized psychological association. It will also include any
other licensed counseling practitioner whose services are
required to be covered by law in the locality where the policy
is issued ifhe is operating within the scope of his licenseand
performing a service for which benefits are provided under
this plan when performed by a Psychologist.

HC-DFS26 04-10

A\

Review Organization

The term Review Organization refers to an affiliate of Cigna
or another entity to which Cigna has delegated res ponsibility
for performing utilization review services. The Review
Organization is an organization with a staff of clinicians which
may include Physicians, Registered Graduate Nurses, licensed
mental health and substance use disorder professionals, and
othertrained staff members who performutilization review
services.

HC-DFS808 12-15

Sickness— For Medical Insurance

The term Sickness means a physical or mentalillness. Italso
includes pregnancy. Expenses incurred for routine Hospital
and pediatric care ofanewborn child priorto dischargefrom

the Hospital nursery will be consideredto be incurred as a
result of Sickness.

HC-DFS50 04-10
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SkilledNursing Facility

The term Skilled Nursing Facility means a licensed institution
(otherthan a Hospital, as defined) which specializes in:

« physicalrehabilitation onan inpatient basis; or
« skilled nursing and medical care on an inpatientbasis;

but only if that institution: maintains on the premisesall
facilities necessary for medical treatment; provides such
treatment, for compensation, under the supervision of
Physicians; and provides Nurses' services.

HC-DFS31 04-10
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Specialty Prescription Drug Product

A Medical Pharmaceutical considered by Cignato be a
Specialty Prescription Drug Product based on consideration of
the following factors, subject to applicable law: whether the
Medical Pharmaceutical is prescribed and used for the
treatment ofa complex, chronic orrare condition; whether the
Medical Pharmaceutical has a high acquisition cost; and,
whetherthe Medical Pharmaceutical is subject to limited or
restricted distribution, requires special handling and/or
requires enhanced patient education, provider coordinationor
clinical oversight. A Specialty Prescription Drug Product may
not possess allormost of the foregoing characteristics, and the
presence ofany one such characteristic does not guarantee that
a Medical Pharmaceutical will be considered a Specialty
Prescription Drug Product. Specialty Prescription Drug
Products may vary by plan benefit assignmentbasedon
factors suchas method or site of clinical administration, or
utilization management requirements based on factors such as
acquisition cost. You may determine whether a medicationis a
Specialty Prescription Drug Product through the website
shown onyour ID card or by calling member servicesat the
telephone numberon your ID card.

HC-DFS858 10-16

Terminal llIness

A Terminal Illiness will be considered toexist if a person

becomes terminally ill with a prognosis of sixmonths or less
to live, as diagnosed by a Physician.

HC-DFS54 04-10
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Therapeutic Alternative

A Medical Pharmaceutical thatis of the same therapeutic or
pharmacological class, and usually can be expectedto have
similar outcomes and adversereaction profiles when
administered in therapeutically equivalentdoses as, another
Medical Pharmaceutical or over-the-counter medication.

HC-DFS859 10-16

58

myCigna.com



§:2Cigna®

Therapeutic Equivalent

A Medical Pharmaceutical thatis a pharmaceutical equivalent

to another Medical Pharmaceutical or over-the-counter
medication.

HC-DFS860 10-16

Urgent Care

Urgent Care is medical, surgical, Hospital or related health
care services andtestingwhich are notEmergency Services,
but which are determined by Cigna, in accordance with
generally accepted medical standards, to have been necessary
to treat a condition requiring promptmedical attention. This
does notinclude care that could have beenforeseen before
leaving the immediate area where you ordinarily receive
and/orwere scheduled to receive services. Such care includes,
butis not limited to, dialysis, scheduled medical treatments or
therapy, or care received aftera Physician's recommendation
that the insuredshould not travel due toany medical
condition.

HC-DFS34 04-10
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