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GROUP HOSPITALMEDICAL PLAN OF THE AEROSPACE CORPORATION
SUMMARY PLAN DESCRIPTION FOR

THE PPO PLAN OPTION (THE APPO PLANO OR

SECTION 1. INTRODUCTION

@ The Aerospace Corporation (the ACorporat.
Medical Plan of the Aerospace Corporain (t he fAMedi cal Pl ano) ,
effective January 1, 2018. This summary plan description, along with the attached PPO
Pl an Benefit Bookl et describes the benefit:
Pl ano or t he cumBrtsdogebher.desdribeeauebengfits under the Plan as a
Covered Individual.

(b) This Plan is an employee welfare benefit plan within the meaning of ERISA. This Plan is
a seltinsured medical plan intended to meet the requirements of Sections 105(b), 105(h
and 106 of the Internal Revenue Code so that the portion of the cost of coverage paid by
the Employer, and any benefits received by a Covered Individual through this Plan, are not
taxable income to the Covered Individual. The specific tax treatmentyofCamered
Individual will depend on the individual's personal circumstances; the Plan does not
guarantee any particular tax treatment. Covered Individuals are solely responsible for any
and all federal, state, and local taxes attributable to their patimmpin this Plan, and the
Plan expressly disclaims any liability for such taxes.

(c) This Plan is "selinsured" which means benefits are paid from the Employer's general
assets and are not guaranteed by an insurance company. The Plan Sponsor, has contracted
with the Benefit Claims Administrator to perform certain administrative services related to
this Plan.

(d) Anthem is the Benefit Claims Administrator and will process Claims, manage the network
of health care providers, and answer medical benefit and Claastigns. Contact
i nformati on for t he Cl ai ms Admi ni strator
Il nf ormati ono.

(e) This document and the attached PPO Plan Benefit Booklet serve as the Summary Plan
Description (SPD) required under ERISA. This document is parated into the ERISA
plan document for the Medical Plan. It is very important to review this document, the PPO
Plan Benefit Booklet, and the Plan document carefully to confirm a complete
understanding of the benefits available, as well as your resparesbunder this Plan.

() Inorder for a Covered Charge to be paid by the Plan, a Claim must be properly and timely

submitted in accordance with the claims pr
Procedureo. A Cl ai m muhsrtdredosixtyfige {3d5ndaystfrend wi t h
the date the expense was incurred. It i s t

are submitted on time.



(44 AEROSPACE

SECTION 2. SUMMARY OF BENEFITS

The information in this Section summarizes certain benefits available under thi étes. not
describe all of the benefits available, nor does it provide all of the details about how these benefits
may apply in your individual situation. For more details, you must review all relevant sections
of the PPO Plan Benefit Booklet, which is @atachment to this document and is incorporated
herein.

(@)

(b)

(©)

(d)

CostSharing Amounts. Cos$sharing Amounts are amounts that a Covered Individual is
responsible for paying outf-pocket with respect to a Covered Charge. Sbsiring
Amounts include Deductibles,opayments, and Co$&tharing Percentages. There are
different CostSharing Amounts for Covered Services provided byétwork Health

Care Providers (providers that are within the BlueCard PPO Network) and Covered
Services provided by Owtf-Network HealthCare Providers (all other providers).

Copayment. In general, Copayment or Copay refers to a flat dollar amount, per occurrence
of a Covered Service, for which the Covered Individual is responsible. Copayment is a
defined term. See the Definitions sectairnthe end of this document for more information.

Out-of-Pocket Maximum. In general, the GaftPocket Maximum is the annual aggregate
dollar amount of all Copayments or other esisaring amounts for Covered Services
provided by IANetwork or Outof-Netwak Health Care Providers for which a Covered
Individual will be financially responsible. After the Got-Pocket Maximum has been

met, the Plan pays one hundred percent (100%) of the Covered Charge for most Covered
Services for the remainder of that ye@inere is an Individual Owtf-Pocket Maximum

and a Family Oubf-Pocket Maximum. These are both described below.

Deductible. Deductible refers to the annual aggregate amount of Covered Charges for
which the Covered Individual is financially responsibldéobe the Plan has a financial
responsibility. As indicated in the benefits summary, there is an Individual Deductible and
a Family Deductible. Copayments do not apply towards satisfaction of the Deductible and
they continue to apply after the Deductible h@en met, subject to the plans medicat Out
of-pocket Maximum.

There is an IfNetwork deductible and a higher Out of Network deductible. The amount
you pay for out of network Covered Services is counted toward the In Network Deductible,
but not vice vers.

The chart below provides an overview of the benefits available under the PPO Plan. The
costsharing percentages listed below reflect the amount payable by the Plan. Please note
that if your health insurance benefits are subject to collective bargamihgthe
Corporation, your available benefits may differ.
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ANTHEM PPOPLAN OPTION

PROVIDERS

LIFETIME M AXIMUM

ANNUAL DEDUCTIBLE 1 |INDIVIDUAL *

ANNUAL DEDUCTIBLE T FAMILY *

MEDICAL OUT OF POCKET MAXIMUM - | NDIVIDUAL

MEDICAL OUT OF POCKET MAXIMUM - FAMILY

OFFICE VISIT T PRIMARY CARE PHYSICIAN
OFFICE VISIT | SPECIALIST

HOSPITALIZATION

DIAGNOSTIC X-RAY AND L AB**
OUTPATIENT **

PREVENTIVE CARE**

EMERGENCY Roowm

PRESCRIPTION DRUGST DEDUCTIBLE

PRESCRIPTION DRUGST OUT OF POCKET M AXIMUM
I NDIVIDUAL

FAMILY

PRESCRIPTION DRUGST RETAIL (30DAYS)
GENERIC

BRAND FORMULARY

BLUECARD NETWORKOR
OUT OFNETWORK
PROVIDERS

UNLIMITED

$500IN NETWORK, $7500UT OF
NETWORK

$1500IN NETWORK, $2,2500UT
OF NETWORK

$3,000(IN NETWORK)
$9,000(0uUT OF NETWORK)

$6,000(IN NETWORK)
$18,00000UT OF NETWORK)
$20CoprAY (50%0uUT OF
NETWORK)**

$35CoPAY (50%0uUT OF
NETWORK)**

809%IN NETWORK, 50%0UT OF
NETWORK
PRECERTIFICATION REQURED

80%IN NETWORK, 50%OUT OF
NETWORK

80%IN NETWORK, 50%OuUT OF
NETWORK

100%IN NETWORK, 50%OuT OF
NETWORK

$150COPAY***

$200BRAND DRUGS
IN NETWORK COVERAGE QILY

IN NETWORK COVERAGE QILY
$3,600

$7,200

IN NETWORK COVERAGE QILY
$10coPAY
20%($30MIN/$60MAX )
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Assuring Spacs Mission Suosess

ANTHEM PPOPLAN OPTION
BRAND NON-FORMULARY 50% ($60MIN/$120MAX )
SPECIALTY 20%,$100COPAY MAX

PRESCRIPTION DRUGST MAIL ORDER (90 DAYS) IN NETWORK COVERAGE QLY

GENERIC $20coPAY

BRAND FORMULARY 20%($60MIN/$120MAX )
BRAND NON-FORMULARY 50%($120MIN/$240MAX )
SPECIALTY (UP TO 30DAY SUPPLY) 20%,$100COPAY MAX

*Qut of network deductible amounts are applied to thedtwork deductible, but not vice versa

**Qut of Network Percentage applied to the usual and customary charge as determined by Anthem
Blue Cross Blue Shield

*** Waived if Admitted

***% Subject to Plan approval

SECTION 3. WHEN REGULAR COVERAG& BEGINS

(@) Regular Coverage in the Plan.
0] Eligible Employees.

A new Eligible Employee can elect to begin Regular Coverage in the Plan by
properly submitting the prescribed application to the Corporation within 31

days of first becoming an Eligible Employee. In the case of a newly hired
Eligible Employee, such Regular Coverage will be effective on the Eligible

Empl oyeeds date of hire if the applica

(i) Dependents.

An EIl i gi bl e By Reyylae Eodesageeir tkecPlan may also
include an election of Regular Coverage for his or her eligible Dependents.

In addition, where a Spouse or Same Sex Domestic Partner is also an Eligible Employee,
Regular Coverage for eligible Dependents ohbe#n be elected by either Employee.

SECTION 4. MAXIMUM ALLOWED AMOU NT

(@) Definition of Maximum Allowed Amount.

The maxmum allowed amount is the total reimbursement payable under the Plan for
covered services that a Covered Individual receives from participating and non
participating providers. 1t is the Plands |
combinedwith any Copayment paid by the Covered Individual. In some cases, a Covered
Individual may be required to pay the entire maximum allowed amount. For instance, if a

4
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Covered Individual has not met the Deductible under the Plan, the Covered Individual
could ke responsible for paying the entire maximum allowed amount for covered services.
In addition, if these services are received from apanicipating provider, the Covered
Individual may be billed by the provider for the difference between their chargdban
maximum allowed amount. In many situations, this difference could be significant.

(b) Participating Providers.

The maximum allowed amount may vary depending upon whether the provider is a
participating provider, a neparticipating provider or other héfalcare provider. There are
two types of participant providers under this PlalPPO Providers and Traditional
Providers. See the PPO Plan Benefit Booklet for differences in costs under the Plan.

For covered services performed by a participating providentaximum allowed amount

will be the rate the participating provider has agreed with the Benefit Claims Administrator

to accept as reimbursement for the covered services. Please see the Plan Document
(including the PPO Plan Benefit Booklet) for additiomaflormation on participating
providers.

SECTION 5. COVERED MEDICAL CARE

Subject to the maximums set forth herein, other requirements set forth in the attached PPO Plan
Benefit Booklet, and the exclusions or limitations listed under Medical Care that is Not Covered,
the Plan will provide benefits for the following services and supplies:

@ Urgent Care. Services and supplies receivec
or, in the case of pregnancy, the health of the unborn child, resulting from an unforeseen
illness, medical condition, or complication of an existing condition, including pregnancy,
for which treatment cannot be delayed. Urgent care services are not emergency services.
Services for urgent care are typically provided by an urgent care cerdtreorfacility
such as a physiciands office. Urgent <care
nortparticipating providers.

(b) Hospital services, as described below, are subject tsgmce review to determine
medical necessity.

(1 Inpatient service and supplies, provided by a hospital. The maximum allowed
amount will not include char gebsdroom e x C e ¢
rate unless physician orders, and the Benefit Claims Administrator authorizes, a
private room as medically necesy.

(i) Services in special care units.

(i)  Outpatient services and supplies provided by a hospital, including outpatient
surgery.
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(c) Skilled Nursing Facility. Inpatient services and supplies provided by a skilled nursing
facility, for up to 180 days per stay. S&id nursing facility services and supplies are subject
to preservice review to determine medical necessity.

(d) Home Health Care. The following services provided by a home health agency and subject
to preservice review to determine medical necessity:

0] Services of a registered nurse or licensed vocational nurse under the supervision of
a registered nurse or a physician.

(i) Services of a licensed therapist for physical therapy, occupational therapy, speech
therapy, or respiratory therapy.

(i)  Services of a medical satiservice worker.

(iv)  Services of a health aide who is employed by (or who contracts with) a home health
agency. Services must be ordered and supervised by a registered nurse employed
by the home health agency as professional coordinator. These serviaegeaee c
only if the Covered Individual is also receiving the services listed in (i) or (ii) above.

(V) Medically necessary supplies provided by the home health agency.

(vi)  Inno event will benefits exceed 180 visits during a calendar year. One home health
visit by a home health aide is defined as a period of covered service of up to four
hours during any one day.

(vi)  Home health care services are not covered if received while a Covered Individual
i s receiving benefits under the AHospic

(e) Hospice CareThe services and supplies listed below are covereen provided by a
hospicefor the palliative treatment of pain and other symptoms associated with a terminal
disease. Palliative care is care that controls pain and relieves symptomsdbunhiended
to cure the illness. A Covered Individual must be suffering from a terminal iliness for which
the prognosis of life expectancy is one year or less, as certified by the tygatsigian
and submitted to thBenefit Claims AdministratoiCoveed serviceare available on a 24
hour basis for the management of the condi
consent to care by the hospice and must be consulted in the development of the treatment
plan. The hospice must submit a written tneat plan to the Benefit Claims Administrator
every 30 days.

() Interdisciplinary team care with the development and maintenance of an
appropriate plan of care.

(i) Shortterm inpatienthospitalcare when required in periods of crisis or as respite
care. Coveragef inpatient respite care is provided on an occasional basis and is
limited to a maximum of five consecutive days per admission.



(44 AEROSPACE

(f)

(i) Skilled nursing services provided by or under the supervisiomegfistered nurse.
Certified home health aide services and homemaker services provided under the
supervision of a registered nurse.

(iv)  Social services and counseling services provided by a qualified social worker.

(v) Dietary and nutritional guidance. Nutritionslipport such as intravenous feeding
or hyperalimentation.

(vi)  Physical therapy, occupational therapy, speech therapy, and respiratory therapy
provided by a licensed therapist.

(vii)  Volunteer services provided by trainlkedspicevolunteers under the direction of a
hospicestaff member.

(viii)  Pharmaceuticals, medical equipment, and supplies necessary for the management
of a medical condition. Oxygen and related respiratory therapy supplies.

(ix)  Bereavement services, including assessment of the needs of the bereaved family
anddevelopment of a care plan to meet those needs, both prior to and following the
Covered I ndi vidual 6s death. Bereavemen:
members of the immediate family for a period of one year after the death.
Immediate family means spse, children, stephildren, parents, and siblings.

x) Palliative care (care which controls pain and relieves symptoms, but does not cure)
which is appropriate for the illness.

Infusion Therapy. The following services and supplies, when provided by a hfusienn
therapy provider in the Covered I ndividual
gualified health care provider, for the intravenous administration of his or her total daily
nutritional intake or fluid requirements, medication related ioeds or injury,
chemotherapy, including but not limited to Parenteral Therapy and Total Parenteral
Nutrition (TPN), medication related to illness or injury, chemotherapy, antibiotic therapy,
aerosol therapy, tocolytic therapy, special therapy, intraveruasation, or pain
management:

0) Medication, ancillary medical supplies and supply delivery, (not to exceed a 14
day supply); however, medication which is delivered but not administered is not
covered;

(i) Pharmacy compounding and dispensing services (ingyzharmacy support) for
intravenous solutions and medications;

(i)  Hospital and home clinical visits related to the administration of infusion therapy,
including skilled nursing services including those provided for: (a) patient or
alternative caregiver traing; and (b) visits to monitor the therapy;
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(iv) Rental and purchase charges for durable medical equipment; maintenance and
repair charges for such equipment;

(V) Laboratory services to monitor the patient's response to therapy regimen.

(viy  Total Parenteral Nutrition @N), Enteral Nutrition Therapy, antibiotic therapy,
pain management, chemotherapy, and may also include injectionsnfindicaular,
subcutaneous, or continuous subcutaneous).

Infusion therapy provider services are subject tesem@ice review to determimaedical
necessity.

() Ambulatory Surgical Center. Services and supplies provided by an ambulatory surgical
center in connection with outpatient surgery. Ambulatory surgical center services are
subject to preservice review to determine medical necessity.

(h) Reail Health Clinic. Services and supplies provided by medical professionals who provide
basic medical services in a retail health clinic including, but not limited to:

) Preventive services and vaccinations.
(i) Health condition monitoring and testing.
(i)  Exams fo minor illnesses and injuries.

) Online Visits. When available in the Cover e
from a LiveHealth Online Provider. Covered services include medical consultations using
the internet via webcam, chat, or voiceli@avisits are covered only from providers who
contract with LiveHealth Online. Necovered services include, but are not limited to, the
following:

0) Consultations between physicians.

(i) Reporting normal lab or other test results.

(i) Office visit appointment ragests or changes.

(iv)  Billing, insurance coverage, or payment questions.

(V) Requests for referrals to other physicians or healthcare practitioners.

(vi)  Benefit precertification.

(vii)  Consultations provided by telephone, electronic mail, or facsimile machines.

Covered Idividuals will be financially responsible for the costs associated with non
covered services.
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(),

(k)

()

Professional Services. This includes services of a physician or an anesthetist (M.D. or
C.R.N.A).

Reconstructive Surgery. Reconstructive surgery performed teatateformities caused

by congenital or developmental abnormalities, illness, or injury for the purpose of
improving bodily function or symptomatology or creating a normal appearance. This
includes medically necessary dental or orthodontic services riatnaintegral part of
reconstructive surgery for cleft palate pr
may include cleft palate, cleft lip, or other craniofacial anomalies associated with cleft
palate. This does not apply to orthognathic surgery.

Ambulance. Ambulance services are covered when a Covered Individual is transported by
a state licensed vehicle that is designed, equipped, and used to transport the sick and injured
and is staffed by Emergency Medical Technicians (EMTs), paramedic$esrlicensed

or certified medical professionals. Ambulance services are covered when one or more of
the following criteria are met:

0] For ground ambulance, when a Covered Individual is transported:

(A)  From his or her home, or from the scene of an accident eatical
emergency, to a hospital,

(B) Between hospitals, including when a Covered Individual is required to
move from a hospital that does not contract with the Benefit Claims
Administrator to one that does, or

(C) Between a hospital and a skilled nursing factityother approved facility.
(i) For air or water ambulance, when a Covered Individual is transported:
(A)  From the scene of an accident or medical emergency to a hospital,

(B) Between hospitals, including when a Covered Individual is required to
move from a hospitathat does not contract with the Benefit Claims
Administrator to one that does, or

(C) Between a hospital and another approved facility.

Ambulance services are subject to medical necessity reviewsseRiiee review is

required for air ambulance in a ramedcal emergency. When using an air ambulance in

a nonemergency situation, the Benefit Claims Administrator reserves the right to select

the air ambulance provider. If a Covered Individual does not use the air ambulance the
Benefit Claims Administrator selecin a noremergency situation, no coverage will be

provided. A Covered Individual must be taken to the nearest facility that can provide care
for the Covered Individual 6s condition. [ n
transportation to a fady that is not the nearest facility. Ambulance services are not
covered when another type of transportation can be used without endangering a Covered

|l ndi vidual 6s health. Ambul ance services fo
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convenience ofaGer ed I ndividual 6s family members
service. Coverage includes medically necessary treatment of an illness or injury by medical
professionals from an ambulance service, even if the Covered Individual is not transported

to a hopital.

If provided through the 911 emergency response system, ambulance services are covered
if you reasonably believed that a medical emergency existed even if you are not transported
to a hospital.

Coverage is only provided for air ambulance servicesnwhis not appropriate to use a

ground or water ambulance. Air ambulance will not be covered if a Covered Individual is

taken to a hospital that is not an acute care hospital (such a skilled nursing facility), or if a
Covered Individual istakentoaphy ci ands office or their hon

If a Covered Individual is being transported from one hospital to another, air ambulance
will only be covered if using a ground ambulance would endanger their health and if the
hospital that first treats the Covered Individcannot provide the needed medical services.

(m) Diagnostic Services. Certain outpatient diagnostic imaging and laboratory services.

(n) Advanced Imaging Procedures. Imaging procedures, including, but not limited to,
Magnetic Resonance Imaging (MRQomputerized Tomography (CT scans), Positron
Emission Tomography (PET scan), Magnetic Resonance Spectroscopy (MRS scan),
Magnetic Resonance Angiogram (MRA scan), Echocardiography and nuclear cardiac
imaging are subject to piervice review to determine wlieal necessity. Certain services
require preservice review. See the Plan Document and the PPO Plan Benefit Booklet for
details.

(0) Radiation Therapy. This includes treatment of disease usiag,xadium or radioactive
isotopes, other treatment methodsc(sas teletherapy, brachytherapy, intra operative
radiation, photon or high energy particle sources), material and supplies used in the therapy
process and treatment planning. These services can be provided in a facility or professional
setting.

(p) Chemotherpy. This includes the treatment of disease using chemical or antineoplastic
agents and the cost of such agents in a professional or facility setting.

(q) Hemodialysis Treatment. This includes services related to renal failure and chronic (end
stage) renal disesse, including hemodialysis, home intermittent peritoneal dialysis home
continuous cycling peritoneal dialysis and home continuous ambulatory peritoneal dialysis.
The following renal dialysis services are covered:

0] Outpatient maintenance dialysis treatmemtsn outpatient dialysis facility;
(i) Home dialysis; and

(i)  Training for seldialysis at home including the instructions for a person who will
assist with seftlialysis done at a home setting.

10
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() Prosthetic Devices.
) Breast prostheses following a mastectomy.

(i) Proghetic devices to restore a method of speaking when required as a result of a
covered medically necessary laryngectomy.

(i)  The Plan will pay for other medically necessary prosthetic devices, including:
(A) Artificial limbs or eyes;
(B)  Surgical implants;

(C)  The first mir of contact lenses or eye glasses when required as a result of a
covered medically necessary eye surgery;

(D)  Scalp hair prostheses when required as a result of hair loss due to alopecia
areata or alopecia totalis, chemotherapy, radiation therapy, or pErman
hair loss due to injury, limited to one per calendar year;

(E)  Therapeutic shoes and inserts for the prevention and treatment of diabetes
related foot complications; and

(F)  Orthopedic footwear used as an integral part of a brace; shoe inserts that are
custommolded to the patient.

(s) Durable Medical Equipment. Rental or purchase of dialysis equipment; dialysis supplies.
Rental or purchase of other medical equipment and supplies which are:

(1 Of no further use when medical needs end;

(i) For the exclusive use of the peit;

(i) Not primarily for comfort or hygiene;

(iv)  Not for environmental control or for exercise; and
(V) Manufactured specifically for medical use.

Specific durable medical equipment is subject tegamice review to determine medical
necessity.

(t) Pediatric AsthmaEquipment and Supplies. The following items and services when
required for the medically necessary treatment of asthma in a dependent child:

0] Nebulizers, including face masks and tubing. These items are covered under the
plan's medical benefits and are sobject to any limitations or maximums that
apply to coverage for durable medical equipment (see "Durable Medical
Equipment”).

11



(44 AEROSPACE

(ii)

Education for pediatric asthma, including education to enable the child to properly
use the items listed above. This educatiohtva covered under the Plan's benefits
for office visits to a physician.

(u) Blood. Blood transfusions, including blood processing and the cost of unreplaced blood
and blood products. Charges for the collection, processing and storage-adrsetd

blood ae covered, but only when specifically collected for a planned and covered surgical
procedure.

v)

Dental Care.

(i)

Admissions for Dental Care. Listed inpatient hospital services for up to three days
during a hospital stay, when such stay is required for denstitemt and has been

ordered by a physician (M.D.) and a dentist (D.D.S. or D.M.D.). The Benefit
Claims Administrator will make the final determination as to whether the dental
treatment could have been safely rendered in another setting due to the hature o
the procedure or a Covered Individual 6s
purpose of administering general anesthesia are not considered necessary and are
not covered except as specified below.

(A)  General Anesthesia. General anesthesia and assbdeiéity charges
when a Covered Individual déds clinical
requires that dental procedures be rendered in a hospital or ambulatory
surgical center. This applies only if (a) the Covered Individual is less than
seven yearsld, (b) the Covered Individual is developmentally disabled, or
(c) the Covered Individual s health
is medically necessary. Charges for the dental procedure itself, including
professional fees of a dentist, are notered.

(B)  Dental Injury. Services of a physician (M.D.) or dentist (D.D.S. or D.M.D.)
solely to treat an accidental injury to natural teeth. Coverage shall be limited
to only such services that are medically necessary to repair the damage done
by the accidemt injury and/or restore function lost as a direct result of the
accidental injury. Damage to natural teeth due to chewing or biting is not
accidental injury unless the chewing or biting results from a medical or
mental condition.

(C) Cleft Palate. Medically ecessary dental or orthodontic services that are an
i ntegr al part of reconstructive surd
pal ated means a condition that may |
craniofacial anomalies associated with cleft palate

(D)  Orthognathic Surgery. Orthognathic surgery for a physical abnormality
that prevents normal function of the upper or lower jaw and is medically
necessary to attain functional capacity of the affected part.

(w) Pregnancy and Maternity Care.

12
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0] All medical benefits for a Covered Individual when provided for pregnancy or
maternity care, including the following services:

(A)  Prenatal, postnatal and postpartum care;

(B) Ambulatory care services (including ultrasounds, fetal-stoess tests,
physician office visits, ah other medically necessary maternity services
performed outside of a hospital);

(C) Involuntary complications of pregnancy;
(D) Diagnosis of genetic disorders in cases of frigk pregnancy; and

(E) Inpatient hospital care including labor and delivery. Inpatienfpitels
benefits in connection with childbirth will be provided for at least 48 hours
following a normal delivery or 96 hours following a cesarean section, unless
the mother and her physician decide on an earlier discharge.

(i) Medical hospital benefitsforroui ne nur sery care of a new
natural mother is a Covered Individual. Routine nursery care of a newborn child
includes screening of a newborn for genetic diseases, congenital conditions, and
other health conditions provided through paogram established by law or
regulation.

(x) Transplant Services. Services and supplies provided in connection withiravesetigative
organ or tissue transplant, if the Covered Individual is:

0) The recipient; or
(i) The donor.

Benefits for an organ donor ars fallows:

(A)  When both the person donating the organ and the person getting the organ
are Covered Individuals under this Plan, each will get benefits under their
plans.

(B)  When the person getting the organ is a Covered Individual under this plan,
but the persodonating the organ is not, benefits under this plan are limited
to benefits not available to the donor from any other source. This includes,
but is not limited to, other insurance, grants, foundations, and government
programs.

(i)  If a Covered Individual iglonating the organ to someone who is not a Covered
Individual, benefits are not available under this Plan.

The maximum allowed amount for a donor, including donor testing and donor search, is
limited to expense incurred for medically necessary medicalkssrenly. The maximum

13
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allowed amount for services incident to obtaining the transplanted material from a living
donor or a human organ transplant bank will be covered. Such charges, including
complications from the donor procedure for up to six weeks thentdlate of procurement,

are covered. Services for treatment of a condition that is not directly related to, or a direct
result of, the transplant are not covered.
from an authorized, licensed registry fane marrow/stem cell transplants will not exceed
$30,000 per transplant. See the Plan document and attachments for additional details.

(y) Bariatric Surgery. Services and supplies in connection with medically necessary surgery
for weight loss, only for morbidbesity and only when performed at a designated CME
facility. Covered Individuals must obtain pservice review for all bariatric surgical
procedures.

(z) Transgender Services. Services and supplies provided in connection with gender transition
when a Covere Individual has been diagnosed with gender identity disorder or gender
dysphoria by a physician. This coverage is provided according to the terms and conditions
of the Plan that apply to all other covered medical conditions, including medical necessity
requirements, utilization management, and exclusions for cosmetic services. Coverage
includes, but is not limited to, medically necessary services related to gender transition
such as transgender surgery, hormone therapy, psychotherapy, and vocal training.

) Coverage is provided for specific services according to plan benefits that apply to
that type of service generally, if the Plan includes coverage for the service in
guestion. If a specific coverage is not included, the service will not be covered. For
exampe, transgender surgery would be covered on the same basis as any other
covered, medically necessary surgery; hormone therapy would be covered under
the planés prescription drug benefits (

(i) Transgender services are subjegptior authorization in order for coverage to be
provided.

(@aa) Mental or Nervous Disorders or Substance Abuse. Covered services shown below for
the medically necessary treatment of mental or nervous disorders or substance abuse,
or to prevent the deterioratiaf chronic conditions.

0) Inpatient hospital services and services from a residential treatment center.

(i) Partial hospitalization, including intensive outpatient programs and visits to a
day treatment center. Partial hospitalization is covered as stated in the
AHospital o provision of the PPO PIl an
and supplies.

(i) Physician visits during a covered inpatient stay.

(iv)  Physician visits for outpatient psychotherapy or psychological testing for the
treatment of mental or nervoussdrders or substance abuse. This includes
nutritional counseling for the treatment of eating disorders such as anorexia
nervosa and bulimia nervosa.

14
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(V) Treatment for substance abuse does not include smoking cessation programs,
nor treatment for nicotine depsency or tobacco use.

(bb) Preventive Care Services. Preventive care includes screenings and other services for
adults and children. All recommended preventive services will be covered as required
by the Affordable Care Act (ACA) and applicable state law. Tteans for preventive
care services, the calendar year deductible will not apply to these services or supplies
when they are provided by a participating provider. N@apment will apply to these
services or supplies when they are provided by a particgatovider.

) A physician's services for routine physical examinations.
(i) Immunizations prescribed by the examining physician.

(i)  Radiology and laboratory services and tests ordered by the examining physician
in connection with a routine physical examination¢glesing any such tests
related to an illness or injury. Those radiology and laboratory services and tests
related to an illness or injury will be covered as any other medical service
avail abl e under t he t er ms and condit
Sevi ceso.

(iv)  Health screenings as ordered by the examining physician for the following:
breast cancer, including BRCA testing if appropriate (in conjunction with
genetic counseling and evaluation), cervical cancer, including human
papillomavirus (HPV), prostateancer, colorectal cancer, and other medically
accepted cancer screening tests, blood lead levels, high blood pressure, type 2
diabetes mellitus, cholesterol, obesity, and screening for iron deficiency anemia
in pregnant women.

(V) Human immunodeficiency vis(HIV) testing, regardless of whether the testing
is related to a primary diagnosis.

(vi)  Counseling and risk factor reduction intervention services for sexually
transmitted infections, human immunodeficiency virus (HIV), contraception,
tobacco use, and tobacaoserelated diseases.

(vii)  Additional preventive care and screening for women provided for in the
guidelines supported by the Health Resources and Services Administration,
including the following:

(A) All FDA -approved contraceptive drugs, devices and other ptoéarc
women, including ovethe-counter items, if prescribed by a physician.
This includes contraceptive drugs, injectable contraceptives, patches
and devices such as diaphragms, intra uterine devices (IUDs) and
implants, as well as voluntary sterilizatiprocedures, contraceptive
education and counseling. It also includes follapvservices related to
the drugs, devices, products and procedures, including but not limited

15
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to management of side effects, counseling for continued adherence, and
device inseron and removal.

At least one form of contraception in each of the methods identified in

the FDAOGs Birth Control Guide wil/l
under this section. If there is only one form of contraception in a given
method, or if a form of coraception is deemed not medically
advisable by a physician, the prescribed F&pproved form of
contraception will be covered as preventive care under this section.

In order to be covered as preventive care, contraceptive prescription

drugs must be eith@& generic or singlsource brand name drug (those

without a generic equivalent). Mukiource brand name drugs (those

with a generic equivalent) will be covered as preventive care services
when medi cally necessary accordin
atendi ng physici an, ot herwise they v
prescription drug benefits.

(B) Breast feeding support, supplies, and counseling. One breast pump will
be covered per pregnancy under this benefit.

© Gestational diabetes screening.
(D) Preventive preatal care.

(E) Preventive services for certain higbk populations as determined by
the Covered Individual 6s physician.

This list of preventive care services is not exhaustive. Preventive tests and screenings with
a rating of Aor B in the current recommendations of the United States Preventive Services
Task Force (USPSTF), or those supported by the Health Resources and Services
Administration (HRSA) will be covered with no copayment and will not apply to the
calendar year dedubte.

A Covered Individual may call member services using the number on his or her ID card
for additional information about these ser\

https://www.healthcare.gov/whate my-preventivecarebenefits
http://www.ahrg.gov
http://www.cdc.gov/vaccines/acip/index.html

(cc) Breast Cancer. Services and supplies provided in connection with the screening for,
diagnosis of, and treatment for breast cancer whether due to illness or injury, including:

16
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) Diagnostic mammogram examations in connection with the treatment of a
diagnosed illness or injury. Routine mammograms will be covered initially
under the Preventive Care Services benefit.

(i) Breast cancer (BRCA) testing, if appropriate, in conjunction with genetic
counseling and eluation. When done as a preventive care service, BRCA
testing will be covered under the Preventive Care Services benefit.

(i)  Mastectomy and lymph node dissection; complications from a mastectomy
including lymphedema.

(iv)  Reconstructive surgery of both breagtsrformed to restore and achieve
symmetry following a medically necessary mastectomy.

(V) Breast prostheses following a mastecto

This coverage is provided according to the terms and conditions of this Plan that apply
to all othemmedical conditions.

(dd) Clinical Trials. Coverage is provided for routine patient costs received as a participant
in an approved clinical trial. The services must be those that are listed as covered by
this plan for Covered Individuals who are not enrolled aiinical trial.

0] Routine patient care costs include items, services, and drugs provided to a
Covered Individual in connection with an approved clinical trial that would
otherwise be covered by the Plan.

(i) An fAapproved cl i ni c aphastliliorgphaée Mchnical phas
trial that studies the prevention, detection, or treatment of cancer or another life

threatening disease or condition, from which death is likely unless the disease
or condition is treated. Coverage is limited to the foifayclinical trials:

(A) Federally funded trials approved or funded by one or more of the
following:

(2) The National Institutes of Health,

(2) The Centers for Disease Control and Prevention,
3) The Agency for Health Care Research and Quality,
(4) The Centers for Medicare diMedicaid Services,

(5) A cooperative group or center of any of the four entities listed
above or the Department of Defense or the Department of
Veterans Affairs,

17
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(6)

(7)

(8)

9)

A qualified nongovernmental research entity identified in the
guidelines issued by the Natioastitutes of Health for center
support grants, or

Any of the following departments if the study or investigation
has been reviewed and approved through a system of peer
review that the Secretary of Health and Human Services
determines (1) to be comparalib the system of peer review

of investigations and studies used by the National Institutes of
Health, and (2) assures unbiased review of the highest
scientific standards by qualified individuals who have no
interest in the outcome of the review:

(@) TheDepartment of Veterans Affairs,
(b)  The Department of Defense, or
(c) The Department of Energy.

Studies or investigations done as part of an investigational new
drug application reviewed by the Food and Drug
Administration.

Studies or investigations done for druigals that are exempt
from the investigational new drug application.

Participation in the clinical trial must be recommended by a Covered

I ndi vi

potential benefit. All requests for cliniciials services, including requests that

ar e

not

part of approved clinical t

Clinical Coverage Guidelines, related policies and procedures.

(B)

Routine patient costs do not include the costs associated with any of

the following:

(2) The investigational item, device, or service.

(2) Any item or service provided solely to satisfy data collection
and analysis needs and that is not used in the clinical
management of the patient.

3) Any service that is clearly inconsistent withdely accepted
and established standards of care for a particular diagnosis.

(4) Any item, device, or service that is paid for by the sponsor of

the trial or is customarily provided by the sponsor free of
charge for any enrollee in the trial.
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(ee) Hearing Aid Servies. The following hearing aid services are covered when provided
by or purchased as a result of a written recommendation from an otolaryngologist or a
statecertified audiologist.

) Audiological evaluations to measure the extent of hearing loss and determine
the most appropriate make and model of hearing aid. These evaluations will be
covered under plan benefits for office visits to physicians.

(i) Hearing aids (monaural or binaural) including ear mold(s), the hearing aid
instrument, batteries, cords and otherilbary equipment.

(i) Visits for fitting, counseling, adjustments and repairs for ay@a period after
receiving the covered hearing aid.

(iv)  Benefits are provided for one hearing aid per ear every three years.
(V) No benefits will be provided for the following:

(A) Charges for a hearing aid which exceeds specifications prescribed for
the correction of hearing loss, or for more than one hearing aid per ear
every three years.

(B) Surgically implanted hearing devices (i.e., cochlear implants, audient
bone conduction devices)Medically necessary surgically implanted
hearing devices may be covered unde
devices (see AProsthetic Deviceso)

() Physical Therapy, Physical Medicine, Occupational Therapy-{uk related),
Acupuncture, and ChiropractCare. The following services provided by a licensed
physician under a treatment plan:

0) Physical therapy and physical medicine provided on an outpatient basis for the
treatment of illness or injury including the therapeutic use of heat, cold,
exercise, @ctricity, ultraviolet radiation, manipulation of the spine, or massage
for the purpose of improving circulation, strengthening muscles, or encouraging
the return of motion. (This includes many types of care which are customarily
provided by chiropractorsphysical therapists and osteopaths. It does not
include massage therapy services at spas or health clubs.)

(i) Occupational therapy provided on an outpatient basis when the ability to
perform daily life tasks has been lost or reduced by, or has not beeopizi/el
due to, iliness or injury including programs which are designed to rehabilitate
mentally, physically or emotionally handicapped persons. Occupational therapy
programs are designed to maximize or improve a patient's upper extremity
function, perceptuahotor skills and ability to function in daily living activities.

(i)  Acupuncture services of a physician for acupuncture treatment to treat a
disease, illness or injury, including a patient history visit, physical examination,
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(99)

(hh)

(ii)

(iv)

(V)

(vi)

(vii)

treatment planning and treatmevaluation, electr@acupuncture, acupressure,
cupping and moxibustion.

Benefits are not payable for care provided to relieve general soreness or for
conditions that may be expected to improve without treatment. For the purposes
of this benefit, the termvisit" shall include any visit by a physician in that
physiciandés office, or in any other
of the services covered under this limited benefit are rendered, even if other
services are provided during the sametyvisi

Up to 24 visits in a year for all covered services (except acupuncture) are
payable if medically necessary. Up to 34 visits in a year for acupuncture
services are payable. If additional visits for physical therapy, physical medicine
or occupational thepy are needed, peervice review must be obtained prior

to receiving the services.

If it is determined that an additional period of physical therapy, physical
medicine or occupational therapy is medically necessary, the Benefit Claims
Administrator will specify a specific number of additional visits. Such
additional visits are not payable if pservice review is not obtained.

There is no limit on the number of covered visits for medically necessary
physical therapy, physical medicine, and occupatidmetapy. But additional
visits in excess of the number of visits stated above must be authorized in
advance.

Injectable Drugs and Implants for Birth Control. Injectable drugs and implants for birth
control administered i nneassghysi cianos

Speech Therapy and Spedahguage pathology (SLP) services. Services to identify,
assess, and treat speech, language, and swallowing disorders in children and adults.
Therapy that will develop or treat communication or swallowing skills toecorm
speech impairment.

Diabetes. Services and supplies provided for the treatment of diabetes, including:

(i)

The following equipment and supplies:

(A) Blood glucose monitors, including monitors designed to assist the
visually impaired, and blood glucose testsigps.

(B) Insulin pumps.
© Pen delivery systems for insulin administration @(aisposable).

(D) Visual aids (but not eyeglasses) to help the visually impaired to
properly dose insulin.
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(i)

(kk)

(N

(mm)

(E) Podiatric devices, such as therapeutic shoes and shoe inserts, to treat
diabetesrelated complications.

(i) Diabetes education program which:

(A) Is designed to teach a Covered Individual who is a patient and Covered
Individual of the patient's family about the disease process and the daily
management of diabetic therapy;

(B) Includes sdtmanagement training, education, and medical nutrition
therapy to enable the Covered Individual to properly use the
equipment, supplies, and medications necessary to manage the disease;
and

© Is supervised by a physician.

Diabetes education services aree@d under plan benefits for office visits to
physicians.

(i)  The following items are covered as medical supplies:

(A) Insulin syringes, disposable pen delivery systems for insulin
administration. Charges for insulin and other prescriptive medications
are not coveed.

(B) Testing strips, lancets, and alcohol swabs.

(iv)  Screenings for gestational diabetes are covered under the Preventive Care
Services benefit.

Jaw Joint Disorders. The Plan will pay for splint therapy or surgical treatment for
disorders or conditions of th@ints linking the jawbones and the skull (the
temporomandibular joints), including the complex of muscles, nerves and other tissues
related to those joints.

Special Food Products. Special food products and formulas that are part of a diet
prescribed by physician for the treatment of phenylketonuria (PKU). These items will
be covered as medical supplies.

Prescription Drug for Abortion. Mifepristone is covered when provided under the Food
and Drug Administration (FDA) approved treatment regimen.

Prescripion Drugs Obtained from or Administered by a Medical Provider. The Plan
includes benefits for prescription drugs when they are administered to a Covered
Individual as part of a physician visit, services from a home health agency, or at an
outpatient hospat. This includes drugs for infusion therapy, chemotherapy, specialty
pharmacy drugs, blood products and any drug that must be administered by a physician.
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0] Benefits for drugs that a Covered Individual injects or get at a retail pharmacy
(i.e., selfadminstered drugs) are not covered under this section.

(i) Prior Authorization. Certain specialty pharmacy drugs require written prior
authorization. Prior authorization criteria will be based on medical policy and
the pharmacy and therapeutics process. In oalget a specialty pharmacy
drug that requires prior authorization, a physician must make a request to the
Benefit Claims Administrator. The request may be made by either telephone or
facsimile to the Benefit Claims Administrator. At the time the request is
initiated, specific clinical information will be requested from the physician
based on medical policy and/or clinical guidelines, based specifically on a
Covered Individual 6s diagnosis and/ or
or clinical rationalefor the specialty pharmacy drug. If the request is not for
urgently needed drugs, after the Benefit Claims Administrator gets the request
from the physician:

(A) Based on the Covered Individual 0s
necessary, the Benefit Claims ithistrator will review it and decide
if they will approve benefits within-business days.

(B) If more information is needed to make a decision, the Benefit Claims
Administrator will tell the physician in writing within-business days
after they get the remst what information is missing and why they
cannot make a decision. If, for reasons beyond the Benefit Claims
Administrator's control, they cannot tell the physician what
information is missing within fusiness days, the Benefit Claims
Administrator wil tell the physician that there is a problem as soon as
they know that they cannot respond with#b&siness days.

If you have any questions regarding whether a specialty pharmacy drug requires
prior authorization, please call800-700-2541 (or TTY/TDD 1-800-905
9821).

If the Benefit Claims Administrator denies a request for prior authorization of
a specialty pharmacy drug, the Covered Individual or the prescribing physician
may appeal the decision by calling8@0-700-2541 (or TTY/TDD 1800-905
9821).

SECTION 6. BENEFITS FOR PERVASI¥. DEVELOPMENTAL DISCRDER OR AUTISM

(@) This Plan provides coverage for behavioral health treatment for Pervasive Developmental
Disorder or autism. This coverage is provided according to the terms and conditions of the
Plan that apply to atither medical conditions, except as specifically stated in this Section.
Behavioral health treatment services covered underpilis are subject to the same
deductibles, coinsurance, and copayments that apply to services provided for other covered
medica conditions. Services provided by Qualified Autism Service Providers, Qualified
Autism Service Professionals, and Qualified Autism Service Paraprofessionals (see the
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ADefinitionso bel owanbenéfit for office visitotephysicems under
whet her services are prouvihcke daitn etnlh & s p rh @ \mie
provided in a facility, such as the outpatient departmenhosaital will be covered under
planbenefits that apply to such facilities.

A Covered Individual mustbtain preservice review for all behavioral health treatment services

for the treatment of Pervasive Developmental Disorder or autism in order for these services to be
covered by thiplan( see section entitl ed #fAUt i Noibenafitsi on Re
are payable for these services if4gavice review is not obtained.

The meanings of key terms used in this section are shown below. Whenever any of the key terms
shown below appear in this section, the first letter of each word will be Iczgaita

(b) Definitions.

) Pervasive Developmental Disordes defined in the most receition of the
Diagnostic and Statistical Manual of Mental Disorders, includes Autistic
Di sorder, Rett 6s Di sorder, Childhood

Disorder,and Pervasive Developmental Disorder Not Otherwise Specified.
Applied Behavior Analysis (ABA)means the design, implementatiand
evaluation of systematic instructional and environmental modifications to
promote positive social behaviors and reduce oel@mate behaviors which
interfere with learning and social interaction.

(i) Intensive Behavioral Interventiomeans any form of ApplieBehavioral
Analysis that is comprehensive, designed to address all domains of functioning,
and provided in multiple settisgdepending on the individual's needs and
progress.

Interventions can be delivered in a dneone ratio or small group format, as
appropriate.

(i) Qualified Autism Service Providés either of the following:

(A) A person, entity, or group that is certified bypational entity, such as
the Behavior Analyst Certification Board, that is accredited by the
National Commission for Certifying Agencies, and who designs,
supervises, or provides treatment for Pervasive Developmental
Disorder or autism, provided the semscare within the experience and
competence of the person, entity, or group that is nationally certified;
or

(B) A person licensed as a physician and surgeon (M.D. or D.O.), physical
therapist, occupational therapist, psychologist, marriage and family
therapis, educational psychologist, clinical social worker, professional
clinical counselor, speedhnguage pathologist, or audiologist
pursuant to state law, who designs, supervises, or provides treatment
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(©)

for Pervasive Developmental Disorder or autism, provitledervices
are within the experience and competence of the licensee.

The network ofparticipating providersnay be limited to licensed Qualified Autism
Service Providers who contract with a Blue Cross and/or Blue Shield Plan and who
may supervise and gatoy Qualified Autism Service Professionals or Qualified Autism
Service Paraprofessionals who provide and administer Behavioral Health Treatment.

(iv)  Qualified Autism Service Professiona a provider who meets all dhe
following requirements:

(A) Providesbehavioral health treatment,
(B) Is employed and supervised by a Qualified Autism Service Provider,

© Provides treatment according to a treatment plan developed and
approved by the Qualified Autism Service Provider,

(D) Is a behavioral service provider approved agrdor by a California
regional center to provide services as an associate behavior analyst,
behavior analyst, behavior management assistant, behavior
management consultant, or behavior management program as defined
in state regulation, and

(E) Has training ad experience in providing services for Pervasive
Developmental Disorder or autism pursuant to applicable state law.

(V) Qualified Autism Service Paraprofessionalan unlicensed andncertified
individual who meets all of the following requirements:

(A) Is emplged and supervised by a Qualified Autism Service Provider,

(B) Provides treatment and implements services pursuant to a treatment
plan developed and approved by the Qualified Autism Service
Provider,

© Meets the criteria set forth in any applicable state regakstadopted
pursuant to state law concerning the use of paraprofessionals in group
practice provider behavioral intervention services, and

(D) Has adequate education, training, and experience, as certified by a
Qualified Autism Service Provider.

Behavioral Health Treatment Services Covered. The behavioral health treatment
services covered by thidanfor the treatment of Pervasive Developmental Disorder or
autism are limited to those professional services and treatment programs, including
Applied Behavior Analysis and eviderdxased behavior intervention programs, that
develop or restore, to the maximum extent practicable, the functioning of an individual
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with Pervasive Developmental Disorder or autism and that meet all of the following
requiremets:

0] The treatment must be prescribed by a licensed physician and surgeon (an M.D.
or D.O.) or developed by a licensed clinical psychologist,

(i) The treatment must be provided under a treatment plan prescribed by a
Quialified Autism Service Provider and admieigd by one of the following:
(&) Qualified Autism Service Provider, (b) Qualified Autism Service
Professional supervised and employed by the Qualified Autism Service
Provider, or (c) Qualified Autism Service Paraprofessional supervised and
employed by &ualified Autism Service provider, and

(i)  The treatment plan must have measurable goals over a specific timeline and be
developed and approved by the Qualified Autism Service Provider for the
specific patient being treated. The treatment plan must be reviemleds than
once every six months by the Qualified Autism Service Provider and modified
whenever appropriate, and must be consistent with applicable state law that
imposes requirements on the provision of Applied Behavioral Analysis services
and Intensie Behavioral Intervention services to certain persons pursuant to
which the Qualified Autism Service Provider does all of the following:

(A) Describes the patient's behavioral health impairments to be treated,

(B) Designs an intervention plan that includes theisertype, number of
hours, and parent participation needed to achieve the intervention
plan's goal and objectives, and the frequency at which the patient's
progress is evaluated and reported,

© Provides intervention plans that utilize evidehesed practes, with
demonstrated clinical efficacy in treating Pervasive Developmental
Disorder or autism,

(D) Discontinues Intensive Behavioral Intervention services when the
treatment goals and objectives are achieved or no longer appropriate,
and

(E) The treatment plan isot used for purposes of providing or for the
reimbursement of respite care, day care, or educational services, and is
not used to reimburse a parent for participating in the treatment
program. No coverage will be provided for any of these services or
cods. The treatment plan must be made available tBéhefit Claims
Administratorupon request.

SECTION 7. MEDICAL CARE NOT COMVERED

No payment will be made under this Plan for expenses incurred for or in connection with any of
the items below.
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(@)

(b)

(€)

(d)

(€)

(f)
(9)

(h)

()

Not Medically Necessgr Services or supplies that are moedically necessaryas
defined.

Experimental or InvestigativeAny experimentalor investigative procedure or
medication. But, if a Covered Individual is denied benefits because it is determined that
the requested traaent isexperimentabr investigative such Covered Individual may
request an independent medical review.

Services Received Outside of the United St&esvices rendered Ipyoviders located
outside the United States, unless the services are fanmegency, emergency
ambulance ourgent care

Crime or Nuclear Energyonditions that result from: (1) commission of or attempt to
commit a felony, as long as any injuries are not a result of a medical condition or an
act of domestic violence; or (2) anyeake of nuclear energy, whether or not the result
of war, when government funds are available for treatment of illness or injury arising
from such release of nuclear energy.

Non-Licensed Providerslreatment or services rendered by +icensed health care
providers and treatment or services for which the provider of services is not required
to be licensed. This includes treatment or services from dicewsed provider under

the supervision of a licensgthysician except as specifically provided or amgad by

the Benefit Claims AdministratorThis exclusion does not apply to theedically
necessaryreatment of pervasive developmental disorder or autism, to the extent stated
herein.

Excess AmountsAny amounts in excess ofaximum allowedamounts.

Waived CostShares NotParticipating Provider-or any service fowhich a Covered
Individual is responsible under the terms of Bl@nto pay a cepayment or deductible,
and the cegpayment or deductible is waived byan-participating provider

Work-Related Work-related conditions if benefits are recovered orlmamecovered,
either by adjudication, settlement or otherwise, under any workers' compensation,
employer's liability law or occupational disease law, even if those benefits are not
claimed.

Governnent TreatmentAny services actually received by a Covered Individual that
were provided by a locastate, or federal government agency, or by a public school
system or school district, except when payment undepliss expressly required by
federalor state law. Th@lanwill not cover payment for these services if a Covered
Individual is not required to pay for them or they are given to a Covered Individual for
free.

Services of Relativerofessional services received from a peratio lives in a

Covered l ndi vi dual 6s home or wh o i s r el

marriage.
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(k) Voluntary PaymentServices for which a Covered Individual is not legally obligated
to pay or for which no charge would be made in the absencswfance coverager
other health plan coverage, except services received atgonemmental charitable
researchhospital Such ahospitalmust meet the following guidelines:

) It must be internationally known as being devoted mainly to medical research;

(i) At least10%of its yearly budget must be spent on research not directly related
to patient care;

(i) Atleast onehird of its gross income must come from donations or grants other
than gifts or payments for patient care;

(iv) It must accept patients who are unable to pay; and

(v)  Two-thirds of its patients must have conditions directly related tbtbes pi t al 0 s
research.

) Not Specifically ListedServices not specifically listed in thpganascovered services.

(m)  Private ContractsServices or supplies provided pursuant to a privatdract between
the Covered Individuabnd a provider, for which reimbursement under the Medicare
program is prohibited, as specified in Section 1802 (42 U.S.C. 1395a) of Title XVIII
of the Social Security Act.

(n) Inpatient Diagnostic Testdnpatient room ad board charges inonnection with a
hospital stayrimarily for diagnostic tests which could have been performed safely on
an outpatient basis.

(0) OrthodontiaBraces and other orthodontic applianceservicesexcept as specifically
statedinthdi Reconstructive Surgerythisdocuménbent al

(p) Dental Services or Suppligsor dental treatment, regardless of origircause, except
as specified bel ow. AiDental treatmento ir
and flwride treatments; dental x rays, supplies, appliances, dental implants and all
associated expenses; diagnosis and treatment related to the teeth, jawbones or gums,
including but not limited to:

0) Extraction, restoration, and replacement of teeth;
(i) Services tamprove dental clinical outcomes.

(i)  This exclusion does not apply to the services which are required by law to cover.
See the PPO Plan Benefit Booklet for additional details.

(q) Hearing Aids or TestsHearing aids. Routine hearing tests, excepsecifically
provided under fAHearing Aid Serviceso and
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(n Optometric Services or Supplie©ptometric services, eye exercisegluding
orthoptics. Routine eye exams and routine eye refractions, except when provided as
partofaroutneexamnder APreventive Care Servicesdc

(s) Outpatient Occupational TherapyOutpatient occupational therapyexcept as

specifically stated in the Al nfusion Ther
or when provided by a home health agency or hospice, exsfisplly stated in the

AHome Health Careo, dédHoB8Phgsi cal Therapy,
Occupational Therapy (nemo r k rel ated), Acupunctur e,

provisions of the PPO Plan Benefit Booklet. This exclusion also doegpigtta the
medically necessanyeatment of Pervasive Developmental Disorder or autism, to the
extent stated herein.

® Speech TherapySpeech therapy exc elpherapyasd Speecat ed i
| anguage pathology (SLP) 0sodoescnotiapplpto the r ei n.
medically necessanyeatment oPervasive Developmental Disorder or autism, to the
extent stated herein.

(u) Cosmetic Surgery.Cosmetic surgery or other services performsalely for
beautification or to alter or reshape normal (idahg aged) structures or tissues of the
body to improve appearance. This exclusion does not apply to reconstructive surgery
(that is, surgery performed to correct deformities caused by congenital or
developmental abnormalities, illness, or injury for thepmse of improving bodily
function or symptomatology or to create a normal appearance), including surgery
performed to restore symmetry following mastectomy. Cosmetic surgery does not
become reconstructive surgery because of psychological or psycheasans.

(V) Commercial Weight Loss Programa/eight loss programs, whether not they are
pursued under medical or physician supervision, unless specifically listed as covered
in this Plan This exclusion includes, but is not limited to, commercial weight los
programs (Weight Watchers, Jenny Craig, LA Weight Loss) and fasting programs. This
exclusion does not apply tmedically necessartyreatments for morbid obesity or
dietary evaluations and counseling, and behavioral modification programs for the
treatmenbf anorexia nervosa or bulimia nervosa.

(w)  Sterilization ReversaReversal of an elective sterilization.

x) Infertility Treatment. Any services or supplies furnished in connection with the
diagnosis and treatment of infertility, including, but not limiteddiagnostic tests,
medication, surgery, artificial insemination, in vitro fertilization, sterilization reversal,
and gamete intrafallopian transfer.

) Surrogate Mother ServiceEor any services or supplies provided t@pexson not
covered under the plan gconnection with a surrogate pregnancy (including, but not
limited to, the bearing of a child by another woman for an infertile couple).

2) Orthopedic Supplie©rthopedic shoes and shoe inserts. €kidusion does not apply
to orthopedic footwear used asiategral part of a brace, shoe inserts that are custom

28



(44 AEROSPACE

(aa)

(bb)

(cc)

(dd)

(ee)

(ff)

molded to the patient, or therapeutic shoes and inserts designed to treat foot
complications due to diabetes, as specifi

Air Conditioners Air purifiers, air condioners, or humidifiers.

Custodial Care or Rest Curdspatient room and board chargesonnection with a

hospital stayrimarily for environmental change or physical therapystodial carer

rest cures, except as specifically provid
provisions herein. Services provided by a rest home, a home for the aged, a nursing
home or any similar facility. Services provided bgidled nursing facility except as
specifically stated under the ASkill ed Nu

Health Club Membershipddealth club memberships, exercieguipment, charges
from a physical fitness instructor or personal trainer, or any other charges for activities,
equipment or facilities used for developing or maintaining physical fithess, even if
ordered by ghysician This exclusion also applies to health spas.

Personal IltemsAny supplies for comfort, hygiene or beautification.
Educational or Academic Servicdhis Plan does not cover:

0] Educational or academic counseling, remediation, or other services that are
designed to increase academic knowledge or skills.

(i) Educational or academic counseling, remediation, or other services that are
designed to increase sociaion, adaptive, or communication skills.

(i)  Academic or educational testing.
(iv)  Teaching skills for employment or vocational purposes.

(V) Teaching art, dance, horseback riding, music, play, swimming, or any similar
activities.

(vi)  Teaching manners and etiquette or ather social skills.

(vii)  Teaching and support services to develop planning and organizational skills
such as daily activity planning and project or task planning.

This exclusion does not apply to timeedically necessaryreatment of Pervasive
DevelopmentaDisorder or autism, to the extent otherwise covered herein.

Food or Dietary Supplementdutritional and/or dietary supplemergad counseling,
except as provided in than or as required by law. This exclusion includes, but is
not limited to, those nutional formulas and dietary supplements that can be purchased
over the counter, which by law do not require either a written prescription or dispensing
by a licensed pharmacist.
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(gg) Telephone, Facsimile Machine, and Electronic Mail ConsultatiQ@sultatios
provided using telephone, facsimile machine, via the internet or electronic mail.

(hh)  Routine Exams or TestRoutine physical exams or tests which dodicgctly treat an
actual illness, injury or condition, including those required by employment or
goven ment authority, except as specificall
provision herein.

(i) Acupuncture.Acupuncture treatment except as specifically stated under "Physical
Therapy, Physical Medicine and Occupational Therapy -(mark related),
Acupuncture, and Chiropractic Care™ provisions herein. Acupressure, or massage to
control pain, treat illness or promote health by applying pressure to one or more specific
areas of the body based on dermatomes or acupuncture points.

an Eye Surgery for Refracte DefectsAny eye surgery solely @rimarily for the purpose
of correcting refractive defects of the eye such as nearsightedness (myopia) and/or
astigmatism. Contact lenses and eyeglasses required as a result of this surgery.

(kk)  Physical Therapy or Physidsledicine.Services of physicianfor physical therapy or
physical medicine, except when provided during a covered inpatient confinement, or
as specifically stated under "Home Health Care", "Hospice Care", " Infusion Therapy"
or "Physical Therapy, Physit Medicine and Occupational Therapy (Awark
related), Acupunctur e, and Chiropractic
does not apply to thenedically necessaryreatment ofPervasive Developmental
Disorder or autism, to the extent otherwisgeared herein.

(In Outpatient Prescription Drugs and Medicatio@utpatient prescription drugsor
medications and insulin, except as specificathted herein. Neprescription, over
the-counter patent or proprietary drugs or medicines, except as spéciitated
herein. Cosmetics, health or beauty aids.

(mm) Contraceptive Deviceontraceptive devices prescribed for bictintrol except as
specifically stated under Al njectabl e Dru

(nn)  Private Duty NursingPrivate duty nursingervices.

(oo) Lifestyle ProgramsPr ogr ams t o al ter onedstaremnof est vyl
limited to diet, exercise, imagery or nutrition. This exclusion will not apply to cardiac
rehabilitation programs approved by the Ben@faimsAdministrator

(pp) Clinical Trials. Services and supplies in connection with clinical trigscept as
specifically stated under AClinical Trial

SECTION 8. COORDINATION OF BENEITS

€)) If a Covered Individual is covered by more than one group medical plan, the benefits
under this Ran will be coordinated with the benefits of those other plans, as shown
below. These coordination provisions apply separately to@acéred Individualper
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(b)

calendar yearand are largely determined by California law. Any coverage that a
Covered Individal has for medical or dental benefits will be coordinated as shown
below or in the attachddPO Plan Benefit Booklet

Order of Benefits Determination. The first of the following rules which applies will
determine the order in which benefits are payable

(i)

(ii)

(iii)

A plan which has no Coordination of Benefits provision pays before a plan
which has a Coordination of Benefits provision. This would include Medicare
in all cases, except when the law requires that this Plan pays before Medicare.

A plan which covers a Gered Individual as a participant pay before a plan
which covers a Covered Individual as a dependent. But, if a Covered Individual
are retired and eligible for Medicare, Medicare pays (a) after the plan which
covers a Covered Individual as a dependentrofetive employee, but (b)
before the plan which covers a Covered Individual as a retired Employee.

For a dependerhild covered under plans of two parents, the plan of the parent
whose birthday falls earlier in thealendar yeapays before the plan ohe
parent whose birthday falls later in tb@lendar yearBut if one plan does not
have a birthday rulprovision, the provisions of that plan determine the order
of benefits.

Exception: for a dependenthild of parents who ardivorced or separated,eh
following rules will be used in place of this rule:

(A) If the parent with custody of thahild for whom a claim has been made
has not remarried, then the plan of the parent with custody that covers
thatchild as a dependent pays first.

(B) If the parent with astody of thathild for whom a claim has been made
has remarried, then the order in which benefits are paid will be as
follows:

(2) The plan which covers thahild as a dependent of the parent
with custody.

(2) The plan which covers thathild as a dependent ahe
stepparent (married to the parent with custody).

3) The plan which covers thahild as a dependent of the parent
without custody.

(4) The plan which covers thathild as a dependent of the
stepparent (married to the parent without custody).
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(©) Regardless of the foregoing, if there is a court decree which establishes
a parent's financial responsibility for thath i hedlih sare coverage,
a plan which covers thahild as a dependent of that parent pays first.

(D) The plan covering an Employee am@-off or retired employee or as
a dependent of a laiofff or retired employee pays after a plan covering
an Employee as other than a laifl or retired employee or the
dependent of such a person.

(E) The plan covering a Covered Individual under a coatiom of
coverage provision in accordance with state or federal law pays after a
plan covering a Covered Individual as an employee, a dependent or
otherwise, but not under a continuation of coverage provision in
accordance with state or federal law. If tleder of benefit
determination provisions of the other plan does not agree under these
circumstances with the Order of Benefit Determination provisions of
this Plan, this rule will not apply.

When the above rules do not establish the order of payment, the plan on which a Covered
Individual has been enrolled the longest pays first unless two of the plans have the same effective

date.

SECTION 9. UTILIZATION REVIEW PROGRAM

(@)

(b)

Utilization Review. The Plan inctles the process of utilization review to decide when
services aranedically necessargr experimental investigativeas those terms are
defined herein. A service must beedically necessang be a covered service. When
level of care, setting or place sérvice is part of the review, services that can be safely
delivered in a lower level of care or lower cost setting / place of care, will not be
medically necessaiy they are given in a higher level of care, or higher cost setting /
place of care. Certaiservices must be reviewed to determine medical necessity in
order to receive medical benefits under the Plan. Utilization review criteria will be
based on many sources including medical policy and clinical guidelineBé&redit
Claims Administratormay decide that a service that was asked for ismedlically
necessaryf a Covered Individual has not tried other treatments that are ooste
effective.

Coverage not guaranteed. Coverage for or payment of the service or treatment reviewed
is not guarantak For benefits to be covered, on the date that the Covered Individual
receives service:

() He or she must be eligible for benefits;
(i) The service or supply must be a covered service under this Plan;

(i)  The service cannot be subject to an exclusion under tms Pla
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(iv)  The Covered Individual must not have exceeded any applicable limits under
this Plan.

(c) Types of reviews.

) Preservice Reviewi A review of a service, treatment or admission a
coverage determination which is done before the service or treatmerg begin
admission date.

(i) Precertification Review A required preservice review for a benefibverage
determination for a service or treatment. Certain services require
precertification in order for a Covered Individual to get benefits. The benefit
coverageeview will include a review to decide whether the service meets the
definition of medical necessity or éxperimental investigativeas those terms
are defined herein.

(i)  Continued Stay / Concurrent ReviégwA utilization review of aservice,
treatment oradmission for a benefit coverage determination which must be
done during an ongoing stay in a facility or course of treatment. Both pre
service and continued stay / concurrent reviews may be considered urgent
when, in the view of the treating provideray physicianwith knowledge of
a Covered Individual 6s medi cal condi ti
or her life or health or his or her ability to regain maximum function could be
seriously threatened or the Covered Individual could be subjiecsedere pain
that cannot be adequately managed without such care or treatment. Urgent
reviews are conducted under a shorter timeframe than standard reviews.

(iv)  Postservice Reviewi A review of a service, treatment admission for a
benefit coverage thas conducted after the service has been provided- Post
service reviews are performed when a service, treatment or admission did not
need a precertification, or when a needed precertification was not obtained.
Postservice reviews are done for a serviceatment or admission in which the
Planhas a related clinical coverage guideline and are typicatigted by the
BenefitClaims Administrator

(d)  Types of Admissions.

(1 Emergency AdmissionsFor admissions following ammergencythe Covered
Individual ortheir authorized representative prysicianmust tell theBenefit
Claims Administratomwithin 24 hours of the admission or as soon as possible
within a reasonable period of time.

(i) Childbirth Admissions- For childbirth admissions, precertification is not
needed for the first 48 hours for a vaginal delivery or 96 hours for a cesarean
section. Admissions longer than 48/96 hours require precertification.
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(i)  Mastectomy AdmissionsFor inpatienhospitalstays for mastectomy surgery,
including the length of hospial stays associated with mastectomy,
precertification is not needed.

(e) Services Requiring Precertification. Services for which precertification is required (i.e.,
services that need to be reviewed by Bemefit Claims Administratoto determine
whether theyaremedically necessayynclude, but are not limited to, the following:

) Scheduled, noemergency inpatierttospital staysand residential treatment
centeradmissions. However, pervice review is not required for inpatient
hospital stay$or thefollowing services:

(A) Maternity care of 48 hours or less following a normal delivery or 96
hours or less following a cesarean section, and

(B) Mastectomy and lymph node dissection.

(i) Specific noremergency outpatient services, including diagnostic treatment and
other services.

(i) Specific outpatient surgeries perfor me
office.

(iv)  Transplant services, including transplant travel expense. The following criteria
must be met for certain transplants, as follows:

(A) For bone, skin or cornea transplants, if pgsicianson the surgical
team and the facility in which the transplant is to take place are
approved for the transplant requested.

(B) For transplantation of heart, liver, lung, combination Rkamy,
kidney, paereas, simultaneous pancrdadney or bone marrow/stem
cell and similar procedures, if the providers of the related preoperative
and postoperative services are approved and the transplant will be
performed at &enters of Medical Excellence (CMf&ility or aBlue
Distinction Centers for Specialty Ca@DCSQ facility.

(V) Air ambulance in a nemedicalemergency

(vi)  Visits for physical therapy, physical medicine and occupational therapy beyond
those described under "Physical Therapy, Physical Medicine angh&umal
Therapy". A specified number of additional visits may be authorized. While
there is no limit on the number of covered visits feedically necessary
physical therapy, physical medicine, and occupational therapy, additional visits
in excess of thetated number of visits must be authorized in advance.

(vii)  Specific durable medical equipment.
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(viii)  Home infusion therapy if the attendinghysician has submitted both a
prescription and a plan of treatment before services are rendered.

(ix)  Admissions to &killed nursng facility if the Covered Individual requires daily
skilled nursing or rehabilitation, as certified by the attengimgsician

x) Bariatric surgical services, such as gastric bypass and other surgical procedures
for weight loss if:

(A) The services are to befformed for the treatment of morbid obesity;

(B) The physicianson the surgical team and the facility in which the
surgical procedure is to take place are approved for the surgical
procedure requested; and

© The bariatric surgical procedure will be performedBDCSCfacility.

(xi)  Advanced imaging procedures, including but not limited to: Magnetic
Resonance Imaging (MRI), Computerized Tomography (CT scan), Positron
Emission Tomography (PET scan), Magnetic Resonance Spectroscopy (MRS
scan), Magnetic Resonance Angiam (MRA scan), Echocardiography and
Nuclear Cardiac Imaging. The Covered Individual may call thefred
member services telephone number on their identification card to find out if an
imaging procedure requires pservice review.

(xii)  Behavioral health #gatment for Pervasive Developmental Disorder or autism,
as specified in under ABenefits For
Auti smo.

(xii) Transgender services as specified unde
Individual must be diagnosed with gendintity disorder or gender dysphoria
by aphysician

For a list of current procedures requiring precertification, please call tHeewlhumber for
Member Services printed on your Identification Card.

) Responsibility for Pre&Certification. Typically,paticipating providersknow which
services need precertification and will get any precertification when needed. The
Covered Individualsphysicianand otherparticipating providershave been given
detailedinformation about these procedures and are respenfblmeeting these
requirements. Generally, the ordering providaospital or attending physician
(Arequesting provi de Bamgfit Claim$ Admigisratoioiask t o u c h
for a precertification. However, A Covered Individual maguest grecertification or
may choose an authorized representative to act on his or her behalf for a specific
request. The authorized representative can be anyone who is 18 years of age or older.
The table below outlines who is responsible for precertificatiosh amder what
circumstances.
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Provider Network Responsibility to Obtain

Status Precertification SIS

Participating Provider The provider must get

Providers precertification when
required.

Non-Participating Covered Individual Coveredndividual must get

Providers precertification when
required. (Call Member
Services.)

Covered Individual may be
financially responsible for
charges or costs related to
the service and/or setting in
whole or in part if the servic
and/or setting is found to no
be nedically necessary.

Blue Card Provider Covered Individual (Excep Covered Individual must get

for in-patient admissions)  precertification when

required. (Call Member
Services.)

Covered Individual may b
financially responsible fo
charges or costs reédt to the
service and/or setting i
whole or in part if the servic
and/or setting is found to nc
be medically necessary.

Blue Card Providers mus
obtain precertification for al
inpatient admissions.

NOTE: For anemergencyadmission, precertification isot required. However, th
Covered Individual or their authorized representativeploysician must notify the
Benefit Claims Administratowithin 24 hours othe admission or as soon as poss
within a reasonable period of time.

(9) How Decisions Are Made. ThBenefit Claims Administratouses clinical coverage
guidelines, such as medical policy, clinical guidelines, and other applicable policies
and procedures to help make medical necessity decisions. This includes decisions about
prescripton drugas det ail ed in the section fAPres:t
Admi ni stered By a Medical Provider. o Medi
the standards of practice and medical interventions identified as proper medical
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(h)

practice The Benefit Claims Administratoreserves the right to review and update
these clinicakoverage guidelines from time to time. Covered Individuals are entitled

to ask for and get, free of charge, reasonable access to any records concerning their
requestTo ask for this information, call the precertification phone number on the back

of t he identi fication card. | f a

Cover ec

decision under this section, he or she may call the Member Services phone number on

the b&k of the Identification Card to find out what rights may be available.

Decision and Notice Requirements.

) The Benefit Claims Administratowill review requests for medical necessity
according to the timeframes listed below. The timeframes and requirements
listed are based on state and federal laws. Where state laws are stricter than

(ii)

federal laws, thelan will follow state laws. If a Covered Individual lives in
and/or gets services in a state other than the state whertathgas issued,
other statespedfic requirements may apply.

Request Category Timeframe Requirement

Urgent Pre-Service Review 72 hours from the receipt ¢
the Request
Non-Urgent Pre-Service Review 5 business days from tf

receipt of the Request

Continued Stay/Concurrent Review when 72 hours from the receipt «
hospitalized at the time of the request and nc¢ the Request
previous authorization exists

Urgent Continued Stay/Concurrent Review 24 hours from the receipt ¢
when request is received at least 24 hour the Request
before the endof the previous authorization

Urgent Continued Stay/Concurrent Review 72 hours from the receipt ¢
when request is received less than 24 hou the Request
before the end of the previous request

Non-Urgent Continued Stay/Concurrent 5 business days for the rece
Review of the Request

PostService Review 30 calendar days for th
receipt of the Request

If more information is needed to make a decision, Benefit Claims
Administrator will tell the requestingphysicianof the specific information
needed to finish the review. If tiidandoes not get the specific information it
needs by the required timeframe identified in the written noticeBémefit
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Claims Administratorwill make a decision basedpon the information
received.

(i)  TheBenefit Claims Administratowill notify the Covered Individual and his or
herphysicianof thep | adeds®n as required by state and federal law. Notice
may be given by one or more of the following methods: verhatten and/or
electronic.

(iv)  For a copy of the medical necessity review process, please contact Member
Services at the telephone number on the back of the Identification Card.

) Revoking or modifying a Precertification Review decisidhe Benefit Claims
Administrator will determine in advance whether certain servicegincluding
procedures and admissions) aredically necessamgnd are the appropriate length of
stay, if applicable. These review decisions may be revoked or modified prior to the
service being rasered for reasons including but not limited to the following:

0] A Covered IndividuRdnénds; coverage under
(i) Theagreementvith the plan administratoterminates;

(i)  The Covered Individual reaches a benefit maximum that applies to the service
in queston;

(iv)  Benefits under th@lan change so that the service is no longer covered or is
covered in a different way.

(), Exceptions to the Utilization Review Program. From time to time, the Beblefins
Administrator may waive, enhance, modify, or discontinue dartamedical
management processes (including utilization management, case management, and
disease management) if, in their discretion, such a change furthers the provision of cost
effective, value based and quality services. In addition, Bemefit Claims
Administratormay select certain qualifying health care providerpddicipate in a
program that exempts them from certain procedural or medical management processes
that would otherwise apply. THeenefit Claims Administratomay also exempt claims
from medical review if certaiconditions apply.

) If the Benefit Claims Administratogxempts a process, health care provider, or
claim from the standards that would otherwise apply, Beeefit Claims
Administratoris in no way obligated to do so in the futuoeto do so fomany
other health care provider, claim, Govered Individual The Benefit Claims
Administratormay stop or modify any such exemption with or withatdiance
notice.

(i) TheBenefit Claims Administratcailso may identify cgain providers to review
for potential fraud, waste, abuse or other inappropriate activity if the claims data
suggests there may be inappropriate billing practices. If a provider is selected
under this program, then tBenefit Claims Administratamay ug one or more
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clinical utilization management guidelines in the review of claims submitted by
this provider, even if those guidelines are not used for all providers delivering
services under the Plan.

SECTION 10. MEDICAL NECESSITY

(&) The benefits of thiplan are provided only forservices which thd&enefit Claims
Administratordetermines to bmedicallynecessaryThe services must be ordered by
the attendingphysicianfor the direct care and treatment of a covered condition. They
must be standard medical practigkere received for the condition being treated and
must be legal in the United States.

(b) Medically necessargrocedures, supplies, equipment or servicesharse considered
to be:

) Appropriate and necessary for the diagnosis or treatment of the medical
condition;

(i) Clinically appropriate in terms of type, frequency, extent, site and duration and
considered effective for the patient s

(i)  Provided for the diagnosis or direct care and treatment of the medical condition;

(iv)  Within standads of good medical practice within the organized medical
community;

(V) Not primarily for the Covered Individu
of thephysicianor another provider;

(vi)  Not costlier than an equivalent service or sequence of servicesitedisally
appropriate and is likely to produce equivalent therapeutic or diagnostic results
in regard to the diagnosis or treatm
condition; and

(vi)  The most appropriate procedure, supply, equipment or service whishfefyn
be provided. The most appropriate procedure, supply, equipment or service
must satisfy the following requirements:

(A) There must be valid scientific evidence demonstrating that the expected
health benefits from the procedure, supply, equipment orceeare
clinically significant and produce a greater likelihood of benefit,
without a disproportionately greater risk of harm or complications, for
the Covered Individual with the particular medical condition being
treated than other possible alternativaey]

(B) Generally accepted forms of treatment that are less invasive have been
tried and found to be ineffective or are otherwise unsuitable.
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SECTION 11. TERMINATION OF REGULIAR COVERAGE

(@)
(b)

(©)

Termination of Regular Coverage in the Medical Plan.

Termination of Coverage in the @ext of Disability.

An Employee who becomes totally disabled before age 62 may continue to be covered
under the Medical Plan until the earlier of recovery, age 65, or death.

An Employee who becomes totally disabled at age 62 or older may remain covered by
paying the appropriate cesharing for the length of time shown in the following table

or until recovery or death, whichever occurs first. Normal Retirement Age means the
Social Security Retirement age as stated in the 1983 revision of the Unitecb8tatts
Security Act.

Monthly active medical benefit schedule

Age at Disability

Coverage Period

62 but less than 63

3 years, 6 months

63 but less than 64

3 years

64 but less than 65

2 years, 6 months

65 but less than 66

2 years

66 but less than 67

1 year, 9 months

67 but less than 68

1 year, 6 months

68 but less than 69

1 year, 3 months

69 or over

1 year

Where an Employee does not have kbaign disability coverage, he or she will be
required to submit proof of continuing total disability subjecthe approval of the
company or its designee. Otherwise, coverage will be terminated.

Ter mi

nati on

of

Empl oyeeds

Regul ar

the Plan will terminate as of the earliest of the following dates:

Cover af

) The date when the Capation terminates such Regular Coverage for
nonpayment of Employee Contributions; or

(i) The date when the Plan is terminated; or

(i)  The date when any reduction in coverage or increased cost to the Employee is
effective due to a Qualifying Event.
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(iv)  The last day ofhe month following or coinciding with:

(A) The date when the Employee elects to terminate such Regular
Coverage in the Plan, provided that the Corporation has been properly
notified in advance of such date; or

(B) The date when the Employee no longer qualifess an Eligible
Employee for one of the following reasons:

(2) The terminati on of t he Empl oy ece
Corporation; or

(2) The reduction of the Employeebs r
hours per week required of a Regular Employee; or

3) The failure tomeet the definition of Eligible Employee for any
reason, including the transfer to a class of Employees who are not
eligible for Regular Coverage under the Plan; or

(4) The date when the Employee no longer qualifies for the Plan
because he orshenolongesiedes wi thin the Pl ar
if applicable.

(d  Termination of a Dependentds Regul ar Cov
Coverage in the Plan will terminate as of the earliest of the following dates:

) The date when the Corporation terminates s@dgular Coverage for
nonpayment of Employee Contributions; or

(i) When any reduction in coverage or increased cost to the Employee is effective
due to a Qualifying Event.

(i)  The last day of the month following or coinciding with:
(A) The date when the Employee dlee t o t er mi nate t he
Regular Coverage in the Plan, provided that the Corporation has been
properly notified in advance of such date; or

(B) The date when the Dependent ceases to be a Dependent for any reason,
including age, divorce from the Employdermination of a Same Sex
Domestic Partnership, or entering into a new Same Sex Domestic
Partnership.

(e)  Termination of Coverage for Fraud or International Misrepresentations.

Notwithstanding any other provision of the Plan, if an Employee or Dependemtitsom
fraud or makes an intentional misrepresentation of a material fact, coverage for the
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Employee and his or her Dependent(s) may be immediately and permanently
terminated by the Corporation in its sole discretion.

SECTION 12. CONTINUATION COVERAGE

€) COBRA Coverage.

In accordance with the requirements of the Consolidated Medical Budget
Reconciliation Act of 1985 (COBRA) (or other applicable state law), the Plan will
provide a temporary extension of health coverage at group rates plus an administrative
fee to a Qualied Beneficiary in certain instances where coverage under the Plan would
otherwise end.

An Employee or Dependent who has Regular Coverage in the Plan as of the day prior

to a Qualifying Event and such Regular Coverage terminates due to a Qualifying Event

is eligible to elect COBRA coverage. Such
Beneficiaries. o

For additional details regarding COBRA coverage, see the PPO Plan Benefit Booklet.
(b) USERRA Continuation Coverage During Military Service Leave.
General.

fan Empl oyeeds Regular Coverage under t he
Empl oyeeds absence from employment by r e
Services of the United States, such Employee (and his or her covered Dependents) will

be eligble for USERRA Continuation Coverage for up to 24 months in the Plan

(1 Right to USERRA Continuation Coverage.

An Employee who is on a Military Service Leave may elect USERRA Continuation
Coverage without interruption if his or her Regular Coverage in the ®would
terminate because of the Empl oyeeds abse
service in the Uniformed Services of the United States. Such coverage may be elected

by the Employee and any of his or her Dependents who are covered under the Plan o
the day i mmediately before the Empl oyeeo:s
Uniformed Services of the United States begins.

(i) Election of USERRA Continuation Coverage.

In order to qualify for USERRA Continuation Coverage, the Employee must etdct s

coverage for him or herself and any covered Dependents by properly submitting the
prescribed application for USERRA Continuation Coverage to the Corporation within

60 days of the date that the Employeeds a
aPlma terminates due to the Employeeds abse
service in the Uniformed Services of the United States. An election of USERRA
Continuation Coverage will be effective o
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orhercoveed Dependentsd Regul ar Coverage 1in
Empl oyeeds absence from employment by r e
Services of the United States.

(i)  Required Contributions for USERRA Continuation Coverage.

Employees who ele¢tSERRA Continuation Coverage must pay contributions in the
same amount (not to exceed 102% of the total contributions required under the Plan).
Notwithstanding the foregoing, in the event that an Employee performs less than 31
days of active duty in the lformed Services, the Employee shall not pay more than
the amount, if any, that an Eligible Employee would pay for such coverage.

(iv)  Maximum Period of USERRA Continuation Coverage.

An Empl oyee or Dependent 6s peri odegof USETF
on the date of the event which results in the Employee or Dependent becoming eligible

for USERRA Continuation Coverage and shall end on the earliest of the following

dates:

The 24mont h period beginning on the ddate on
work for active duty in the Uniformed Services of the United States begins; or

The period ending on the day after the date on which the Employee fails to timely apply
for or return to a position of employment with the Company, as determined under 8
4312e) of the Uniformed Services Employment and Reemployment Rights Act of
1994,

SECTION 13. CHANGES TO REGULAR ©OVERAGE OR CONTINUATON COVERAGE

(@)

Open Enroliment Period.

Eligible Employees may commence, change, or cease Regular Coverage in the Plan for
themselves and tireeligible Dependents during the Open Enrollment Period, provided
that such Eligible Employee properly submits the prescribed application with the
Corporation during the Open Enrollment Period in accordance with the procedures
established by the Corporatti for this purpose. Commencement, change, or cessation
of coverage selected during the Open Enroliment Period shall be effective on the first
of the month of the Plan Year following the Open Enrollment Period.

Qualified Beneficiaries may change or ceasmt®uation Coverage in the Plan for
themselves and their eligible Dependents and may add their eligible Dependents to their
Continuation Coverage during the Open Enrollment Period, provided that such
Qualified Beneficiary properly submits the prescribpgleation with the Corporation
during the Open Enrollment Period in accordance with the procedures established by
the Corporation for this purpose. Commencement, change, or cessation of coverage
selected during the Open Enroliment Period shall be eféeotivhe first of the month

of the Plan Year following the Open Enrollment Period.
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(b)

()

Notwithstanding Subsections (i) and (ii) above, the following individuals shall not be
eligible to elect to commence or change their Continuation Coverage or to add a
Depenent to their Continuation Coverage during an Open Enrollment Period:

An Employee or Dependent who is enrolled in Continuation Coverage when the
maximum period of Continuation Coverage will end prior to the Open Enroliment
Period Effective Date; or

Any individual who has been added as a Dependent to Continuation Coverage and who
is not a Qualified Beneficiary.

Special Enroliment Periods.

Special Enrollment Period Eligible Individuals shall be eligible to commence Regular
Coverage in the Plan and may enrdherwise eligible Dependents in a Survivor
Coverage or Continuation Coverage, as applicable, during any one of the Special
Enrollment Periods described below, provided they meet the requirements of
Subsections (2) through (5), below. These Special EnrptlfAeriods are in addition

to any right to enroll during the Open Enrollment Period. Special Enrollment Period
Eligible Individuals shall be those individuals eligible to commence, change, or cease
Regular Coverage or Continuation Coverage, as applichlriag an Open Enrollment
Period, except that such group shall be determined by substituting the date that
coverage would be effective under this Section for the Open Enrollment Period
Effective Date.

Loss of Other Health Care Coverage.

Special EnrollmenPeriod Eligible Individuals may enroll (if not already enrolled)
and/or enroll in the Plan certain of their otherwise eligible Dependents described below
who have lost health care coverage at any time during the Plan Year provided all of the
following requirements are met:

0) Such Special Enrollment Period Eligible Individual was covered by another
group health plan or other health insurance arrangement (including COBRA
continuation coverage) at the time the Employee, or Eligible Employee
declined Regular Carage or Continuation Coverage for themselves and/or
such Dependent under this Medical Plan; and

(i) Such Special Enrollment Period Eligible Individual became ineligible for
coverage under such other health plan or health insurance arrangement (other
than forreasons of ineligibility resulting from cause, failure to timely pay
premiums, or termination of COBRA continuation coverage for any reason
other than its expiration) or the employer ceased contributing to such coverage.

(i)  Inthe case of COBRA continuati@overage, the maximum period of COBRA
continuation coverage has expired; and
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(iv)  The Special Enrollment Period Eligible Individual provides the Corporation
with any proof of such loss of coverage as the Corporation may request; and

(v) The Special Enroliment Red Eligible Individual properly files an application
for Regular Coverage or Continuation Coverage with the Corporation within 31
days from the date the other coverage is lost.

(vi)  Loss of eligibility for coverage under Subsection (B), above includes (bat is
limited to) the following:

(2) Loss as a result of legal separation, divorce, cessation of dependent status
(for example, a dependent child attains the maximum age for coverage
under such other health plan or health insurance arrangement), death of an
empoyee, termination of employment, reduction of hours of employment,
and any loss of coverage after a period that is measured by reference to any
of the foregoing; or

(2) In the case of coverage offered through an HMO or other health insurance
arrangement in nindividual market, the individual no longer resides, lives
or works in the HMOOGs or other heal
area; or

3) In the case of coverage offered through an HMO or other health insurance
arrangement in the group market, the indial no longer resides, lives or
works in the HMOOG6s or other health i
and no other benefit package is available to the individual; or

(4)  Theindividual incurs a claim that would meet or exceed a lifetime limit on
certainbenefits under the terms of such other health plan or HMO or other
health insurance arrangement; or

(5) Theindividual was enrolled in a health plan or health insurance arrangement
that no longer offers any benefits to the class of similarly situated
individuds to which the individual belonged.

Special Enrollment Period coverage will become effective on the day following the
date the other coverage is lost.

(d) Newly Acquired Dependents.

Special Enrollment Period Eligible Individuals may enroll (if not alreadylkd)

and/or enroll certain otherwise eligible Dependents described below in a Plan in which
they would otherwise qualify for Regular Coverage or Continuation Coverage, as
applicable, at any time during the Plan Year as follows. Such coverage shallite Reg
Coverage to the extent that such Special Enroliment Period Eligible Individual (or his
or her Dependent) is otherwise eligible for Regular Coverage. Such coverage shall be
Continuation Coverage to the extent that such Special Enroliment Period €ligibl
Individual (or his or her Dependent) is otherwise eligible for Continuation Coverage.
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(e) New Spouse.

If a Special Enrollment Period Eligible Individual acquires a new Spouse during the
Plan Year who otherwise qualifies as a Dependent he or she may ématlgiready
enrolled) and may also enroll the new Spouse in Regular Coverage or Continuation
Coverage, as applicable, provided the Special Enrollment Period Eligible Individual
properly files an application for Regular Coverage or Continuation Covelity¢he
Corporation within 31 days of the date of marriage. Coverage for the Special
Enroliment Period Eligible Individual and/or a new Spouse under this Section will
become effective on the first day of the calendar month coinciding with or next
following the date of marriage.

() New Same Sex Domestic Partner.

If a Special Enroliment Period Eligible Individual acquires a new Same Sex Domestic
Partner during the Plan Year who otherwise qualifies as a Dependent, he or she may
enroll (if not already enrolled)a may also enroll the new Same Sex Domestic Partner

in Regular Coverage or Continuation Coverage, as applicable, provided the Special
Enrollment Period Eligible Individual properly files an application for Regular
Coverage or Continuation Coverage with thorporation within 31 days of the date all

of the requirements for Same Sex Domestic Partner coverage as determined by the
Corporation are first met (other than its execution and submission to the Corporation).
Coverage for the Special Enroliment Pelftidjible Individual and/or a new Same Sex
Domestic Partner under this Section will become effective on the first day of the
calendar month coinciding with or next following the date all of the requirements of
the Corporationds f orcovedagaraee firStengt. Domest i ¢ F

(g)  Acquisition of a New Dependent Child by Birth or Adoption.

If a Special Enrollment Period Eligible Individual, his or her Spouse, or his or her Same
Sex Domestic Partner acquires a child by birth, adoption or Placement for Adoptio
during the Plan Year and such child otherwise qualifies as a Dependent, the Special
Enroliment Period Eligible Individual may enroll (if not already enrolled) and may also
enroll an otherwise eligible Spouse or Same Sex Domestic Partner and such new
Dependent Child in Regular Coverage or Continuation Coverage, as applicable,
provided the Special Enroliment Period Eligible Individual properly files an application

for Regular Coverage or Continuation Coverage with the Corporation within 31 days
ofthedateof t he chil ddés birth or the earlier
Adoption. Coverage for the Special Enrollment Period Eligible Individual, and his or

her Spouse or Same Sex Domestic Partner and/or a new Dependent Child under this
Sectionwillecome effective on the date of the
of adoption or Placement for Adoption.

(h) Other New Dependent Children (Including Through Marriage).
If a Special Enroliment Period Eligible Individual acquires an otherwise eligible

Dependent Child (including through a marriage) who is not described in (A), (B), or
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(C) above; the Special Enrollment Period Eligible Individual may enroll such new
Dependent Child in Regular Coverage or Continuation Coverage, as applicable,
provided the Becial Enrollment Period Eligible Individual properly files an application
for Regular Coverage or Continuation Coverage with the Corporation within 31 days
of the date the Special Enrollment Period Eligible Individual first acquires such
Dependent ChildCoverage for such new Dependent Child under this Section will
become effective on the first day of the calendar month coinciding with or next
following the date the individual first becomes a Dependent Child.

) Change in CHIP or Medicaid Eligibility.

SpecialEnroliment Period Eligible Individuals may enroll (if not already enrolled)
and/or enroll certain otherwise eligible Dependents described below in a plan in which
they would otherwise qualify for Regular Coverage or Continuation Coverage, as
applicable, aany time during the Plan Year as follows. In addition, if a Special
Enrolliment Period Eligible Individual is already enrolled in a Compsponsored
health plan, then such Special Enrollment Period Eligible Individual may change
coverage to another plamwhich they would otherwise qualify for Regular Coverage

or Continuation Coverage, as applicable. Such coverage shall be Regular Coverage to
the extent that such Special Enroliment Period Eligible Individual (or his or her
Dependent) is otherwise eligiblfor Regular Coverage. Such coverage shall be
Continuation Coverage to the extent that such Special Enroliment Period Eligible
Individual (or his or her Dependent) is otherwise eligible for Continuation Coverage.

(A) Loss of Medicaid or CHIP Eligibility.

If a Special Enrollment Period Eligible Individual or his or her Dependent
was covered under a Medicaid plan or under a State child health plan under
title XXI of the Soci al Security Act
Enroliment Period Eligible Ingidual and/or Dependent under Medicaid or
CHIP is terminated as a result of loss of eligibility for such coverage, the
Special Enrollment Period Eligible Individual may enroll (if not already
enrolled) and may also enroll an otherwise eligible DependeRegular
Coverage or Continuation Coverage, as applicable, provided the Special
Enroliment Period Eligible Individual properly files an application for
Regular Coverage or Continuation Coverage with the Corporation within 60
days of the date of terminatiaf such coverage. Special Enrollment Period
coverage under this Section will become effective on the first day of the
month following the date the Medicaid or CHIP coverage ended.

(B) New Eligibility for Medicaid or CHIP Subsidies.

If a Special EnrollmenPeriod Eligible Individual or his or her Dependent
becomes eligible for assistance, with respect to coverage under the Plan,
under such Medicaid plan or State child health plan (including under any
waiver or demonstration project conducted under odatios to such a plan),

the Special Enroliment Period Eligible Individual may enroll (if not already
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(©)

enrolled) and may also enroll an otherwise eligible Dependent in Regular
Coverage or Continuation Coverage, as applicable, provided the Special
Enroliment Period Eligible Individual properly files an application for
Regular Coverage or Continuation Coverage with the Corporation within 60
days of the date the Special Enrollment Period Eligible Individual or his or
her Dependent is determined to be eligible fbe assistance. Special
Enrollment Period coverage under this Section will become effective on the
first day of the month following the date the Special Enrollment Period
Eligible Individual or Dependent became eligible for the assistance.

Proceduresvith Respect to Medical Child Support Orders.

In the event that a Medical Child Support Order (including a National Medical
Support Notice) is received by the Medical Plan, the Corporation shall
promptly notify the affected Employee and the Alternate jient (or such

reci pientds designated representatiVve
Medi cal Pl andés procedures for deter mi
under 8609 of ERISA. For purposes of these notification requirements, notice

to the deginated representative of the Alternate Recipient shall be deemed to

be notice to the Alternate Recipient. The Corporation shall then, within a
reasonable period after receipt of such order, determine whether such order is

a Qualified Medical Child Suppo@rder and notify the Employee and each

Al ternate Recipient (or such Alternat
of its determination.

Notwithstanding any other provision of the Medical Plan, any payment for
benefits made by the Plan pursuant to ali@ed Medical Child Support

Order shall be made to the Alternate
guardian unless that individual authorizes payment to be made directly to the
provider of services or supplies.

The term AAIter nat ehildPRkaniEmplogee twiio isme an s
recognized under a Medical Child Support Order as having a right to
enrollment under the Medical Plan.

The term fAMedi cal m€ans anydjud@gnerd, mecred, orOr d e |
order (including approval of a settlement agreemisi)ed by a court of
competent jurisdiction which either:

Provides for child support with respect to a child of an Employee or provides
for health benefit coverage to such a child, is made pursuant to a State
domestic relations law (including a communpyoperty law), and which
relates to benefits under the Plan; or

Enforces a law relating to medical child support described in 42 U.S.C.
§1396g1, with respect to the Medical Plan.
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The term AQualified Medical Child Sur
Support Order or a properly completed National Medical Support Notice
which creates or recognizes the exi st
or assigns to an Alternate Recipient the right to, receive benefits for which an
Employee or beneficiary idigible, and satisfies the requirements stated in

(A) and (B) below:

A Qualified Medical Child Support Order must clearly specify:

() The name and last known mailing address of the Employee
and of each Alternate Recipient (or the mailing address of such
Alternat e Reci pientdés designated r

(2) A reasonable description of the type of coverage to be
provided by the particular Plan to the Alternate Recipient, or
the manner in which such type of coverage is to be determined;
and

(3) The period to whichuech order applies.

A Qualified Medical Child Support Order may not require the Plan to provide
any type or form of benefit, or any option, not otherwise provided under the
Medical Plan, except to the extent necessary to meet the requirements of a
law relatng to medical child support described in 42 U.S.C. § 13069

Notwithstanding any other provision of this Plan, coverage for an Alternate
Recipient will become effective on the first day of the calendar month
following the date of receipt by the Plan dfet Qualified Medical Child
Support Order.

SECTION 14. ADMINISTRATION AND OPERATION OF THE PLAN

€) Plan Administrator.

The Corporation is the fAadministratoro ( a
the Medical Plan (including this Plan), as the term is usedruB8SA. The
Corporation may delegate plan administrator authority as permitted under ERISA.

(b)  Administrative Power and Responsibility.

The Corporation is the named fiduciary that has the discretionary authority to control

and manage the administration amkration of the Plan. The Corporation shall have

the full, exclusive and discretionary authority to prescribe such forms, make such rules,
regulations, interpretations and computations, construe the terms of the Plan and
determine all issues relating towerage and eligibility for benefits and take such other

action to administer the Plan as it may deem appropriate in its sole discretion. The
Corporationdés rules, regulations, interpr
and binding on all peosis.
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SECTION 15. FUNDING POLICY AND PAYMENTS TO AND FROMMEDICAL PLAN

(@)

(b)

()

(d)

Employee Contributions.

Employees or covered Dependents may be required to make monthly contributions to

t he Medi cal Pl an. These contributions (
Cont r i b uatl beaetesndined frorh time to time by the Corporation in its sole
discretion and may vary between different Employees and covered Dependents as
determined by the Corporation in its sole discretion.

Any change in the rate of Employee Contributions dua tthange in coverage will
become effective on the first day of the calendar month coinciding with or next
following the effective date of the change.

Corporation Payments.

The Corporation will make payments to the Plan sufficient to meet current banefits
administrative expenses of the Plan to the extent such benefits and expenses exceed
Empl oyee Contributions. These payments ar

Recovery of Overpayments.

An AOverpayment o i s a pay meher fomietenefit o an
of the Employee) in excess of the amount properly payable under the Plan with respect
to the Employee.

Upon any Overpayment, the Plan will have a first right of reimbursement and
restitution with an equitable lien by contract in saofount. Further, the holder of such
Overpayment shall hold it as the Planbds c

If any Employee has cause to believe that an Overpayment may have been made, the
Employee shall promptly notify the applicable Benefit Claims Administratahef
relevant facts. If the applicable Benefit Claims Administrator determines (on the basis
of any relevant facts) that an Overpayment was made to any Employee (or any other
person), it shall notify the Employee in writing and the Employee shall proipayly

(or cause another person to pay) the amount of such Overpayment to the applicable
Benefit Claims Administrator.

If the applicable Benefit Claims Administrator has made a written demand for the
repayment of an Overpayment and the Employee (or othesrpenas not repaid (or
caused to be repaid) the Overpayment within 30 days following the date on which the
demand was mailed to the Employee (or other person), then any amounts subsequently
payable as benefits under this Plan with respect to the Emploggedenreduced by

the amount of the outstanding Overpayment or the applicable Benefit Claims
Administrator may recover such Overpayment by any other appropriate method that
the applicable Benefit Claims Administrator (or the Corporation) shall determine.

Agreement Not to Alienate Rights or Property.
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The Employee agrees that if such Overpayment is not in his or her possession (other
than in possession by or on behalf of the Plan), to immediately take whatever steps
possible to regain possession of the Oagnpent or have it transferred to or on behalf

of the Plan pursuant to its direction.

(e) Cooperation.

The Employee and/or covered Dependent hereby agrees to cooperate with the Plan and
take any action that may be necessary to protect its interests herein.

SECTION 16. CLAIMS PROCEDURE

(@) Proof of Loss.

All claims for payment of Covered Charges under the Plan must be submitted to the
Benefit Claims Administrator at the address specified in this document. All claims for
payment of Covered Charges must be submitted in the feestiibed by the Benefit
Claims Administrator and must include the required information and substantiation.
The form must be filed within 24 months after the occurrence of the loss for which a
claim for payment of Covered Charges is made, or as soon fteeras reasonably
possible. The Benefit Claims Administrator may require that itemized bills, receipts
and other proof of the loss be submitted in addition to the claim form. No claim for
payment of Covered Charges will be paid if complete proof of timads not furnished

to the Benefit Claims Administrator within 24 months of when the Covered Charges
were incurred.

(b) Payment of Claims.

The Benefit Claims Administrator will process a claim for payment of Covered
Charges promptly after he or she receivamplete proof of the claim. If the Benefit

Claims Administrator finds that the claim is payable under the Plan, the Benefit Claims
Administrator will send payment to the provider of services or supplies, or, in the case

of a noncontracted provider, to th&mployee, except in emergency situations.
Notwithstanding the previous sentence, if the Plan has received a Qualified Medical
Child Support Order , payment wi || be mad
parent or legal guardian, unless that individughorizes payment to be made directly

to the provider of services or supplies.

(c) Timing of Claims Decision.

The Benefit Claims Administrator will decide a claim for payment of Covered
Charges in accordance with reasonable claims procedures, as requfRtbBy If
the Benefit Claims Administrator denies a claim in whole or in part, a written
notification setting forth the reason(s) for the denial will be provided.

If a claim is denied, an appeal may be submitted to the Benefit Claims Administrator

for thePlan for a review of the denied claim. The Benefit Claims Administrator will
decide the appeal in accordance with reasonable claims procedures, as required by
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ERISA. If the appeal is not submitted on time, the right to file suit in a state or federal
coutt may be lost. Appeals may be submitted by calling the number listed in the
AContact I nformationodo section.

SECTION 17. REVIEW PROCEDURE

(@) Named Fiduciary.

The Benefit Claims Administrator shall be the named fiduciary with respect to the Plan
that has the discretionappwer and authority to act with respect to any appeal from a

denial of a claim for payment of Covered Charges under the Plan by performing a full
and fair review of the denial, and such actions shall be final and binding on all persons.

(b) Right of Appeal.

Any person whose claim for payment of Covered Charges is denied in whole or in part,

or such personés duly authorized represe
submitting to the Benefit Claims Administrator a written request for a review of the
denialwithin 180 days after receiving written notice of such denial from the Benefit

Claims Administrator.

(c) Request for a First Review.

The request for review must be in writing and shall be addressed to the Benefit Claims
Administrator at the address specifiedhis document.

The request for review shall set forth all of the grounds upon which it is based, all facts
in support thereof and any other matters that the claimant deems pertinent. The Benefit
Claims Administrator may require the claimant to submittfe expense of the
claimant) such additional facts, documents or other material as the Benefit Claims
Administrator deems necessary or appropriate in making its review.

(d) Procedures on Review.

I f the claimant (or t he cJe)aequesisatragviswol ul y
a denied claim, the Benefit Claims Administrator shall apply the following procedures:

(1 The c¢cl aimant (or the claimantdos duly :
opportunity to review the claim file, submit written commentsguioents,
records, and other information or testimony pertinent to the claim to the Benefit
Claims Administrator; and

(i) The Benefit Claims Administrator shall provide to the claimant (or the
claimant 6s duly authorized rehgesent a
reasonable access to, and copies of, all documents, records, and other
i nformation Relevant to the cl ai mantds
medically privileged documents); and

52



(44 AEROSPACE

(i)  The review shall take into account all comments, docusnestords, and other
information submitted by the claimant relating to the claim, without regard to
whether such comments, documents, records, and other information were
submitted or considered in the initial benefit determination; and

(iv)  The review shall ot afford deference to the initial claim denial and shall be
conducted by an appropriate named fiduciary of the Plan who is neither the
individual who made the adverse benefit determination that is the subject of the
appeal, nor the subordinate of thatividual; in addition, the Benefit Claims
Administrator shall ensure that all claims and appeals are adjudicated in a
manner designed to ensure the independence and impartiality of the persons
involved in making the decision; and

(V) In deciding an appeal tha based in whole or in part on a medical judgment,
including a determination with regard to whether a particular treatment, drug or
other item is experimental, investigational, or not medically necessary or
appropriate, the appropriate named fiduciaryhef Plan shall consult with a
health care professional who has appropriate training and experience in the field
of medicine involved in the medical judgment, and such health care
professional shall not be the individual who was consulted in connectibn wit
the adverse benefit determination that is the subject of the appeal (nor the
subordinate of such individual); and

(vi) The Benefit Claims Administrator shall, upon request, provide for the
identification of any medical or vocational experts whose adviceobtsned
on behalf of t he Pl an i n connection
determination, without regard to whether the advice was relied upon in making
the benefit determination; and

(vii)  The Benefit Claims Administrator shall provide the claimant (erthc | ai mant 6
duly authorized representative) with any new or additional evidence considered,
relied upon, or generated by the Plan in connection with the claim, or any new
or additional rationale for denying the claims as soon as possible and
sufficiently in advance of the date the decision is due in order to give the
claimant a reasonable opportunity to respond prior to decision due date.

(e) Decision on First Review.

The Benefit Claims Administrator shall act upon each request for a first review within
the tme frames established by law pursuant to ERISA and stated in the applicable
documents relating to the Plan.

In the event the Benefit Claims Administrator determines on first review that benefits
are payable under the Plan, he or she will process paymtrd ofaim in accordance

with the provisions of Section 9(b) above. In the event the Benefit Claims
Administrator confirms the denial of the claim, in whole or in part, he or she shall notify

53



(44 AEROSPACE

(f)

(9)

the claimant of such denial in writing. Such written noticelst&tlforth, in a manner
calculated to be understood by the claimant, the following information:

) The specific reason(s) for the denial; and
(i) Reference to the specific Plan provision(s) on which the denial is based; and

(i) A statement that the claimant is ided to receive, upon request and free of
charge, reasonable access to, and copies of, all documents, records, and other
information (other than legally or medically privileged information) relevant to
the claimantdés claim for benefits; and

(iv) A statementdscribing any voluntary appeal procedures offered by the Plan and
the c¢claimantds right to obtain the in
statement of the claimantds right to b
following the completion of alldvels of appeal required by the Plan; and

(V) If an internal rule, guideline, protocol, or other similar criterion was relied upon
in denying the claim either the specific rule, guideline, protocol, or other similar
criterion, or a statement that such rulejdgline, protocol or other similar
criterion was relied upon in denying the claim, and that a copy of such rule,
guideline, protocol, or other similar criterion will be provided to the claimant
free of charge upon request; and

(vi)  Ifthe denial is based on aeaical necessity or experimental treatment or similar
exclusion or limit, either an explanation of the scientific or clinical judgment
for the determination, applying the te€
circumstances, or a statement that sugblamation will be provided to the
claimant free of charge upon request; and

(vii)  Information sufficient to identify the claim involved and any other information
required by the ERISA internal claims and appeals and external review
processes regulations.

Rightto Second Review.

I f on first review the Benefit Claims Adr
claim for benefits, the claimant, or the
but is not required to, again appeal from such denial by stibgtio the Benefit Claims
Administrator a written request for a second review of the denial within 90 days after
receiving the written notice described in Subsection (e) above.

A request for a second review must set forth all of the grounds upon wiidiaged,
all facts in support thereof, and any other matters that the claimant deems pertinent.
The procedures set forth in Subsection (d) above shall apply to the second review.

Decision on Second Review.
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(h)

The Benefit Claims Administrator shall act upeach request for a second review
within the time frames indicated below.

For PreService Claims, not later than 30 days after receiving the second appeal.
For PostService Claims, not later than 45 days after receiving the second appeal.

Notwithstanding aything in the Plan to the contrary, there shall be no second appeal
with respect to an Urgent Care Claim.

In the event the Benefit Claims Administrator determines on second review that
benefits are payable under the Plan, the Benefit Claims Administrdtqoracess
payment of the claim in accordance with the provisions of Section 9(b) above. In the
event the Benefit Claims Administrator confirms the denial of the claim, in whole or in
part, the Benefit Claims Administrator shall notify the claimant ofhsdenial in
writing. Such written notice shall set forth, in a manner calculated to be understood by
the claimant, the information specified in Subsection (e).

Voluntary External Review.

The Benefit Claims Administrator shall provide an external reviemceumure that

complies with the ERISA internal claims and appeals and external review processes

regul ations and rel ated gui dance I ssued

Gui danceo) upon request by the claimant.

order to request a voluntary external review. External Review Guidance shall provide

for referral to an independent review organization upon request for external review

filed by a claimant (or the cl ai mahet s du

External Review Guidance when:

0) the claimant is or was covered under the Plan at the time the health care item or
service was requested or, in the case of a retrospective review, was covered
under the Plan at the time the health care item or servicpraasied;

(i) the adverse benefit determination or the final adverse benefit determination
does not relate to the claimantos faill
under the terms of the Plan;

(i)  the adverse benefit determination or final adverse fliedetermination
involves medical judgment (including, but not limited to, those based on the
Pl anés requirements for medical necess
level of care, or effectiveness of a covered benefit; or a determination that a
treatment is experimental or investigational), as determined by the external
reviewer; or the matter is a rescission of coverage (whether or not the rescission
has any effect on any particular benefit at that time);

(ivy the cl ai mant h a sintemal hppaalsptoass; ptovided tialaa n 6 s
de minimis deviation from strict adherence of the internal claims and appeals
procedures that does not cause, or is not likely to cause, prejudice or harm to
the claimant will not waive the requirement to exhaustititernal claims and
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review procedure. The Benefit Claims Administrator shall provide an
explanation of such deviation within 10 days of the request of the claimant. If a
request for external review is rejected on the basis of the failure to exhaust
intemal claims and review procedures when a de minimis deviation is involved,

the claimant will have opportunity to pursue the internal appeal of the claim.

The Benefit Claims Administrator shall provide notice of such opportunity

within 10 days of the exterha r evi ewer 6 s rejection of
period for filing the appeal shall st a

Such procedure shall provide for an expedited review for the following situations:

0] an adverse benefit determination if tdverse benefit determination involves
a medical condition of the claimant for which the timeframe for completion of
an expedited internal appeal would seriously jeopardize the life or health of the
claimant, or would jeopardize the claimant's ability gpain maximum
function, or

(i) a final decision on review if the claimant has a medical condition where:

(A) the timeframe for completion of a standard external review would
seriously jeopardize the life or health of the claimant or would
jeopardize the claimantability to regain maximum function, or

(B) i n the opinion of a physician with
condition, the would subject the claimant to severe pain that cannot be
adequately managed without the care or treatment made subject of the
claim; or

© the final internal decision on review concerns an admission,
availability of care, continued stay, or health care item or service for
which the claimant received emergency services, but has not been
discharged from a facility.

A claimant must submé written request for External Review within 30 days following

an adverse benefit determination, or within 15 days after receiving the External Review
Guidance (following a request), whichever is later. Any verbal request or any written
request submittedit@r such deadlines will not be considered.

(0 Benefit Claims Administrator Rules and Procedures.

The Benefit Claims Administrator shall have the discretionary power and authority to
establish such rules and procedures, consistent with the Plan, and with, BRI®
may deem necessary or appropriate in carrying out its responsibilities.

SECTION 18. REVIEW PROCEDURES RGARDING ELIGIBILITY TO PARTICIPATE IN
THE MEDICAL PLAN

€)) Claims Procedure.
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Any person who has a question regarding eligibility to participate in the Plaldsho
contact the Employee Benefits Service Center. If the person is not satisfied with the
outcome, they can file a request for an eligibility determination. Note that a request
for an eligibility determination is not a claim for benefits for purposes ¢SBRnd

is not subject to the Claims and review provisions under the Plan.

(b) Eligibility Determinations.

If a person has been denied participation in the Plan the person can file a written request
for an eligibility determination with the Plan Administrat®he writing should include

the grounds on which the request is based and any documents, records, written
comments or other information that will support the request. The Plan Administrator
shall make a determination on the request within 90 days afteedfuest is received.
However, if there are special circumstances that require additional time, the
administrator will provide written notice of the extension prior to the termination of the
initial 90-day period. In such case, the administrator shallenaadtetermination within

180 days after the request is received.

SECTION 19. AMENDMENT AND TERMINATION OF THE MEDICAL PLAN

€)) Right to Amend or Terminate.

The Corporation reserves the right to amend or to terminate the Plan at any time, by
action of its board of directsror by action of a committee or individual(s) acting
pursuant to a valid delegation of authority by the board of directors.

(b) Effect of Amendment or Termination.

Any amendment or termination of the Plan will not affect any payment of a Covered
Charge incued by an Employee or a covered Dependent before the amendment or
termination. Notwithstanding the foregoing, any amendment that pertains to matters
involving the processing of claims for the payment of such Covered Charges under the
Plan (and not the caltation of the amount of such Covered Charges that may be
payable under the Plan) shall be effective as of the date specified by the board of
directors of the Corporation or its delegate at the time of adopting the amendment and
shall apply with respect tall pending claims and reviews without regard to the date
the Covered Charge was incurred.

SECTION 20. GENERAL PROVISIONS

(@ Payment of Claims to Others.

If any payment for Covered Charges with respect to the Plan would be payable to the
estate of any person, or to angrgon who is a minor or otherwise not competent to

give a valid release, the Benefit Claims Administrator (to the extent permitted by law)

may distribute this benefit to any relative of the person by blood or marriage (or to any
other person who candeméns at e t hat the person paid th
health care expenses and is entitled to reimbursement) whom it deems to be entitled to
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the benefit. Any payment made by the Benefit Claims Administrator in good faith
pursuant to this Section will sitharge the Plan and the Corporation from all liability
to such person to the extent of the payment.

(b) Exhaustion of Remedies.

No action at law or in equity shall be brought to recover benefits under the Plan unless
the action is commenced within the lessiethe applicable statute of limitations period

or one year after the occurrence of the loss for which a claim is made. No legal action
for benefits under the Plan shall be brought unless and until the claimant:

0) Has submitted a written application fdxenefits in accordance with the
provisions of the Plan; and

(i) Has been notified by the Benefit Claims Administrator that the application is
denied; and

(i)  Has filed a written request for a first review of the application in accordance
with this document; and

(iv)  Has been notified in writing that the Benefit Claims Administrator has affirmed
the denial of the application on first review;

(V) Has filed a written request for a second review of the application; and

(vi)  Has been notified in writing that the Benefit Claims Auxistrator has affirmed
the denial of the application on second review;

provided that legal action may be brought after the Benefit Claims Administrator has
failed to take any action on the claim within the time prescribed herein.
Notwithstanding the foigoing, in the event that the Benefit Claims Administrator fails

to provide timely notice of its decision in accordance with the terms and provisions
herein. The Plan Administrator reserves the right to contend that the Employee may
not file a legal or eqtable action until the Employee files a timely written request for

a review of the claim and that review is completed.

(c) Proof of Age, Financial Support and Marital or Same Sex Domestic Partnership Status.

The Corporation may require Employees and Dependeffitsnish satisfactory proof

of age and financial support of Dependents and may require Employees and their
Spouses or Same Sex Domestic Partners to furnish satisfactory proof of marital or Same
Sex Domestic Partnership status (as applicable) as aiconafiimaintaining coverage

of such Dependents under the Plan.

(d Workersd Compensation.

The Pl an i s not in | i eu of, and does not
Compensation Insurance.
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(e) Employment Rights.

Nothing in the Plan shall be deemedcbnstitute a contract between any person and
the Company, or to give any person any right to remain in the employ of the Company
nor to affect the right of the Company to terminate the employment of any person at
any time with or without cause, which lnigis hereby reserved.

SECTION 21. THIRD PARTY RESPONSILITY

(@) Payment of Certain Benefits Subject to Full Right to Subrogation and Reimbursement,
and Restitution.

If any Employee or covered Dependent receives benefits under the Plan related to either

a) injuries, illresses or conditions resulting from the act or omission of any third person,

or b) any matter reimbursable under a contract of no fault automobile insurance, any
benefits paid under this Plan that are related to such matters shall only be paid subject
tote Pl ands full rights of subrogation, re
of such benefits.

(b) Granting of First Right of Subrogation, Reimbursement, and Restitution.

As a condition of receiving the Plan benefits described in Subsection (a), theyEenp
and/or covered Dependent grant specific and first rights of subrogation, reimbursement,
and restitution to the Plan.

Such rights shall come first and are not adversely impacted in any way by:

0) the extent to which the Employee or covered Dependeavees his or her full
damages and/ or attorneyso fees; or

(i) how such recovery may be itemized, structured, allocated, denominated, or
characterized; e.g., without regard to any characterization as a recovery for such
matters as lost wages, damages, attofheys e e s , et c. rat her
expenses.

Such rights shall extend to any property (including money) that is directly or indirectly
in any way related to the Plan benefits described in Subsection (a). Such rights shall be
without regard to the type gfroperty or the source of the recovery, including any
recovery from the payment or compromise of a claim (including an insurance claim),
a judgment or settlement of a lawsuit, resolution through any alternative dispute
resolution process (including arlaition), or any insurance (including insurance on the
Employee and/or covered Dependent, -faat coverage, uninsured and/or
underinsured motorist coverage).

(© Agreement Not to Alienate Rights or Property.

The Employee and/or covered Dependent agree:
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) not to asign any rights or causes of action he or she may have against others
(including those under insurance policies) related to this Section without the
express written consent of the Plan;

(i) to take possession of any prlienpbgrty s
contract in his or her own name, place it in a segregated account within his or
her control (at least in the amount of the equitable lien by contract), and not to
alienate it or otherwise take any action so that it is not in his or her possession
prior to the satisfaction of such equitable lien by contract; and

(i) that if such property is not in his or her possession (other than in possession by
or on behalf of the Plan), to immediately take whatever steps possible to regain
possession or have possessiransferred to or on behalf of the Plan pursuant
to its direction.

(d) Cooperation.

The Employee and/or covered Dependent hereby agrees to cooperate with the Plan and
take any action that may be necessary to protect its interests herein.

(e) Notice Obligation
The Employee or covered Dependent shall timely notify the Plan of:
) the possibility that benefits paid by the Plan may be subject to Subsection (a);

(i) the submission of any claim or demand letter regarding property that may be
subject t o tofhsabrogatioa, meinbursemegthrésstution, to an
equitable lien by contract, and as beneficiary of a constructive trust;

(i) the filing of any legal action regarding any property that may be subject to the
Pl anés rights of subr iongtaaniequitable lieneoy mbur s
contract, and as beneficiary of a constructive trust;

(iv)  the request for any alternative dispute resolution process regarding any property
t hat may be subject to the Pl anbs roi
restitution, to arequitable lien by contract, and as beneficiary of a constructive
trust;

(V) the commencement date of any trial or alternative dispute resolution process
related to any property that may be st
reimbursement, restitutiono an equitable lien by contract, and as beneficiary
of a constructive trust (at least 30 days in advance); and

(vii any agreement that any property that

subrogation, reimbursement, restitution, to an equitable lieofityact, and as
beneficiary of a constructive trust will be paid to or on behalf of the Employee
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and/or covered Dependent (whether pursuant to resolution of a claim, legal
action, alternative dispute resolution proceeding, or otherwise).

SECTION 22. DEFINITIONS

€) AAl ternate Recipiento
means an alternate recipient as that term is defined in ERISA § 609(a)(2)(C).
(b) ABenefit Claims Administratoro

means the claims administrator appointed by the Corporation to assist it in processing
and reviewing claims with respectttee Plan. The Benefit Claims Administrator shall
not be deemed to be the Aadministratoro o

(c) ACal endar Year o

means a period commencing January 1 and e
succeeding December 31.

(d) ACasudloyEmp

means an Employee who normally works fewer than 20 hours a week on a non
continuous, irregular, infrequent, and unscheduled basis.

(e) AClI ai ms Administratoro

means an entity appointed by the Corporation to assist it in processing and reviewing
claims A Claims Administrator shall not be
Plan as defined in ERISA.

f ACOBRAD

means the Consolidated Medical Budget Reconciliation Act of 1985, as amended from
time to time.

(9) ACodeo
means the Internal Revenue Code of 1@86amended from time to time.
(h) ACompanyo

means the Aerospace Corporation. Such designation may include a limitation as to the
classes or groups of Employees that may participate in the Medical Plan.

0] AConcurrent Care Clai mo

means any claim for a benefggarding an ogoing course of treatment that was
previously approved by the Plan for a specific period of time or number of treatments.
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(), AContinuation Coverageo

means the coverage provided under the COBRA provisions of the Plan and not the
Regular Covenge provisions of the Plan.

(K) AContinuation Coverage Election Periodo n

() ACopayment 0 -dodaaanounttthatea Cbverad Individual must pay for
certain Covered Services. Covered Services subject to a Copayrddghtaamounts
are listed in the summary of benefits or in the PPO Plan Benefit Booklet.

(m ACorporationd means the Aerospace Corpor a
(n ACorporation Paymentso
mean payments by the Corporation.
(0) ACovered Chargeo
means a covered charge or covered medical@sdefined herein.
(p) ACovered I ndividual o
means an Eligible Employee or Dependent who is receiving benefits under the Plan.
() ADependent o
means the following:
An Empl oyeebs Spouse or Surviving Spouse,;

An Empl oyeebds Same Sexnglbam&axtDonestiPRantnerner o
or

A Dependent Child or Surviving Dependent Child.

(n ADependent Chil do

means an Employeebs Dependent Child or a
Child.
(s) ADIi sability Leavebo

means a leave of absence without pay that is datad as a leave on account of a
disability by the Company in accordance with the Leave of Absence Policy.

(® AElI i gi bl e Empl oyeeo

Means the following
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) an employee who is a Regular Employee who has elected and commenced
coverage under the Medical Plan and s#nooverage has not terminated under
the Medical Pl an. I n the event of a F
Spouse or Surviving Same Sex Domestic Partner, as applicable, or a Surviving
Dependent Child who is not covered as a Dependent of a Surviving&po
Surviving Same Sex Domestic Partner, shall be treated as a Regular Employee;
or

(i) a Tier A Retiree; or

(i)  aTier B Retiree

(iv)  who is otherwise eligible to participate in the Medical Plan.
(u) AEmpl oyeeo

means any individual who is employed as a commonelaployee of the Company,
either on a full or a patt i me basi s. However, AEmpl oye
following: (a) any leased employee (including but not limited to those individuals
defined as leased employees in Code 8414(n)) or individual clddsyfitne Employer

as an independent contractor for the period during which such individual is so
classified, whether or not any such individual is on the EmployerZpalyroll or is
determined by the IRS or others to be a comilaanemployee of the Empley; (b)

any individual who performs services for the Employer but who is paid by a temporary
or other employment or staffing agency for the period during which such individual is
paid by such agency, whether or not such individual is determined by tlue tR&rs

to be a commotaw employee of the Employer; and (c) Casual Employees. Temporary
Employees who work for the Employer for less than 12 months. The term Employee
does include Temporary Employees who work for the Company for less than 12 months
for the limited purpose of allowing eligibility solely for group medical benefits.
Additionally, the term Employee does include former Employees for the limited
purpose of allowing continued eligibility for benefits under the Plan for the remainder
of the PlanYear in which an Employee ceases to be employed by the Company, but
only to the extent specifically provided elsewhere under the Plan.

(V) AEmpl oyee Contributions?o
mean such contributions by Employees as described in Section 7.
w) AEmpl oyeeds Dependent Chil do
means:

0] The Employeeds natur al child, stepchi
child Placed for Adoption with the Employee prior to the date of adoption) or a
foster child who is either under the age of 26 or an Incapacitated Child.
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(x)

v)

(@)

(i) Anunmarriedchd who i s an Empl oyee of the Em
whom the Employee or the Employeeds Sj
is either:

(i)  Under the age of 26, if more than em&f of his or her financial support is
derived from the Employee orthefrh oy ee and t he Empl oyee

(ivy An I ncapacitated Child who is the Empl
Section 152(c) of the Code) if more than 4radf of his or her financial support
is derived from the Employee or the Employee andthe Bmple 6 s Spouse.

AERI SAO

means the Employee Retirement Income Security Act of 1974, as amended from time
to time.

AFamily Leaveo

means a leave of absence designated as a family leave by the Company in accordance
with the Leave of Absence Policy or a leaveessary to comply with any applicable
family leave law.

Al ncapacitated Chil dbo
means a Dependent Child who:

0) Is incapable of sel$ustaining employment by reason of mental retardation or a
mental or physical disability (proof of which must be medically tediby a
physician);

(i) Is dependent for more than half of their support on the:
(i)  Employee

(ivv The Employee together with the Empl oy
Partner; or

(vy The Employeeds Surviving Spouse or Sur
the Emploge is deceased and the Surviving Spouse or Same Sex Domestic
Partner is covered by the Medical Plan; and

(vi) Isincapacitated (i.e., meets the requirements of Subsection (i) above):

(A) Immediately prior to turning age 26 while being covered under the
Plan; or

(B) By age 26 when the Employee becomes an Eligible Employee, and the
Dependent Child:
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Q) Had other health care coverage immediately before the Employee
becomes an Eligible Employee; and

(2) Is enrolled in the Plan within 31 days after the Employee becomes
anEligible Employee; or

© By age 26 when the Employee is an Eligible Employee, and the
Dependent Child:

(2) Had other health care coverage immediately before he or she
is enrolled in the Plan; and

(2) Is enrolled in the Plan during an Open Enrolliment Period or
SpecialEnrollment Period; and

(3) Has proof of such incapacity and dependency furnished to the
Corporation:

€)) In the case of Subsection (v)(iii)(A), within 31 days
after the date when the Dep
Coverage would terminate but for the incapacity; or

(b) In the case of Subsection (v)(iii)(B), within 31 days
after the Employee becomes an Eligible Employee.

Notwithstanding the foregoing, an Incapacitated Child will cease to be so if proof of
such incapacity and dependency is not furnished to the Corporatsaciosubsequent
occasions as may be required by the Corporation, but not earlier than two years after
commencing Incapacitated Child status (but no more frequently than annually); or if
his or her Regular Coverage is terminated after becoming an Ineapddcithild.

(@) AiLeave of Absence Policyo

means the Corporationés applicable | eave
3-15, as amended from time to time.

(bb) ALeave with Payo

means a leave of absence with pay that is designated as such by the Company
accordance with the Leave of Absence Policy.

(cc) A"nMedi careo

means the program established under Title XVIII of the Social Security Act (Federal
Health Insurance for the Aged Act), as amended from time to time.

(dd) AMi Il itary Service Leaveo

65



(44 AEROSPACE

(ee)

(ff)

(99)

(hh)

means a leave of adrsce for the purpose of allowing an Eligible Employee to serve
voluntarily or involuntarily as an Employee of the uniformed services of the United
States when such military service is subject to the provisions of the Uniformed Services
Employment and Reengyment Rights Act of 1994 (USERRA) and that is designated
as a Military Service Leave by the Company in accordance with the Leave of Absence
Policy.

AMi sconduct 0O
) means that an individual:

(i) Has committed an act of embezzlement, fraud or theft with respeitte
property of the Company or any person with whom the Company does business;
or

(i)  Has deliberately disregarded the rules of the Company in such a manner as to
cause material loss, damage or injury to or otherwise endanger the property or
employees of th Company; or

(iv) Has made any unauthorized disclosure of any of the secrets or classified
information of the Company; or

(V) Has engaged in any conduct that constitutes unfair competition with the
Company; or

(vi)  Has induced any customers of the Company to breacleantyacts with the
Company.

AOpen Enroll ment Periodo

means the period once a year when Employees or Eligible Employees may (for
themselves and/or their Dependents) elect to commence coverage under the Medical
Plan, to change existing coverage to anofilealth care plan to which the Corporation
contributes (if available), or to cease such coverage.

AOpen Enroll ment Period Effective Dateo
means the first of January following the end of the Open Enrollment Period.
APl aced for AdoptAdonpt ioandiPl acement for

means that a child has been placed with an Eligible Employee and/or his or her Spouse

or Same Sex Domestic Partner and such individual(s) has assumed a legal obligation
formorethanond al f of the chil dbés f i heaadoptiora | sup
of such chil d. Whet her a child has been i
this provision shall be determined by the Benefit Claims Administrator in its sole
discretion based on objective evidence supplied by the Employee.
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(i) APeSsetr vi ce CIl ai mo
means any claim for benefits that is not a8eevice Claim or an Urgent Care Claim.

an AP«Service Cl ai mo
means any claim for benefits with respect to which the terms of the Plan condition
receipt of the benefit, in whole or in paon approval by the Plan of the benefit in
advance of obtaining medical care.

(kky AQualified Beneficiaryo
means a Qualified Beneficiary as described in Sedtfa)(2).

()] AQualifying Evento
means:

) With respect to an Empl oyeas,anBlidbe Empl ¢
Empl oyee due to termination of empl oy

mi sconducto or a reduction in hours of
or the expiration of a Disability Leave, Family Leave, or Military Service Leave

forreason®t her than fAigross misconduct . 0 N
Empl oyeeds failure to qualify as an E

employment following a leave of absence for which Continuation Coverage has
been provided shall not be considkf@ualifying Event.

(i) With respect to a covered Dependent of an Employee:
(i)  The Qualifying Event of the Employee; or
(iv)  The death of the Employee; or
(V) The loss of status as a Dependent for any reason, including age, marriage,
cessation of financial dependencettom Employee, divorce from the Employee
or termination of a Same Sex Domestic Partnership.
(mm) ARegul ar Coverageo
means coverage under the Medical Plan.
(mn) AiRegul ar Empl oyeeo

means an Employee who works on a regularly scheduled and assigned basis, either full
or part time.

(oo) "Rel evant o
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(qa)

means a document , record, or ot her i nfor
benefit if such document, record, or other information:

0) Was relied upon in making the benefit determination; or

(i) Was submitted, considered, or gemedain the course of making the benefit
determination, without regard to whether such document, record, or other
information was relied upon in making the benefit determination; or

(i)  Demonstrates compliance with the administrative processes and safeguards
required pursuant to the ERISA claims regulations; or

(iv)  Constitutes a statement of policy or guidance with respect to the Medical Plan
concerning the denied treatment optior
without regard to whether such advice oresta¢nt was relied upon in making
the benefit determination.

fSame Sex Domestic Partnero

means a person who meets all of the following conditions of either Subsection (i) or
Subsection (ii):

0] A person who meets and continues to meet all of the criet@iled in the
Corporationdés policies regarding the
Partnership for benefits purposes and the Same Sex Domestic Partnership has
been internally registered with the Corporation by filing an original, properly
completed, otarized affidavit of Same Sex Domestic Partnership that has been
accepted by the Corporation; or

(i) A person who is married to an Eligible Employee or who has entered into a civil
union with an Eligible Employee when the Eligible Employee resides in a
jurisdiction where that marriage or civil union is not recognized.

AfSame Sex Domestic Partnero6s Dependent Ch
means:

A Same Sex Domestic Partner 0s natur al C
(including a child Placed for Adoption with the Same Sex Daoimé&artner prior to

the date of adoption), or foster child who is either under the age of 26 or an

|l ncapacitated Chil d, if the child does no

An unmarried child who is a meimdusholdof t he
and for whom the Same Sex Domestic Partner acts as a guardian if the unmarried child
is either:
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