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INTRODUCTION

The City of Mesa strives to offer a variety of health care benefits to eligible participants. This Plan Document
describes the wide variety of benefits available to eligible planicipants including medical, dental, vision,
Employee Assistance Program (EAP) services, life insurance, short and long term disability, commuter death
benefits, and flexible spending accounts.

The City selfinsures and seHdidministers the Medical aridental plansas well aghe Flexible Spending Account
program (including Health and Dependent Care AcsuntThe City contracts with various insurers and
organizations to provide the following rs&es: Employee Assistance Program (EAP), Vision Plans, Life
Insurance/AD&D, Supplemental (Voluntary) Life Insurance, Commuter Death benefStaortl andLong Term
Disability.

The Plan described in this document is effective January 11, @&dept for tlese provisions that specifically
indicate other effectivdates, and replaces all other plan document/summary plan descriptions previously provided
to you. If you are not eligible for certagoverages then the chapteestaining to those coverages do apply to

you. This plan isiot subject to therovisions of the Employee Retirement Income Security Act, commonly called
ERISA.

This document will help you understaadd usehe benefits provided by the City oRleasaeview it andshare it
with thosemembers of your family who are or will be covered by the Plan. The Plan Document explains:

e the coverages provided;

e the procedures to follow in obtaining services and submitting claims; and

e your responsibilities to provide necessary information to the Rthministrator.

Remember, not every expense you incur for health care
is covered by the Plan.

The City of Mesa reserves the right to amend, modify, add or delete
benefits to this Plan Document.

As the Plan is amended from time to time, the City 8éthd you information explaining the changes. If those later
notices describe a benefit or procedure that is different from what is described here, you should rely on the later
information.

Be sure to keep this document, along with notices of any Plaigesan a safe and convenient place where you
and your familycan find and refer to them.

Questions You May Have

If you have any questions concerning eligibility or the benefits that you or your family are eligible to receive,
please contact the BensfiPlan Administrator at the phone number and address located on the Quick Reference
Chart in this document. As a courtesy to you, the claims staff may respond informally to oral questions; however,
oral/verbal communications are not binding on the Plahcamnot be relied upon in any dispute concerning your
benefits. Your most reliable method is to put your questions into writing and fax or mail those questions to the
Benefits Plan Administrator and obtain a written response from the Benefits Plan #tdsbimi

Spanish Language Assistance

Este documento contiene una breve descripcion sobre sus derechos de beneficios del plan, en Ingles. Si usted tie
dificultad en comprender cualquier parte de este documento, por favor de ponerse en contacttneditsePlBa
Administrator a la direccion y teléfono en el (Quick Reference Chart) de este documento.



IMPORTANT NOTICE

You and/or your Dependents must promptly furnish to the Plan Administrator information rega

change of name, address, marriage, divorce or legal separation, death of any covered family

change in status of a Dependent Child, Medicare enrolloragisenrollment or the existence of oth
insurance coverage.

Failure to do so may cause you or your Dependents to lose certain rights under the Plan or m
result in your liability to the Plan if any benefits are paidon behalf ofan ineligible person.

When you need information, please check this document first. If you need further assistance, please refer to the

chart below:

QUICK REFERENCE CHAR T

Information Needed

Contact the following:

Benefits Claims Administrator
e Plan Administrator

e Group #:CMO001

e Eligibility and Benefits Information

¢ Medical and Dental claims administration

e Flexible Spending Accounts

e Medicare Part D Notice of Creditable
Coverage

e HIPAA Certificate of Creditable Coverage

¢ COBRA Administration

e |D Cards for Dental and Healthsmart
Coverage

Employee Benefits Administration Office

20 E. Main St. Suite 600lesa AZ, 85201

Mailing Address:P. O. Box 1466 Mesa, AZ, 852111166
Phone #:(480) 6442299

Office Hours M-TH: 7:00am to 6:00pm

E-mail Address Benefitsinfo@mesaaz.gov

Website and Online Enrollmentmww.mesachip.mesaaz.gov
Intranet:http://insidemesa/benefits/defaakpx

Claims should be submitted to :
P.O. Box 1818, San Leandro, CA 94577

Medical Network Providers
for plan participants who live in
Arizona

e Preferred PPO Network Providers

Blue Cross and Blue Shield of Arizona (BCBSAZ)
www.azblue.com

Note: Questions are handled by the Employee Benefits
Administration Office at the number listed above

Medical Network Providers
for plan participants who live outside
Arizona

e QOut of State Preferred PRtwork
Providers

e Group #: CM002

HealthSmart/Beech Street PPO Network
1-800-687-0500
Submit Claims to:

HealthSmart Preferred Care

P.O. Box 53010 Lubbock, TX 7945910
Note: Questions are handled by the Employee Benefits
Administration Office at the nunel listed above

Prescription Drug Program

e |ID Cards for the Medical plans
¢ In-Network Retail Pharmacy locations
e Home Delivery (Mail Order) Services

e Direct Drug Reimbursement of non
network outpatient retail pharmacy clain

e Preauthorization of certaprescription
drugs
e Specialty Drugs

Medco Health
Member Servicest-800-711-0917
Home Delivery (Mail Order) Services
e Doctor 6s f a»B8832ar8701r uct i
e Patient phone refills:-B00-473-3455
Mail non-network outpatient retail pharmacy claims to:
Medco Health Solutions, Inc.
P. O. Box 14711 Lexington, KY 40512
www.medco.com

on
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QUICK REFERENCE CHAR T

Information Needed

Contact the following:

Utilization Management (UM)
e Precertification

¢ Case Management

e Medical review

American Health Group (AHG)

2152 S. Vineyard Ave, Suite 103 Me#&, 85210
Phone #: (602) 268800 or 1800-847-7605

Fax: 480894-8105

Employee Assistance Program (EAP)
e Up to eight (8) free counseling visits per

patient per problem each EARlendarear.

e Eldercare and Childcare Referrals and
Services

e Legal Services

EAP Preferred (Counseling and Family Resources)
(602) 2644600 (press 2) or-800-327-3517 (press 2)
www.eappreferred.com

Dental Plan

Contact the Employee Benefits Administration Office at
480-644-2299.

Vision Care Plan
¢ Routine Vision Services
e Vision network preferred providers

e Vision claims and appeals

VSP
Contact Member Services aBD0-877-7195
5am to 7pm Pacific Time

WWW.VSp.com

Non-network vision claims should be sent to
VSP
Attn: Out of Network Claims
P. O. Box 9971055acramento, CA 95898105

COBRA Administrator

Contact the Employee Benefits Administration Office at
480-644-2299.

Basic Life Insurance, Accidental Death
& Dismemberment (AD&D) Insurance

CIGNA Life Insurance Company
Contact Employee Benefits Administration Office for questi
or issues regarding this coveragel80644-2299

Supplemental (Voluntary)
Life Insurance

CIGNA Life Insurance Company
Contact Employee Benefits Administration Office faregtions
or issues regarding this coverael80644-2299

Commuter Death Benefit

Hartford Life Insurance
Contact the Employee Benefits Administration Office abov

Voluntary Short Term Disability (STD)
Coverage

Contact Mutual of Omaha at 1(808Y7-5176 to file a claim
or for customer service.

Long Term Disability

e Public Safety Personnel Retirement System administered
CGIGNA- Insurance Company.

¢ Arizona State Retirement System administere@é&yggwick
CMS.For questions c o pdBarefits t
Administration Office at (480) 642299.

Wellness

e CIGNAT Healthy Rewards at CIGNA.com/rewards |
password: savingsy @all at :800-258-3312

e Employee Wellness Resources at
www.mesachip.mesaaz.gov

HIPAA Privacy Officer

HIPAA Security Officer

Employee Benefits Administrator
P.O. Box 1466 Mesa, AZ 85211466
Phone: (480) 64229
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ELIGIBILITY

OVERVIEW OF ELIGIBILITY FOR PLAN BENEFITS

. Benefit Eligible . .
Benefit Options EFuII ‘time Part-time Elgc.ted Retirees Retllreeg,'wnh

mployees Employees Officials Disability
Medical Plans(a core X X X
benefit)
Dental Plans(a core benefit) X X X X X
Vision Plans(a core benefit) X X X X X
EAP X X X
Long Term Disability
(LTD) X X
Voluntary Short Term X
Disability (STD)

o May portor May continue though
Basic Life and X convert to an waiver of premium or
AD&D Insurance individual portif not eligible for

policy premium waiver
Supplemental Life X
Insurance
Commuter Death Benefit X
Flexible Spending Accounts X
(FSA) (a core benefit)

! Note that employees hired on or after 41-09 are not eligible for retiree benefit coverage.

Full time employeesof the City of Mesa who are regularly scheduled to work at least 40 hours or more each week, are
eligible for the benefits listed on the chart above describing the Overview of Eligibility for Plan Benefits. Coverage for
Core Benefits (medical, dentalsvi 0 n

and FSA plans) starts on the

selected by the employee from the three options listed:

. Benefit
Option Effective Date Comments
Note that premiums will be prorated for medical and dental.
For vision benefits, if the date of hire is prior to thd ®5the month there will be
no charge for the entire montho6s "o
of the month, th@remium must be paid for that entire month.
Option 1 Date of hire Enrollment forms and any required documentation such as marriage/birth certi
divorce decree, etc. must be physically in the Employee Benefits Administratio
Office no less than three (3) working days ptithe benefit effective date. If this
deadline is missed, the individual d
benefit effective date after receipt of the enrollment forms and documentation.
Please note the Employee Benefits Office hofigperation and plan accordingly.
Enrollment forms and any required documentation such as marriage/birth certif
First of the divorce decree, etc. must be physically in the Employee Benefits Administratio
Option 2 mqnth Office no less than three (3) working days prior to the benefit effective date. If
following the deadline is missed, the individual 8
date of hire benefit effective date after receipt of the enrollment forms and documentation.
Please note the Employee Benefits Office hours of operation and plan accordir
First of the Enrollment forms and any required documentation such as marriage/birth certi
month divprce decree, etc. muse physica_lly in the E_mployee Benef_its Adm_inistration
Option 3 following Office no Ie_ss than three 3) vyorklng days prior to the k_)eneflt _effethe date. If
one month of dea_dl ine is mi ssed, the indivi du_al 0
employment benefit effective date afteeceipt of the enrollment forms and documentation.
Please note the Employee Benefits Office hours of operation and plan accordir

4
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All other benefits (including Basic Life and AD & D Insurance, Voluntary/Supplemental Life Insurance, Voluntary Short
Term Disability) will be effective on the first of the month following the completion of one month of employment.
Benefits enroliment includes the fact that proper enroliment forms have been completed and submitted to the Employee
Benefits Administration ®@ice and you pay any required premium contribution.

2. Part time employees of the City of Mesavho are working at least 20 hours per week on a regular basisr{yeat in a
benefitseligible part time position) are eligible for the benefits listed on thertciibove describing the Overview of
Eligibility for Plan Benefits. Coverage for benefits starts on the first day of the month after you have been employed for 6
months as long as the proper enroliment forms have been completed and submitted to theseEmBpluosfits
Administration Office and you pay any required premium contribution.

3. Elected Officials of the City of Mesa(Mayor, City Councilmembers) are eligible for the benefits listed on the chart above
describing the Overview of Eligibility for Plan Befits. Coverage for these benefits starts on the day on which you are
sworn into office as long as the proper enroliment forms have been completed and submitted to the Employee Benefits
Administration Office and you pay any required premium contribution.

4. Retired employees (retirees) of the City of Mesavho meet the eligibility requirements as stated in this chapter, and
begin receiving and continue to receive retirement benefits either from the Arizona State Retirement System (ASRS) or
Public Safety Persarel Retirement System (PSPRS) on the first of the month following retirement with the City of Mesa,
are eligible for the benefits described on the chart above describing the Overview of Eligibility for Plan Benefits. The
monthly premium paid by the reteedepends upon the coverage chosen and the number of years of service with the City
of Mesa. Coverage begins on the first day of the mont |
required contribution. Retired employees and tledigible dependents must enroll in Medicare Parts A and B upon
becoming eligible. Note that employees hired on or a#fE09® are not eligible for retiree benefit coverage.

5. Retired employees (retirees) with Disability:Retired employees, other than thdsted above, who have retired from
employment due solely to a disabiliznd are receiving a LTD benefdand who continue to meet the requirements of
disability as defined in the Definitions chapter of this document, are also eligible for the sanve\Riayge as retired
employees without a disability. See the benefits described on the chart above describing the Overview of Eligibility for
Plan Benefits. An employee will be allowed to retire under pnavision if totally disabled for a period of atakt six
months. Coverage begins on the first day of the month following the retirement date, as long as you pay any required
contribution. Individuals who retire due to a disability must enroll in Medicare Parts A and B upon becoming eligible.
Note thatemployees hired on or after1109 are not eligible for retiree benefit coverage.

YOUR DEPENDENTS6 ELI GIBILITY FOR COVERAGE

If you elect coverage for yourself, you are also eligible for the same benefit coverages for your Eligible Dependelateon the

of the day you become eligible for your own medical coverage or the day you acquire an Eligible Dependent, either by
marriage, birth, adoption or placement for adoption, but only if you have submitted a completed written enroliment form which

canbeobtaime from the Employee Benefits Adamdpayasytreqaired contributvhsf i ¢ e
for covered Dependengd if benefit coverage is in effect for you on that day.

1. Your Eligible Dependents include your lawful Spouse (as definefirlzpna state law) and your Dependent Child(ren) as
those terms are defined in the Definition chapter of this document.

2. Anyone who does not qualify as a Dependent Child or Spouse as those terms arebgiefireélan has no right to any
coverage for Plan Benefits or services under this Plan.

3. For dependents of retirees, the appropriate premium must be paid by'tbieek&h month or the dependent coverage will
be terminated.

SURVIVING LAWFUL SPOUSE AND SURVIVING DEPENDENT(S)THar r ol | ebés Law

The surviving lawful spouse and surviving dependent(s) of a deceased City law enforcement officer are entitled to continue
health coverage under the Plan @ipr to one (1) year after the death of the law enforcememfficer. The following terms

apply:

a. the law enforcement officer: (1) must have been killed in the line of duty; or (2) must have died from injuries suffered in
the line of duty; and

b. the law enforcement officer must have been enrolled in aspityisored edical plan at the time of death; and

the surviving lawful spouse and surviving dependents must have been covered byspo@siyred medical plan at the
time of the officerdés death; and

d. premiums for coverage must be paid by the surviving lawful spoussuaviding dependents at the same rate that applies
to active employees and their families; and



e.

upon termination of coverage, the surviving lawful spouse and surviving dependent(s) will have the opportunity to elect
temporary COBRA continuation of coverage

PROOF OF DEPENDENT STATUS

Specific documentation to substantiate Dependent status will be required by the Plan and may include any of the following:

Marriage: copy of the certified marriage certificate.
Birth: copy of the certified birth certificate.

Natural son or daughter: bi rt h certi ficate | isting employeel/retiree
married and has had a name change), copy of health insurance card if the child has coverage under any other health pla
including Medicae, Medicaid, AHCCCS, or any employer health plan.

Adoption or placement for adoption birth certificate; adoption or placement documentation listing employee/retiree or
spouse as adoptive parent; i f chil d iage cenificate; copydof healtd h a ¢
insurance card if child has coverage under any other health plan including Medicare, Medicaid, AHCCCS, or any
employer health plan

Stepchildren: birth certificate showing the idmpnhroeyd and bas hadat i r €
name change, chil dbébs marriage certificate; empl oyeeds/
parent; copy of health insurance card if child has coverage under anyhetiitlr plan including Medicaréedicaid,
AHCCCS, or any employer health plan

Foster Children:bi rt h certi ficat e; if child is married and has
license & placement documentation listing employee/retiree or spomysg ofhealth insurance card if child has coverage
under any other health plan including Medicare, Medicaid, AHCCCS, or any employer health plan

Grandchildren: bi rt h certificate; i f child is married and has
guardianship documentation listing employee/retiree or spouse as legal guardian; copy of health insurance card if child has
coverage under any other health plan including Mediddeelicaid, AHCCCS, or any employer health plan

Legal Guardianship: a copyof your legal guardianship documents and a copy of the certified birth certificate.

Involuntary loss of Dependent coverage:Certificate of coverage from previous employer and marriage certificate if not
alreadyon file.

Disabled Dependent Child:The planrequires Social Security Disability documentation as proof of disability status
Qualified Medical Child Support Order (QMCSO): Valid QMCSO document or National Medical Support Notice.

COORDINATION OF BENEFITS WITH MEDICARE

To comply with federal Medicareoordination of benefit regulations, you must promptly furnish to the H

Administrator, or its designee, tl®cial Security Number (SSNpf your Eligible Dependents for which yqg

have elected, or are electing, Plan coverage, and information on wyathar any of such dependents ar

currently enrolled in Medicare or have -disrolled from Medicare. This information will be requested wh
you first enroll for Plan coverage but may also be requested at a later date.

Failure to provide the SSN meansttblims for eligible individuals cannot be processed for the affect
individuals.

As a reminder, retired employees and/or their dependents MUST enroll in Medicare Parts A and B
upon becoming eligible for said coverage.

Enroliment in Medicare Part D iptional; however, when a retired employee or dependent elects Med
Part D through a Prescription Drug Plan (POR3t plan will become the primary payer fescription
coverageandthe City of Mesa wilkcoordinate benefits with that PDEnrolimentin Medicare or
disenrolmentfrom a MedicarePart D Prescription Drug Planust be reported to the Plan Administrator




EMPLOYEE ASSISTANCE PROGRAM (EAP) ELIGIBILITY

All employees and their family members are eligible to use the EAP program sponsored by the City of Mesa. You do not have
to be enrolled in one of the Cigponsored health insurance plans to use the services available through the EAP. The EAP is
descriled in the EAP chapter of thilbcument.

ENROLLMENT FOR AND START OF COVERAGE

There are three opportunities to enroll for coverage under this Plan: Initial Enrollment, Special Enrollment, and Open
Enrollment. These opportunities are described furthdrisnchapter.

Procedure to Request Brollment:

Generally an individual must call, fax;neail or walk into the Employee Benefits Office and indicate their desire to enroll in
the Plan.Note that the Open Enroliment procedure can differ from this proecesi§ so, the procedure on how to enroll at that
time will be announced by the Plan at the beginning of the Open Enrollment period.

Once enrollment is requested, you will be provided tithsteps to enrolithat include all of the following:

a. submit a canpleted written or electronic enrollment form (which may be obtained from and submitted to the Employee
Benefits Office), and

provide proof of Dependent status (as requested), and
pay any required contributions for coverage, and

d. perform steps a through bave in a timely manner according to the timeframes noted uhédénitial, Special, or Open
Enrollment provisions of this Plan.

Enroll ment Is Required for Coverage:

You andyour Eligible Dependents may become covered under the benefits of thisriRtarpon submission of a completed
written enrollment form which may be obtained from and submitted to the Employee Benefit Administration Office, including
any other required documentation such as birth or marriage certificate, and by paying any reqtritedicos for coverage.

A person who is not duly enrolled by submitting a completed written enroliment form and paying any required contributions
has no right to any coverage for Plan Benefits or services under this Plan.

Declining (Opting Out of or Waiving) Medical, Dental and/or Vision Coverage:

As anemployee you may decline medical, dental and/or vision coverage under this Plan. To do so, you must complete and
submit an enroliment form with the eptit provision indicated to the Employee Benefitaviistration Office and, if you are

a full-time employee, present evidence that you are covered under another medical and/or dental plan (such as the healtl
insurance ID card or enrollment form). Rtme benefit eligible employees are not required tmsproof of other coverage

to opt out of the coverage through the City of Mesa

Note that no additional compensation is paid to you if you waive/declineldpif benefit coverage. If you decline coverage
for yourself, you willnot be allowed to enroll your spouse or dependent children in the coverage you decline.

If, at a later date, you want to reinstate the coverage you declined you may enroll yourself and any eligible depéndents
under the Special Enrollment provisions (wtepplicable) or the Open Enrollment provisions described later in this chapter.

Eligible retireesmay also decline/optut of medical, dental and/or vision coverage by completing and submitting an
enrollment form with the opout provisions elected, togrtEmployee Benefitddministration Office. Retirees are not required

to show evidence of other coverage before exercising thiswggmiption. If you decline coverage for yourself, you widt be
allowed to enroll your spouse or dependent children utidecoverage you decline@nce a retiree optsout of a coverage
option under this Plan, the retiree may never reenroll in any such City-sponsored program again. For example, if the
retiree opts out of medical coverage and keeps dental coveragejrie mety never renroll in any Citysponsored medical
plan but may continue with the dental plan from year to yé&wte that no compensation is made to a retiree if the retiree
waives/declines/opts out of benefit coverage.

INITIAL ENROLLMENT

1. Initial Enr ollment Period and Procedure: You must enroll no later than 31 days after the date on which you are eligible
for coverage by submitting a completed written enrollment form which may be obtained from the Employee Benefits
Administration Office. If you wanDependent coverage, you must enroll your Eligible Dependents at the same time. This
Plandoes notapply a preexisting condition limitation.

2. Rehired/Reinstated Individuals:

e If you cease to be covered under this Plan and themithin thirty 30 days return to work with the City in a
benefits-eligible position, then you will be required to take the same benefit election for the remaining portion of the




Plan year as you had before you terminated. Participation will be effective the first of the month §pboaim
election.

e |If you cease to be covered under this Plan angturn to work with the City in a benefits-eligible position more
than 30 daysfollowing the termination you will be considered a new hire and must follow the Initial Enrollment
provisions ofthis Plan.

e Special rules pertaining to Reduction inWork Force (RIWF): Effective January 1, 2009, employees who are
officially laid off from the City of Mesa OR who, as a result of a position being targeted foff|aglected to take an
early retirementn lieu of being laid off AND who are reinstated as employees within two years from their last day
worked, will have the following apply for purposes of determining retiree health insurance eligibility:

e the employeeds | ast p r witlo the Gityngb Mesay willebe teinstated te deteimine thed a t
number of years of service required for that employee to qualify for retiree benefits with the City and

e the employeedbds prior years of servi ce reindtatethand usedasCi t vy
credit toward the Citybés years of service requireme

These provisions will not apply to City of Mesa employees who voluntarily separate from the City of Mesa.

3. Start of CoverageFollowing Initial Enrollment:

e For Full-time employeesyour coverages t art s on your Afbenefit effective d
datedo is outlined at t htene émployreas. Qo¥erade lofi ysur entoleed Speustoau n d e r
Dependent Child(ren) begins on the date your coverage begins.

e For Elected Officials, your coverage startin the day on which you are sworn into office. Coverage of your enrolled
Spouse and/or Dependent Child(ren) begins on the day your coverage beg

e For Part-time employeesyour coverage starts on the first day of the month after you have been employed by the
City of Mesa for 6 months. Coverage of your enrolled Spouse and/or Dependent Child(ren) begins on the date your
coverage begins.

e For Retired employees and retirees with disabilityyour coverage starts on the first day of the month following the
empl oyeeds retir e me retrolledl Sgoese and/oC Dependeat gleld(ren) begins anrthe date your
coverage beginsNote that emploges hired on or after1-09 are not eligible for retiree benefit coverage

4. Failure to Enroll During Initial Enroliment : If you do not enroll your Eligible Dependents during the Initial Enroliment
period, (unless your Eligible Dependent(s) qualify for &pecial Enrollment described in the following section), you will
not be able to enroll them until the next Open Enrollment period.

SPECIAL ENROLLMENT

1. Newly Acquired Spouse and/or Dependent Child(ren) (as these terms are defined under this Ptan)

e If you ae enrolled for individual coverage and if you acquire a Spouse by marriage, or if you acquire any Dependent
Children by birth, adoption or placement for adoption, you may request enroliment for your newly acquired Spouse
and/or any Dependent Child(ren) fader than 31days after the date of marrigdairth, adoption or placement for
adoption.

e If you did not enroll your Spouse for coverage within 31 days of the date on which he or she became eligible for
coverage, and if you subsequently acquifi2ependent Child by birth, adoption or placement for adoption, you may
request enrollment for your Spouse together with your newly acquired Dependent Child no later than 31 days after the
date of your newly acqui r edpla@meentdonatdeption. Chi | dés birt h,

e To request Special Enrollment follow the Enroliment procedures described earlier in this chapter. Enrollment forms
may be obtained from the Employee Benefits Administration Office. Supporting documentation, including
birth/marriage csificates for your newly acquired dependents may be submitted along with your Enrollment form, or
at a later date if not available within 31 days after the date of marriage, birth adoption or placement for adoption. To
obtain more information about SpatEnroliment, contact the Employee Benefits Administration Office.

2. Loss of Other Coverage

If you did not request enroliment under this Plan for yourself, your Spouse and/or any Dependent Child(ren) within 31
days after the date on which coverage underRlan was previously offered because you or they had health care coverage
under any other health insurance policy or program or employer plan, including COBRA Continuation Coverage,
individual insurance, Medicare, or other public prograny you, your $ouse and/or any Dependent Child(ren) cease to

be covered by that other health insurance policy or plan; you may request enroliment for yourself, that Spouse and/or
Dependent Child(ren) within 31 days after the termination of their coverage under thahestib insurance policy or

plan if that other coverage terminated because:



of loss of eligibility for that coverage including loss resulting from legal separation, divorce, death, voluntary or
involuntary termination of employment or reduction in hotmst does not include loss due to failure of employee to
pay premiums on a timely basis or termination of the other coverage for cause); or

of termination of employer contributions toward that
cortributions does not trigger a special enroliment right); or

the health insurance was provided under COBRA Continu
or

of moving out of an HMO service area if HMO coverage terminated for that reasoimagthup coverage, no other
option is available under the other plan; or

of the other plan ceases to offer coverage to a group of similarly situated individuals; or
of the |l oss of dependent status under the other pland
of the termination of a benefit package option under the other plan, unless substitute coverage offered; or

of the loss of eligibility due to reaching the benefit maximamall benefitsunder the other plan. For Special
Enrollment that arises from reanhi a lifetime benefit maximum on all benefits, an individual will be allowed to
request Special Enrollment in this Plan within 31 days after a claim is denied due to the operation of a lifetime limit
on all benefits.

See also the Enrollment Proceduresisaaf this chapter for more information. Proof of loss of coverage is required by
this Plan. Loss of coverage does not apply to Retirees and their dependents.

COBRA Continuation Coverage i s otfieEtkah eithesthedddre of thd individual toe a s e s
pay the applicable COBRA premium on a timely basisfor cause (such as making a fraudulent claim or an intentional
misrepresentation of material fact in connection with that COBRA Continuation Coverage). Exhaustion of COBRA
Continuation Coverage can also occur if the coverage ceases:

due to the failure of the employer or other responsible entity to remit premiums on a timely basis;

when the employer or other responsible entity terminates the health care plan and there hisr ©POBRA
Continuation Coverage available to the individual;

when the individual no longer resides, lives, or works in a service area of an HMO or similar program (whether or not
by the choice of the individual) and there is no other COBRA Continuatioar@ge available to the individual; or

because the iBhonth, 29month or 3émonth periodbf COBRA Continuation Coverage has expired.

You and your dependents may also enroll in this Plan if you (or your eligible dependents):

a.

have coverage through Medicam r a State Childrends Heal t h Il nsur anc
dependents) lose eligibility for that coverage. However, you must request enroliment in thistita60 days after
the Medicaid or CHIP coverage ends; or

becomeeligible for a premium assistance program through Medicaid or CHIP. However, you must request enrollment
in this Plarwithin 60 daysafter you (or your dependents) are determined to be eligible for such premium assistance.

Start of Coverage Following ecial Enroliment: If a request for enrollment has been submitted on a timely basis:

Except with respect to coverage of a newborn or newly adopted Dependent Child or on account of Medicaid or a State
Childrendéds Health I nsurance Program (CHI P), your Spo
Dependent Child(ren) will beconedfective on the first day of the month preceding or following (as you choose) the
date the Plan receives the request for enrollment. (See the Enrollment Procedures outlined earlier in this chapter).

If the individual requests Special Enrollmavithin 60 daysof the date of the Special Enrollment opportunity related
toMedi caid or a State Chil dr en 6 genétaladoverage wih lsecome effecéve Pr o
on the first day of the month following the date of the event that allowed thisabgarollment opportunity.

Coverage of a newborn or newly adopted Dependent Child who is envatled 31 days after birth will become
effective asofthel at e of the childds birth.

Coverage of a newly adopted Dependent Child who is enrolled withdapd after birth will become effective as of
the date of t he c h ifol adldption, ahicheper ocaurs first.r pl acement

Individuals enrolled during Special Enroliment have the same opportunity to select plan benefit options (when such
options exst) at the same costs and the same enrollment requirements as are available to-sitondltety employees

at Initial Enrollment. This also means that for individuals enrolled during a Special Enrollment opportunity, the
employee will be permitted to chge benefit plan options if desired.



5. Failure to Enroll During Special Enroliment: If you fail to request enroliment for any of your Eligible Dependents
within 31 days (or as applicable 60 days) after the date on which they first become eligible for Bpetiaent, you
will not be able to enroll them until the next Open Enrolinpeariod.

OPEN ENROLLMENT

1. Open Enrollment is the period of time during the fall of egear (to be designated by the City) during which eligible
employees, retirees and COBRArficipants may add or drop certain benefits, add or drop dependents or switch between
different health plan options offered by the City. The Employee Benefits Administration Office will notify eligible
participants of the choices and options availabkénduan Open Enrollment period.

2. Restrictions on Elections During Open Enrollment
e No Dependent may be covered unless you are covered.

e You and all your covered Eligible Dependents must be enrolled for the same medical and dental coverages. For
example, youmust all be covered in the same Medical Plan option.

e All relevant parts of the enroliment form (whether completed on paper or via the electronic Open Enroliment system)
must be completed and the formust be submittednd receivedbefore the end of the Opn Enrollment period.

e All required Proof of Dependent Status documentation (including birth/marriage certificates if not previously
submitted, etc.) must be submitted to the Employee Benefits Administration Office BEFORE the beginning of the
Plan Year fowhich enrollment has been requested. Failure to submit such documentation will result in the dependent
NOT being enrolled.

e Retirees who have opted out of a particular coverage will not be ablestwak during any Open Enrollment period
or at any time.

3. Start of or Changes to Coverage Following Open Enrollmentif you or your Spouse or Dependent Child(ren) are
enrolled for the first time during an Open Enroll ment |
Year following Open Brollment. All other changes in or discontinuance of coverage will become effective on the first
day of the Plan Year following Open Enroliment.

4. Failure to Make a New Election During Open Enrollment: If you are an active employee and have been enrolled for
coverage and you fail to make a new election during the Open Enroliment period, you will be automatically enrolled in the
default plan and coverage level designated by the Plan AdministratoreeRetind COBRA participants will be enrolled
in the same coverage in which they are currently enrolled for the new plan year.

5. Failure to Enroll During Open Enrollment: If you fail to enroll any of your Eligible Dependents within the Open
Enrollment time pegod specified by the EmployeBenefits Administration Office, unless your Eligible Dependents
qualify for Special Enrollment described in the previous section, you will not be able to enroll them until the next Open
Enrollment period.

LATE ENROLLMENT

There areno late enrollment provisions under this Plan The Plan offers an annual Open Enroliment period as described
earlier in this text.

NEWBORN Dependent Children (Special Rule for Coverage)

Your newborn Dependent Child(ren) will be covered fromdate of birth provided you request enrollment for that newborn
Dependent Child for coverageithin 31 daysaf t er the <chil dés date of birth by
available in the Employee Benefits Administration Office or on the Intrand you show proof of dependent status (as
requestedand you pay any required contribution for that Dependemti | dds cover age.

Remember that you may not enroll a newborn Dependent Child for coverage unless you, the employee, are also enrolled fol
covelge. Submitting a claim to the Plan for maternity care/delivery or for care of a newborn child is not considered proper
enrollment of that child for coverage under this Plan.

ADOPTED DEPENDENT CHILDREN (Special Rule for Coverage)

Your adopted Depende@ hi | d wi | | be covered from the date that chi
whichever is earlier. A child is APl aced for Adoptli ono
or partial support of the child wimo you plan to adopt.

e A Newborn Child who is Placed for Adoption with you within 31 days after the child was born will be covered from the
date the child was born if you comply with the Planos
Child, described above in this chapter.
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e A Dependent Child adopted more than 31 days after the

adopted or fAPlaced for Adoptionodo with vy o unrollmehtifoanhcethvee r i s
Employee Benefits Administration Office and provide of proof of Dependent status (as requested) and pay any required
contribution for that Dependent Childés coverage, withi

If the adopted Dependent child is not properly enrolled in a timely manner, you must wait until the next Open Enrollment
period or Special Enroliment period, if applicable. However, if a child is Placed for Adoption with you, and if the adoption

does nobecome final, coverage of that child will terminate as of the date you no longer have a legal obligation to support that
child. Remember that you may not enroll an adopted Child or a Child Placed for Adoption for coverage unless you, the
employee, are atsenrolled for coverage. See also the Special Enrollment provisions and Enrollment Procedure in this chapter.

WHEN YOU AND ANY OF YOUR DEPENDENTS BOTH WORK FOR THE CITY (Special Rule for Enrollment)

1. If both you and your Spouse are eligible employees tfe City, you may either elect your own individual (single) plan
coverage, or elect one family plan for both you and your spouse and your eligible dependent children. The employee
enrolled as the spouse of another employee may opt out of coverage. ybbathd your Spouse are eligible employees
of the City and each elect different medical plan coverage and one of you has a reduction in hours causing you to lose
eligibility for coverage you should immediately contact the Employee Benefits Administétice.

2. If, while your family coverage is in effect, any of yoDependent Children becomes an employee of the Cignd
becomes eligible for coverage as an employee that child will cease to be a Dependent Child, and may enroll for coverage
as an employedn which case coverage as a Dependent Child will terminate as of the date coverage as an employee
begins. If the employeehild terminates employment or has a reduction in hours that would ordinarily result in a
termination of coverage, and still qualgi@as a Dependent Child, the emploge i | d can be covered
coverageONLY if a new enrollment form is completed and submitted along with any required contribution, to the
Employee Benefits Administration Office.

3. If both you and your spousewere employed by and retired from the City of Mesayou may either elect your own
individual (single) plan coverage or one family plan as described in #1 above. If the individual designated as the retiree
precedes the spouse in death, the spouse maly iarngs/her own single coverage plan (or family if other dependents are
to be covered as well).

QUALIFIED MEDICAL CHILD SUPPORT ORDERS (QMCSOs) (SPECIAL RULE FOR ENROLLMENT)

1. This Plan will provide benefits in accordance with a National Medical Suplmtite. In this document the term QMCSO
is used and includes compliance with a National Medical Support Notice. According to federal law, a Qualified Medical
Child Support Order is a judgment , dec saminisirativepmoateding) (i S S

that creates or recognizes the rights of a chil dathal so
plan, typically the not ust odi al parentds pl an. The QnizShe childygsac al |
dependent even though the child may not meet the planés

2. A QMCSO usually results from a divorce or legal separation and typically:

e Designates one parent to pay for a childés health pl a

¢ Indicatesthe name and last known addredéshe parent required to pay for the coverage and the name and mailing
address of each child covered by the QMCSO;

e Contains a reasonable description of the typehcad <cov
Plan or the manner in which such type of coverage is to be determined;

e States the period for which the QMCSO applies; and

o |dentifies each health care plan to which the QMCSO applies.

3. An order is not a QMCSO if it requires the Plan to providetspg or form of benefit or any option that the Plan does not
otherwise provide, or if it requires an employee who is not covered by the plan to provide coverage for a Dependent Child,
except as r equi r e-delatbdychild supportalgws. 6Fa sthte ddimioistratide agency order to be a
QMCSO, state statutory law must provide that such an order will have the force and effect of law, and the order must be
issued through an administrative process established by state law.

4. Ifacourtorstateadmni strati ve agency has issued an order with re
Dependent Children, the Plan Administrator or its designee will determine if that order is a QMCSO as defined by federal
law, and that determination wible binding on the employee, the other parent, the child and any other party acting on
behalf of the child. If an order is determined to be a QMCSO, and if the employee is covered by the Plan, the Plan
Administrator or its designee will so notify the pstres and each chil d, and advise the
be followed to provide coverage of the Dependent Child(ren).

5. 1f the employee is a participant in the Pl an, the QMC:E
Dependenthild(ren) and to accept contributions for that coverage from a parent who is not a Plan participant. The Plan
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will accept a Special Enrollment of the Dependent Child(ren) specified by the QMCSO from either the employee, retiree
or the custodial parentCoverage of the Dependent Child(ren) will become effective as of the date the enroliment is
received by the Plan, and will be subject to all terms and provisions of the Plan, insofar as is permitted by applicable law.

If the employee isot a participanin the Plan at the time the QMCSO is receiaad the QMCSO orders the employee

to provide coverage for the Dependent Child(ren) of the employee, the Plan will accept a Special Enrollment of the
employee and the Dependent Child(ren) specified by the QMCE80verage of the employee and the Dependent
Child(ren) will become effective as of the first day of the month following the date the enroliment is received by the Plan
along with any required contribution, at the Employee Benefits Administration Office.

No coverage will be provided for any Dependent Child under a QMCSO unless the applicable employee contributions for
that Dependent Childbés coverage are paid, and all of t
been satisfied.

Coverage of a Dependent Child under a QMCSO will terminate when coverage of the empdogaeterminates for any
reason, including failure to pay any required contrib
Continuation Coverage if thatght applies. For additional information regarding the procedures for payment of claims
under QMCSOs, see the Claims Information chapter of this document or contact the Employee Benefits Administration
Office.

PAYMENT FOR YOUR COVERAGE

Your contributiongpay part of the cost of coverage for yourself and your dependents. The City pays the rest. The amount that
you and the other employees and retirees pay for this coverage is based on the cost of the Plan for all of the people that i
covers with variationfor the types of coverages chosen and whether you cover your dependents.

CHANGING YOUR COVERAGE DURING THE YEAR (Mid -Year Change in Status)

Government regulations generally require that your Plan coverages remain in effect throughout the Plan Yearu@nymi J

through December 31), but you may be able to make some changes during the year if the Plan Administrator or its designee
determines that you have a qualifyiclgange in your statusffecting your benefit needs The following qualifying changes

are the only onespermitted under the Plan:

1.
2.

Change in employeeds | egal mar it al status, including ma

Change in number of employeeds De p e mdoption ar death of @ Depahdentg b |
Child;

Change in employment status or work schedule I F it i mp:
for benefits, including the start or termination of employment by you, your Spouse or anydBetp€hild, or an increase

or decrease in hours of employment by you, your Spouse or any Dependent Child, including a switch bettieen part

and fulttime employment, a strike or loaut, or the start of or return from an unpaid leave of absence théhés

required by law (such as FMLA and military leave or, other leave permitted by your employer), or a changesiteywork

Change i n Dependent status under the ter ms of this P
requirementsincluding changes due to attainment of age or any other reason provided under the definition of Dependent
in the Definitions chapter of this document;

Change of residence or worksite that allows or impairs,youry our Spouse or any Dependen:
benefits under the coverages you have chosen;

Change required under the terms of a Qualified Medical Child Support Order (QMCSO), including a change in your
election to provide coverage for the Idhspecified in the order, or to cancel coverage for the child if the order requires
your former spouse to provide coverage;

Change consistent with your right to Spedtalroliment as described in the paragraph on Loss of Other Coverage in the
section deahg with Special Enroliment.

Change consistent with entitlement to (or loss of eligibility for) Medicare or Medicaid affecting you, your Spouse or
Dependent Child (except for coverage solely under the program for distribution of pediatric vaccinesjpgnclud
prospective cancellation of coverage of the person entitled to Medicare/Medicaid following such entitlement or
prospective reinstatement or election of coverage following loss of eligibility for Medicare/Medicaid.

Change in cost of coverage.

a. Automatic increase or decrease in your contributions for coverage nder any of your empl oy
options as a result of a change in the cost of coverage for all Plan participants, or as a result of a change in tifie number o
your covered Dependentsapermitted miy ear change to another of your empl
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increase or decrease in contributions is or would be required from all sirsitadyed employees. The Plan may
automatically increase or decrease contributmna reasonable and consistent basis.

b. Significant increase or decrease in your contributions for coveraggender your empl oyer 6s Hee
or your Spouseds employerés health care pltemplanopton pr og
with the decreased cost; or, revoke coverage in the plan option with an increased cost and elect, on a prospective basis
coverage under another plan option providing similar coverage, if one is available, or drop the coverage if mchother s
plan option is available.

10. Significant changes in coverage.

a. Significant curtailment. If the coverage under the Plan is significantly curtailed or ceases during a Plan Year, you
may revokeyour elections under the Plan. In that case, you may mail@vaelection on a prospective basis for
coverage under another benefit package providing similar coverage. Coverage is significantly curtailed only if there is
an overall reduction in coverage provided to participants under the Plan so as to comstitatsl rcoverage to
participants generally.

b. Addition or elimination of a benefit package option providing similar coverage. If during a Plan Year the Plan
adds a new benefit package option or other coverage option (or eliminates an existing bersgfé pptikn or other
coverage option) you may elect the nexayded option (or elect another option if an option has been eliminated)
prospectively and make corresponding election changes with respect to other benefit package options providing
similar coveage.

11.Changes in Spousebs, For mer SYiow may enéke a changeDrecpverage € it fs@rs  C
account of and corresponds with a change made under a plan of your Spouse, Former Spouse or Dependent for one of th
following reasons:
a. If the change is permitted under federal cafeteria plan regulations; or
b. If the plan of theSpous e, For mer Spouse, or Dependentdés empl oye

period of coverage that is different from the Plan Year under this Plan.

12. Addition or significant improvement of any Plan optionunderthe employeb s Heal t h Care Program
empl oyerds health care plans or programs. I n such a ca
prospective basis, gerage under a new or improved plan option.

These rules apply to making changes to your benefit coverage(s) during the year:

1. Any change you make to yolnenefits must be determined by the Plan Administrator or its desigriee iecessary,
appropriateto and consistent with the change in staffies example, if midyear, the employee and spouse deliver a
newborn child they can add that child to this Plan but it would be inconsistent with a birth event to drop the spouse from
coverage at this time) and

2. You must notify the Plan in writing within 31 days of the qualifying change in status, otherwise, the request will not be
considered to be made on account of your change of status and you will have to wait until the next Open Enrollment period
to make yourchanges in coverage; and

3. If you have a qualifying change in status, you are only allowed to make changes to your coverage that are consistent with
the change of status everenerally only coverage for the individual who has lost eligibility as a resaltchange of
status (or who has gained eligibility elsewhere and actually enrolled for that coverage) can be drojyeed frodh this
Plan and

4. Coverage changes associated with a-yeidr qualifying change of status opportumnityst be prospectiveandtherefore
are effective the first day of the month following the qualifying change provided you submit a completed written
enrollment/change form to the Employee Benefits Office, except for:

« Newborns, who are effective on the date of birth;
e Children adoped or placed for adoption, who are effective on the date of adoption or placement for adoption.

5. Except in situations where there is a change in plan costs, or a Special Enrollment opportunity, employees cannot change
from one plan option to another plaptimn midyear and must wait until Open Enrollment to change plans.
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This chart is only a summary of some of the permitted medical plan changes and is not all inclusive.
This chart should NOT be referenced for the Health FSA or Dependent Care Account Plan (DCAP).

A Brief Summary of Common Change of Status Events and
the Mid-Year Enrollment Changes Allowed Under the Medical Plan
Mid-year changeare only those permitted in accordance with Sect of the Internal Revenue Code

If you experience the
following Event...

You may make the following change(s)* within 31 days
(where applicable 60 d

YOU MAY NOT make
these types of changes...

Family Events

e Enroll yourself, if applicable Drop health coverage and no
Marriage e Enroll your new Spouse and other eligidiependents enrol | in Spo

e Drop health coverage (to] do, you wonot

e Change health plans, when options are available coverage.

e Remove your Spouse from your heaitiverage ghan%e k}ehalth plans ¢
Divorce e Enroll yourself (and your children) if you or they were ¢ Drop health coverage for

previously enrolled in vy

yourself or any other covered
individual

Gain a child due to
birth or adoption

e Enroll yourself, if apgtable
e Enroll the eligible child and eligiblspouse
e Change health plans, when options are available

Drop health coverage for
yourself or any other covered
individuals

Child requires
coverage due to a
QMCSO

Add child named on QMCSO to your health coverage
(enroll yourself, if applicable and not already enrolled)
Change health plans, when options are available, to
accommodate the child named on the QMCSO

e Make any other changes,

except as required by the
QMCSO

Loss of a
eligibility

(e.g.,child reaches the
maximum age for

coverage)

e Must remove the child from your health coverage
e Child will be offered COBRA.

Change health plans

Drop health coverage for
yourself or any other covered
individuals

Death of a dependent
(Spouse or child)

Remove thelependent from your health coverage
Change health plans, when options are available

Drop health coverage for
yourself or any other covered
individuals

Covered person has
become entitled to (or
lost entitlement to)
Medicaid or Medicare

e Drop coverage forte person who became entitled to

e Add the person who lost Medicare/Medicaid entitleme

Medicare or Medicaid.

Drop health coverage for
yourself or any other covered
individuals

Employment Status Events

Spouse becomes
eligible for health
benefits inanother
group health plan

e Remove your Spouse from your health coverage, wit
e Remove your children from your health coverage, wit

e Drop coverage for yourself only with proof that Spous

proof of other plan coverage
proof of other plan coverage
added youta h e

Spousebds new ¢

Change health plans
Add any eligible dependents
to your health coverage

Spouse loses
employment or
otherwise becomes
ineligible for health
benefits in another pla

e Enroll your Spouse and, if applicable, eligible children
e Enroll yourself in a health plan if previously not enroll

e Change health plans, when options are available

in your health plan

because you were covered

Drop health coverage for
yourself or any other covere
dependents

You lose enployment
or otherwise become
ineligible for health
benefits

e Enrol | i n
e Elect temporary COBRA coverage for the Qualified

your Spouseofs

Beneficiaries (you and your covered dependents)

Proof of a status change may be required to make a corresponding change in coverage/enroliment.
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If your coverage terminates because you have a qualifying change in status resulting from loss of your job or swifching to a
position which is notligible for benefits and if you do not elect to have COBRA continuation coverage described in the
COBRA chapter,and your position status becomes benefigible, you must renroll for coverage under this Plan by
following the Initial Enrollment provisns discussed in this chapter.

Special rules, discussed in the section of this chapter on Special Circumstances, apply if you let your coverage lapse while
are on Family or Medical Leave or on Leave for Military Service.

WHEN COVERAGE ENDS (Events Causing Coverage to End):

1. Employee coveragesnds on the earliest of thest day of the monthin which:
e your employment ends; or
e you are no longer eligible to participate in the Plan; or
e you cease to make any contributions required for your coverage; or

2. theCity terminates the Pl@ependent coverag@nds on the earliest of thest day of the monthin which:
e your own coverage ends; or
e your covered Spouse or Dependent Child(ren) no longer meet the definition of Spouse or Dependent Child(ren); or
e you cease tnake any contributions required for their coverage; or
the City terminates the PINOTE: For the first 6 months following the death of an employee, dependents who were
covered under any health Plan offered by the City may elect COBRA and the first six months of COBRA coverage will be
provided by the City at the same contribution rate fanegitsingle or family coverage as the Plan in place when the
employee was coverdde x c |l udes Harroll eds Law)

3. Retiree coverageends on the earliest of thest day of the monthin which:
e The retiree is no longer eligible as defined in this plan (i.donger receiving either an LTD benefit or a benefit from
the Arizona State Retirement System (ASRS) or Public Safety Personnel Retirement System (PSPRS); or
e you cease to make contributions required for coverage; or
e the City terminates the Plan.

NOTE: For the first 6 months following the death of a retiree, dependents who were covered under any health Plan
offered by the City may elect COBRA and the first six morth€OBRA coverage will be provided by the City at the
same contribution rate for either siagpr family coverage as the Plan in place when the retiree was cdestades
Harroll.ebs Law)

4. Surviving Lawful Spouse and Surviving Dependents coverage ends on the earliest of the last day of the madnth

which:

e the surviving lawful spouse and degents are no longer eligible to participate in the Plan (includes circumstances in
which: (1) the 12 months of coverage for the surviving lawful spouse and dependents is exhausted; and (2) the
surviving dependents no longer meet the definition of Deperleitd(ren) as provided in the Definitions chapter of
this document); or

e the surviving lawful spouse and surviving dependents cease to make the contributions required for coverage; or

o the City terminates the Plan.

COVERAGE ELECTIONS FOR RETIREES

Regular Reirement: I f an active employee is planning to retir
and the individual wi || be offered the opportunity t
health plan coveragbat they had as an active employee.

e f
o el
Medical Retirement An active employee who is unable to work because of a disability and who loses their eligibility under
the health plan will have the following options: to elect COBRA coverage or if the individual is planning to take a Medical
Retirement fromthe Cityaqrs approved for Long Term Disability (LTD) be
health plan coverages, that individual may el ect thle Cilt
as an active employee. Hovesyif that active employee had opted out of health plan coverage as an active employee, there
will be no opportunity to elect COBRA and instead the individual can elect to enroll in one of the health plan coverages as a
retiree.

There is no opportunityot el ect the Cityds retiree coverage or COBRA ¢
first offered.

REQUIRED PLAN NOTIFICATION
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You, your Spouse, or any of your Dependent Children must notifiPldmepreferably within 31 days but no later than 60
daysafter the date of:

e adivorce;
e a Dependent Child reaches t haef Ddpéndentinshe Definitions ¢chapter);arge ( s e
e a Dependent Child who is physically or mentally disabled; or ceases to have any physical or is&ipitélyD

Failure to notify the Plan of the above noted events may jeopardize future COBRA rightsSee the section on Information
You or Your Dependents Must Furnish to the Plan in the Other Information chapter of this document for information regarding
other notices you must furnish to the Plan.

WHEN THE PLAN CAN END YOUR COVERAGE FOR CAUSE

A. The Plan Administrator or its designee may end your coverage and/or the coverage of any of your covered Dependents for
cause 30 days after it gives you writtenio®bf its finding that you or your covered Dependent:

1. engages in an act, practice or omission that constitutes fraud or an intentional misrepresentation of a féict
any enrollment, claim or other form in order to obtain coverage, services or beneditshmélan; or

2. allowed anyone else to use the identification carthat entitles you or your covered Dependent to coverage, services
or benefits under the Plan; or

3. altered any prescriptionfurnished by a Physician or other Health Care Practitioner.

If your coverage is terminated for any of the above reasons, it may be terminated retroactively to the date that you or your
covered Dependent performed or permitted the acts described above.

B. The Plan Administrator or its designee may end your covexradr the coverage of any of your covered Dependents for
cause 15 days after it gives you written notice of its finding that you have failed to pay your premium payment. In this
instance, your coverage may be terminated retroactively to the date @flitrguent premium payment. In addition, your
coverage may be suspended during theldypnotice period.

LEAVES OF ABSENCE
Family and/or Medical Leave:

a. If you have completed 12onths of employment, you are entitled by law to up to 12 weeks each year (in some case up to
26 weeks) of unpaid Family or Medical Leave for specified family or medical purposes, such as the birth or adoption of a
child, or to provide care of a spouse,ldhor parent who is seriously ill, or for your own serious illness. For the
calculation of the 12nonth period used to determine employee eligibility for FMLA, this Plan uses a rollingohth
period measured backwards in time from the date the emplsgseany FMLA leave.

b. The City will continue plan contributions for the employee on the same basis as prior to the beginning of the leave. The
employee will be responsibfer making any required monthly dependent contributions. While you are officilguch
a Family or Medical Leave, you can keep benefit coverages for yourself and your Dependents in effect during that Family
or Medical Leave period by continuing to pay any required contributions.

c. Since youmay not be paidwhile you are on Family or Bical Leave, you may pay your contributions as they come due
on the dates you would have been paid or on some other schedule agreed to by you and the Employee Benefits
Administrator, in which case your contributions will be made on an-tftebasis.

d. Whether or not you keep your coverage while you are on Family or Medical Leave, if you return to work promptly at the
end of that Leave, your benefit coverage will be reindtatiehout any additional limits or restrictions imposed on account
of your Leave. This is also true for any of your Dependents who were covered by the Plan at the time you took your
Leave. Of cour se, any changes in the Plandés ter ms, ru
Leave will apply to you and your [Pendents in the same way they apply to all other employees and their Dependents.

e. To find out more about Family or Medical Leave and the terms on which you may be entitled to it, contact Human
Resources.

Leave for Military Service:

If you go into active rfitary servicefor up to 31 days you can continue your health care coverage under this Plan during that

leave period if you continue to pay your contributions for that coverage during the period of that leave. If you givénto act

military servicefor more than 31 days you should receive military health care coverage at no cost; however, you may also
continue this group health plan coverage under the provisions of USERRA, at your own expense, as follows:

o If you elect USERRA continuation coverage orafter December 10, 2004 the maximum period for this coverage is up
to 24 months (unless a City of Mesa Management Policy extends this minimupetiog).
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When your coverage under this Plan terminates because of your reduction in hours due to yousenilitee, you and your
eligible dependents may also have COBRA rights. See alscQB&RE& chapter of this document.

Questions regarding your entitlement to USERRA leave, whether USERRA continuation coverage is extended by a City of
Mesa Management Pojiand general information on COBRA and USERRA continuation of health care coverage should be
referred to the Employdgenefits Administration Office or refer to Management Policy #338 on Military Leave.

REINSTATEMENT OF COVERAGE AFTER LEAVES OF ABSENCE

If your coverage ends while you are on an approved leave of absence for family, medical or military leave, your coverage will
be reinstated on the day you return to active service, if you return immediately after your leave of absence endsaflubject to
acaimulated Overall and AnnuMaximum Benefits that were incurred prior to the leave of absence.

Questions regarding your entitlement to an approved leave of absence and to the continuation of benefit coverage should be
referred to the Employee Benefits ithistration Office.

CONTINUATION OF CERTAIN BENEFIT COVERAGES

There is no extension of benefits provision under this Plan. See the chapter describing COBRA for an explanation of when and
how you may continue your coverage.

HIPAA CERTIFICATION OF CREDITABLE COVERAGE WHEN COVERAGE ENDS

When your medical coverage ends, you and/or your covered Dependents are entitled by law to and will automatically be
provided with, a Certificate of Coverage that indicates the period of time you and/or they weesl amader the Plan. Such a
certificate will be provided to you shortly after the Plan knows or has reason to know that coverage for you and/or your
covered Dependent(s) has ended. In addition, such a certificate will be provided upon receipt of forexudst certificate

that is received by the Plan Administrator within two years after the date coverage ended. See the chapter describing COBRA
for an explanation of when and how those certificates of coverage will be provided.

Procedure for Requestig and Receiving a Certificate of Creditable CoverageA certificate will be provided upon receipt

of a written request for such a certificate that is received by the Plan Administrator within two years after the daje covera
ended under this Plan. Theittgn request must be mailed or faxed to the Plan Administrator and should include the names of
the individuals for whom a certificate is requested (including spouse and dependent childrém@ address where the
certificate should be mailed. The adskeand fax of the Plan Administrator (in care of the Benefits Claims Administrator) is
on the Quick Reference Chart in the front of this document. A copy of the certificate will be mailed by tteetRéaaddress
indicated.See the COBRA chapter for awmanation of when and how certificates of coverage will be provided after COBRA
coverage ends.
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MEDICAL PLANS

THE MEDICAL PLAN OPTIONS

The City offers four Medical Plan Options to plan enrollees, described below. You and all your family members who are
enrolled for medical coverage must all be enrolled in the same plan option.

e Choice PPO Plan:This plan option is a coinsurance plan allowing you to use eithaetimork or ouf-network
providers. The imetwork providers arreferred (PPO) providers dsfined by the network provider listed in the Quick
Reference Chart found at the beginning of this Plan Document.

e Choice Plus PPO PlanThis plan option is a coinsurance plan allowing you to use eitheetimork or owof-network
providers with some adiinal benefits not available in the other plan options. Theetwork providers are Preferred
(PPO) providers as defined by the network provider listed in the Quick Reference Chart found at the beginning of this Plan
Document.

e Basic Choice PPO PlanThis plan option is a coinsurance plan allowing you to use eithegtimork or ouof-network
providers. Coverage is limited and certain types of services are not covered under this Plarnetitarknproviders are
Preferred (PPO) providers defined I tnetwork provider listed in the Quick Reference Chart found at the beginning of
this Plan Document.

e Copay Choice Plan This plan option uses copayments for many services provided -hgtwork providers and
coinsurance for oubf-network providers. Thén-network providers are Preferred (PPO) providers as defined by the
network provider listed in the Quick Reference Chart found at the beginning of this Plan Document.

ELIGIBLE MEDICAL EXPENSES

You are covered for expenses you incur for most, but nomelllical services and supplies. The expenses for which you are
covered are called Eligible Medical Expenses, and they are limited to those that are:

1. determined by the Plan Administrator or its designebt® @A Medi cally Necessarym and
AAl I owe doafitosertegre are defined in the Definitions chapter of this docuameht;

2. not services or supplies excluded from coverage as proiridbe Exclusions chapter of this documeantd

3. not in excess of any applicable General Overdlijited Overall, and/or Annual Maximum Plan Benefits that are
shown in the Schedule of Medical Benefits.

NON-ELIGIBLE MEDICAL EXPENSES EXPLAINED

The Plan willnot reimburse youfor any expenses that are not Eligible Medical Expenses. That means yoypansitds for

paying the full cost of alexpenses that are not determined to be Medically Necessary; that are determined to be in excess of
the Allowed or Contracted Charges; that are not covered by the Plan; or that are determined to be in excegplichbley a
General Overall, Limited Overaland/or Annual Maximunilan Benefits. Plan exclusions apply whether or not services are
medically necessary.

NETWORK PREFERRED PROVIDER ORGANIZATION (PPO) SERVICES

I f you receive medical services or supplies from a Heal:
Organization (PPO) you will be responsible for paying less money out opgoket.

In Arizona, Preferred Health Care Providers arembers of thélue Cross Blue Shieldrizona PPO Network who have

agreed to accept the amounts the Plan actually pays for covered services, plus any additional amounts you must pay (i.e
deductible copay, coinsurance), as described in the Schedule dickleBenefits or in the Medical Network chapter of this
document.

ELIGIBLE MEDICAL EXPENSES NOT PAYABLE BY THE PLAN

Generally,the Plan will not reimburse you for all Eligible Medical Expenses Usually, you will have to satisfy some
Deductibles and pay some Coinsurance, or Copayments toward the amounts you incur that are Eligible Medical Expenses
However, once you have incurred a maximum-@tPocket cost (applicable only to the Coinsurgnoe further Coinsurance

will be applied.

In addition, there is a General Overall Annual Maximum Plan Benefit applicable to each Plan Participant, as well as certain
Limited Overall Maximum Plan Benefits and Annual Maximum Plan Benefits applicable idPé@e Participant with respect

to certain Eligible Medical Expenses. These features are described in the following sections of this chapter, and aigy applica
Maximum Plan Benefit is shown in the relevant Schedule of Medical Benefits.
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DEDUCTIBLES

The deluctible is the amount you must pay each calendar year before the Plan pays benefits. The amount applied to the
deductible is the lesser of billed charges or the amount considered to be Contracted or Allowed Charges under this Plan. In
most cases, each yegou (andnot the Plan) are responsible for paying all of your Eligible Medical Expenses until you satisfy

the annual Deductible. Then, the Plan begins to pay benefits. Deductibles are accumulatakbmaayear basis. There

are two main types ddeductbles: Individual and Family.

e Thelndividual Deductible is the maximum amoummnec over ed person has to pay befor e
Individual Deductible varies depending on the plan selected and the use of networkreatwork ppviders.

e The Family Deductible is the maximum amount that a family thfree or more is responsible for paying before Plan
Benefits begin. The Plands Family Deductible also var
network provders.

e There is a separate retail prescription drug deductible outlined under Drugs in the Schedule of Medical Benefits.

Only eligible medical expenses can be -digbkdedical expenses, dhot t h
apply b the deductible. Services paid with a copay raoe subject to the deductibleDeductibles are applied to eligible
medical expensda the order in which the claims are received by the Plan.

e Note that the Individual and Family In-Network and Out-of-Network deductibles are NOT interchangeable,
meaning you may not use any portion of an Network deductible to meet an Outof-Network deductible and vice
versa

Expenses Not Subject to Deductibles Certain Eligible Medical Expensese not subject to Dedubtes. These expenses
may be covered 100% by the Plan, or they may be subject to Copayments (explained below). See the Schedule of Medica
Benefits chapter of this document to determine when Eligible Medical Expenses are not subject to Deductibles.

COINSURANCE

Once youbve met your annual Deducti bl e, the Plan gmner al |
the Plan) are responsible for paying the rest. The part you pay is called the Coinsurance. Unless the Schedule of Medica
Benefits indicates otherwise, this Plan generally pays a greater percentage of the Eligible Medical Expenses after the
Deductible is satisfied, and you are responsible ferémaining lesser percentage.

Coinsurance When You Use Network Health Care Provides: The plan pays a greater percentage of benefits when you use
network providers for the Plan you selected.

Coinsurance When You Dondt Compl y wfiybuHail id follol certaintreiquiremeritda n a g
within the Pl aagénent Rrogram,ithe &lani wilpay & amaller percentage of the cost of those services, and

you wi || have to pay a greater per cenwilanptb eo fs utbhjoescet ctoos tt
Deductible. See also the Utilization Magement chapter of this document.
COPAYMENT

A Copayment (or Copay, as it is sometimes called) is a set dollar amount yonotaihé Plan) are responsible for paying

when you incur an Eligible Medical Expense. The Plan pays the balance. When Copayments apply, generally there are nc
Deductibles orCoi nsurance unless the Plan speci fi caré ihdicated ndhei de s
Schedule of Medical Benefits. Copayments will continue to be your responsibility even after your anrofP Qiket

maxi mum is reached. Copayments do not accumul ate to meet

OUT-OF-POCKET EXPENSES (also calledCoinsurance Stop Loss)
Out-of-Pocket Explained

Out-of-pocket costs are the-imetwork eligible expenses which must be paid by the plan partidigdote this Plan will pay
in-network benefits at 100% of Allowed or Contracted Charges. Each calezstarafter an individual incurs a maximum
Out-of-Pocket cost for eligible #metwork services as described in the Schedule of Medical Benefits (not including the
deductible) for any individual, no furtheoinsurance will apply to covered Eligible-Netwak Medical Expenses for the rest

of that calendar year for that individual. As a result, the Plan will pay 100% of coinsurance for all covered Eligéiledrk
Medical Expenses that are incurred during the remainder of the Calendar Year after-tid°@eket Maximum has been
reached.However, you will still be responsible for paying all of the expenses described in the section below.

ExpensesNot Subject to the Outof-Pocket Maximum: You are always responsible for paying for certain expenses for
medcal services and supplies yourself. Under this Plan, each year, you will be responsible for paying the following expenses
out of your own pocket:
1. Your Individual or Family Deductible.
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Any applicable innetwork Coinsurance up to the medical-otipocketmaximum.

Any applicable Copayment (copay).

All expenses for medical services or supplies that are not covered by the Plan.

All charges in excess of the Allowed or Contracted Charge determined by the Plan.

Al | charges i n exces sl Limited ®vhral arflloraAnndiad MagieumeBerefits, oDim exceasl
of any other limitation of the Plan.

Coinsurance, copays or expenses associated with outpatient retail or mail order prescription drugs.
8. All expenses incurredecause of failure to follow thdtilization Management provisions of this Plan.
9. Outof-network expenses.

ok whN

~

ANNUAL MAXIMUM PLAN BENEFITS

Gener al @Qunealoa)l | Ma(xii mum PlAaGe nBemaé f ifbavalr )al Ma X ifimum Pl an Ben
maximum amount obenefits payable by the Plamrihg thecalendar year in which Plan Participant is covered under any

plan option offered under this Plan and any previous medical expense plan provided by the City ddirvigsthat calendar

year. The Plan will not pay any further Plan Benefits onaunt of a Covered Individual once the Plan has paid the General
Overall Maximum Plan Benefit for that individual.

e TheGener al Overall (AAnnual 0) Maxi mum Pl an Benef it i s 9
covered Dependentpayable for & medical expenses (except for medical expenses that are shown in the Schedule of
Medical Benefits to be subject to a lower Limited or Annual Maximum Plan Benefits).

e Thisdoes notmean, nor should it be construed to mean, that the Plan has any obliggtiay any Benefits during the
calendar year for the Plan Participafter coverage terminates.

Limited Overall ( AANnnua!l Rlan Bavelits fomtertain Mddiaah ex@reses aarfe isubject to Limited
Overall (AAnnual 0) Maxi mums for each Covered I ndividual
Benefits for any of those services or supplies on behalf of any Covatieitilral, it will not pay any further Plan Benefits for

those services or supplies on account of that individual, even though the General Overall Maximum Plan Benefit has not been
reached. The services or supplies that are subject to Limited Overall Maxttan Benefits and the amounts of the Limited
Overall Maximum Plan Benefits are identified in the Schedule of Medical Benefits. ddass notmean, nor should it be
construed to mean, that the Plan has any obligation to pay any Benefits during tdarcgdan for the Plan Participant after
coverage terminates.

Specific Annual Maximum Plan Benefits Plan Benefits for certain medical expenses are subject to Annual Maximums per
Covered Individual or family during each calendar Year. Once the Plan ldah@ainnual Maximum Plan Benefits on behalf

of any Covered Individual or family, it will not pay any further Plan Benefits for those services or supplies on acdmaitnt of t
individual or family for the balance of the calendar Year, regardless of whdtad?lan has paid the General Overall
Maximum Plan Benefit for that individual The services or supplies that are subject to Annual Maximum Plan Benefits are
identified in the Schedule of Medical Benefits.

INFORMATION ABOUT ME DICARE PART D PRESCRIPTION DRU G PLANS FOR PEOPLE WITH MEDICARE

If you and/or your Dependent(s) are enrolled in either Part A or B of Medicare, you are also &ligidledicare Part D
Prescription Drug benefits. Ik been determined that the prescription drug coverage (for ettwhpin options outlined in

this documentfCriesdifitcabelde® afbdaenso t hat the value of this PI
plan participants, expected to pay out as much as the standard Medicare prescription drug wdl/peag

Because this Planbds prescription drug cover age Pressriptanrs g oo
Drug Plan in order to avoid a late penalty under Medicai@ may, in the future, enroll in a Medicare PrescriptiondiPlan
during Medicar eos &uctobardf thraughDecknber®ofidachpear).i o d (

This Plandoes not coordinate benefits with Medicare ParD. If you enroll in Medicare Part D prescription drug plan you
may not enroll in or keep presgtion drug coverage under this Plan. You will be disenrolled from the prescription drug
coverage under this Plan as long as you are enrolled in a Medicare Part D prescription drug plan.

For more information about creditable coverage or Medicare Part®rcawvge see t he Pl ands Notice
copy is available from the Employee Benefits Administration Office. See wiso.medicare.govor personalized help or
call 1-800-MEDICARE (1-800-6334227).

The Medicare program has arranged to let empleymmsored Plansvho have applied for a subsidiknow if their
participants have tried to enroll in a Medicare Prescripflong Plan. This is because many people with Medicare may not
understand that they aable to keep their current employment based prescription drug coverage and do not need the Medicare

20


http://www.medicare.gov/

Part D prescription drug coverage. If we are advised that you have tried to enroll in a Medicare Prescription Drug Plan, we
will contact you to see if thias your final decision or just agrror.

SCHEDULE OF MEDICAL BENEFITS

A chart describing the Planés medical benefits, wi th exrg
pages. Each of the Pl amésfirsmeldnncwith HospikahServices @npatiest) addePhysicidnb e d
and Health Care Practitioner Services appearing first. These two categories cover most (but not all) health care services
covered by the Plan. They are followed by descriptions oftladirdoenefits for specific health care services and supplies that

are listed imlphabetical order.

Explanations and limitations that apply to all Benefits are shown in the second column of the Schedule of Medical Benefits.
Specific differences in the Befits when they are provided-Metwork (when you use PPO Network Providers) and-dbut
Network (when you use providers who are not contracted with the PPO) are shown in the subsequent columns.

Payment of outof-network claims is according tothe Allowed or Contracted Charge reimbursementas defined in this
Plan.

The following Schedule of Medi cal B e n eGemetalsOvearall MaximmnmeRant hi s
Benefit and the Annual Ouwdf-Pocket Maximum.
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefirgtiexdusiaptess of this document for important informe
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Gener al Overal
Maximum Plan Benefillso
called the Plan Year Maximum
. ) $2,000,000 ppersomper calendar year
e  The plan year maximum is the m
this Plan will pay for all covered
expenses for one person who is
enrolled in any Plan option.
Outof
Pocket
Outof-Pocket Maximum These expenses do not accum) Maximum ig
to meet your annuatafytocket not
e Outofpocket costs are thedmwork maximum: deductibles, copays applicable
expenses you must peforethis expenses not covered by the P because
Plan will pdyenefitat 100% of chargedn excess of the Allowed| Medical: Not Medical: Not Medical: Not there is no Not
Contrac@ed Chargddter you pay Cont_racted Charge, a Plar_l ben| $2,000 applicable $1,000 applicable $5,000 applicable coinsur applicable
the maximum annual@ocket maximum, a penalty for failure || per person per person per person ance
costin coinsuranceo further follow UM procedures or exper response
coinsurance will apply to your elig associated with outpatient reta bility since
innetworknedicagéxpenses for the mail order prescription drugs, & benefits are
rest of that calendar year. outofnetwork expenses. paid at
100% after
copays.
. Note that the-Network and Gut
Deductible ofNetwork deductibles are NO  $300 per | $1,000 per| $200 per | $1,000 per| $550 per | $1,000 per $1,000 per]
. The medical plan deductible is th interchangeable or commingle person person person person person person None person
meaning you may not use any
i‘;}gﬁg;f;;?”bgg’r‘é“tg“;‘a%ag: portionfcan IfNetwork deductibf| 900 per | $3,000 per| $600 per | $3,000 per| $1,650 per| $3,000 per $3,000 pef
benefits. 4 to meet an QatNetwork family family family family family family family
deductible and vice versa.
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.

*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
ElectiveHospitalization is
subject to precertificatiorll
. . . Hospitalization is subject to
Hospital Servicegnpatient) concurrent reviewSee the
¢ Room & board in semiprivate roo Utilization Management chapte
with general nursing services. details.
Specialty care unésy( intensive Private room is covered only if
care, cardiac care unit). Medically Necessary or if the fa $200 copay
; R does not provide s@mivate
*  Lab/xay/diagnosservices. oo P 80% after | 60% after | 90% after | 70%after | 50% after | 25%after| _ Pl | 60% after
o Related Medically Necessary and Hospitalization for dental seisid deductible| deductible|| deductible| deductible| deductible| deductible then plan deductible
service , prescriptions, supplig¢ ‘ 0,
=g, p P PP notpayable under the medical pays 100%
e Newborn care; newborn circumci benefits of this City.
Be sure to follow the Newborn i
Eligibility requirements of this pla Observations up to 72 hours,
to assurecoverage for newborn without admission, are covered
children! under the emergency room
copay/cinsurance. After 72 hol
the inpatient copay/coinsuranc
appies.
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.

*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Some surgical services are subjec
precertification. For details, see th
Utilization Management chapter. . .
o he Pl o . . Office Visits| Office Visitd
Physician and Health Care The Plan Administrator or its desig 100% ate
— - will determine if multiple surgical o after a 100%
Practitioner Services other medical procedures will be $20 copay after a
«  OfficeHospital, emergency room, c_overed as separate procedures o per visit $20 copay
O single procedure based on the fact per visit
other health care facility visits of the deBunpieihg s
Physicians and Health Care Definitions chapter. All other All other
Practitioners. ) ) services: o
Assistant Surgeon feesll be 50% after services:
e Surgeon fees. reimbursed for servicesmmaimum deductible 100%
) ] ] of 25% of theadled or contracted
L ASSIS’[ant Surgeon (|f Med|Ca”y expenses payab|e to the primary p t | Prenata|
Necessary). Surgeon. vigietgaa?e visits are
e Anesthesia fees for Physicians af ® See the Definition section for retail subject to subject to
Certified Registered Nurse medical clinics. % ait o aft o ai st the office oot the office e o
Anesthetists (CRNA). The medical plans in this documen 80% after 60% after 90% arter 70% a_ter visit copay. 25% aner visit copay,  60% after
not require the selection or designa deductible | deductible|| deductible| deductible For prenata deductible|| For prenata deductible
¢ Audiology/Hearing Exams. of a primary care provider (PCP). visiFt)s you visits you
o - | have the ability tsitvany network or av a pay a
° Certl_fled Perfusionist for t nonnetwork health care provider; hay maximum Q
surgical procedures. maximum o 1
however, payment by the Plan may 15 copays 5 copays.
° Pathologlst and Rad|0|og|st fees |eSS 'fOI’ the use Of a-netWOl’k ) ContaCt the ContaC'[ thE
provider. You also do not need pri Benefits Benefits
e Physician Assistant, Nurse Practi authorization from the Plan or from Chi Claims
and Nurse Midwife fees. other person (including a primary ¢ d Ims Admin
. . n provider) in @ndto obtain access to _Admin istrator for
*  Retail Medical Clinics. obstetrical or gynecological care fr _lsftratotl;(;‘or informtion
- : health care professional who speci Informaon about vour
* Psych gr)d neuropsychl_atrlc testin in obstetrics or gynecology. The h about your )f/
a Physiciaor PsychologiStee also ; ifi Speciic
. : care professional, however, may b specitic prenatal
the Behavioral Health row of this | aquired to comply with certain prenatal claims
Schedule procedures, including obtaining pri claims. :
autheization for certain services,
following a pepproved treatment pl
or procedures for making referrals.

24



This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

SCHEDULE OF MEDICAL BENEFITS

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Physician
services:
100%
after a
. $20 copay
Allergy Services Covered only when ordered by per visit
e Allergy sensitivity testing, includin Physician. Allergy
skin patch or RasyMast blood te§4 - No coverage for allergy service| 80% after | 60% after | 90% after| 70% after | 50% after | 25% after | shots when| 60% after
¢ Desensitization and hyposensitizg considered to be experimental il  deductible | deductible|| deductiel | deductible|| deductible | deductible|| no physicial deductible
(allergy shots given at periodic the Plan, such as sublingual all visit: 100%
intervals). treatment. See Allergy in the after a
e  Allergy antigen solution. Exclusion chapter. $5 copay
Allergy
antigen:
100% no
copay
Services are covered only if the
Administrator or its designee 0
determines that the practitioner ggd/ag‘;:ﬁ;
. . licensed or duly authorized to
Alternative HealiBare Services gy Y
practice in the jurisdidtiomhich g)laor(;]c?x :: Covered ad Covered ad
e Acupuncture services. the services and supplies are ' p | 90% after . Not Not Not Not
rovided person per| Innetwork deductibl Innetwork d d d d
L p calendar benefit eductible benefit covere covere covere covere
¢ ﬁﬁ;ee V'Sg]wnh a_l(—j|0meopathy or General office visits with an year
aluropathy provider. acupuncturist are not covered | (in or oubt
Homeopathic and Naturopathic| ~ network)
supplies, medication and treatn|
arenotcovered.
Ambulance See the Emergency services r
- this schedule.
or See the Specialized Health Ca
Ambulatory Surgery Facility Facility row in this schedule. 'I

25



SCHEDULE OF MEDICAL BENEFITS
This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| InNetwork |  Outof- InNetwork | Outof- InNetwork | Outof InNetwork | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Coverage for both outpatient ang
inpatient behavioral health servi
available through the medical pl Outpatient
elected by tiparticipant. . including
Neuropsychological testing for Outpatient: Intensive
: L : 100% .
medical conditions is covered urf outpatient,
. after a
. . the medical plan. $20 copa day
Behavioral Health Services Behavioral health hospitalization copay treatment
gI_EAF;, Me?tal Health, Substance Abus  reatment, partial day care, inten pervis and partial
reatment) outpatient a_md re3|de_nt|al treatm Outpatient o . Outpatient| Outpatient Outpatient daz(;:oare Outpatient
Employee Assistance Program (EAP): center servicese subjectto and ;tlpatle.nt and and Inpatient and 1ﬁ 4 and
e See pagé0 precertification See the Ut'“za.t'o Inpatient anS n_paﬂgr Inpatient Inpatient Services: Inpatient $§O era Inpatient
) Management.(.:hapter f‘,” details, Services: ervices: Services: | Services: 50% after | Services: CoPaY|  senvices:
Mental Health and Substance Abuse: See the specific exclusions relat{ goog after | 070 2M€T | g004 after| 70% after | deductible| 25% after| PSS | 6096 after
« Outpatient Visitsntensive outpatien{ ~ Behavioral Health Services, inclfl ~deductible| 989UCP!®|l gequctible| deductible deductible deductible
day treatment and partial day care. mental retardation and learning Inpatient:
o InPatient AdmissiorHospital and g'sab'!'ty’ in the Exclusions chap All other $;§§é§gé)
residential treatment center service enefits are payable only foreeq outpatient
of Behavioral Health Care Provig services: per
listed in the Definitions chapter. 50% after admission
For payment of Outpatient deductible then plan
Prescription drugs ordered by pay(;s
Behavioral Health Provideeder to 100%
the Drug section of this Schedul
Medical Benefits.
Birthing Center See_ t_he Spe_ciali_zed Health Carq
Facility row in this schedule.
Blood Transfusions Sﬁ;ﬁiﬁgn"”'y when ordered by g
) 80% after | 60% after || 90% after| 70% after || 50% after | 25% after|| 100%, no| 60% after
e Blood transfusions and blood pro Aut ol ogous ( patl deductible| deductible| deductible| deductible] deductible| deductible copay deductible
andequipment for its administratiq  transfusion expenses are not pa
under this plan.

26



This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

SCHEDULE OF MEDICAL BENEFITS

Benefit Description

Explanations and Limitation

Choice PPO
Plan

Choice Plus PPO

Plan

Basic Choice PPO
Plan

Copay Choice
Plan

Outof-
Network
Providers

InrNetwork
PPO
Providers

In-Network
PPO
Providers

Providers

Outof-
Network

Outof-
Network
Providers

In-Network
PPO
Providers

Outof-
Network
Providers

In-Network
PPO
Providers

Chemotherapy

e Chemotherapy drugs and supplie

administered under the direction

Physician in a Hospital, Specializ

Heal t h
or at home

Car e

Fac

See also thexclusion of Hair
Replacement Procedures in th
Exclusion chapter.

A single wig or toupee is payah
a maximum of $500 once in a
lifetime if it is required to replaq
hair lost as a result of

chemotherapy.

80% after
deductible

60% after
deductible

90% é&er
deductible

70% after
deductible

50% after
deductible

25% after
deductible

Cheme
therapy:
100%
after a
$20 copay
per date of
cheme
therapy
treatment.

If Chemo
therapy
treatment ig
reported
with an
office visit
on the samg
date of
service no
copay
apples to
the chemo
therapy
charges.

Wig: 100%
after a
$20 copay.

60% after
deductible

Chiropractic Services

See Spinal Manipulation in thig

table.
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork | Outof- InNetwork | Outof- InNetwork | Outof- InNetwork | Outof
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
See the specific exclusions related
. . Corrective Appliances ifEtteusions
Corrective Appliances (Prosthg  chapter. To help determine what
& Orthotic Devices, Other Th Prosthetic or Orthotic Appliances 3
Dental) govered, see the def_initions\of
—_— . . AProstheticso a
e Coverage is provideddatal (but only up Definitions chapter
the Allowed or Contracted purchase pri - .
the device); purchase of standard modg¢ Corrective Appliances ar.e.covered
option of the Plan; medically necessary when ordgr_ed by a Physician or H
repair, adjustment or servicing of the dg ~ CarePractitioner. _ 100%
and replacement of the device due to a| ® Occupational therapy (orthotic) suj 2504 after after a
change inthe cowtreper sond s needed to assist the person in 60% after 70% after deductible| $20 60% after
condition or if the device cannot be performing activities of daily living deductible deductible eductible CopPaY.  yeductible
satisfactorily repaired. notcovered. . .
* Colostomy or ostomy supplies. Implantable hearing devices such | 80% after |\ oo oigll 0% after| o ring aig 207 after | Hearing aid An Hearing aid
¢ Hearing aids and devices. Hearing aids cochlear implant are payable for deductible 100% no deductible 100% no deductible|  100% no additional 100% no
batteries and hearing aid repairs are pg  participants who meet all of the | deductible | deductible | deductible|]  copay deductible
to a maximum of $500 per person per following teiria: Hearing aid $500 max Hearing aid $500 max Hearing aid| $500 max| applies to $500 max
calendar year. Audiglexams are payabl  g) the participant has been covere| 100% no bl 100% no bl 100% no | payable pe|| supplies bl
under the Physician and Health Care under one of t| deductle | P&Y3€PEN qoqictible| PAY3Y€ PEI jequctible| person per| addedto | P2YaPie Pe
Practitioner Services of this plan. options for a minimum of two yd|  $500 max perisondper $500 max perlsondper $500 rax calendar | corrective per;sondper
* Foot Orthotics are payable to a maximy ) the procedure is determined to || payable per  “2€N98" || payable pe| 2N | payable pe year. appliances| c&endar
$500 per person per calendar year. Se medically nece erson per year. erson per year. erson per year.
must be rendered by a network provide Utilization Review firm: p | dp p | dp p | dp N Heari id
 See also the Vision section @chisdule ¢) only imetwork health p'roviders calendar | o coveragf €€"%" | No coveragf CAendar 0 eagng aid o coverag
of Medical Benefits regarding coverage] X . year. for foot year. for foot year. coverage fdi  1009%$500| " e
eyeglasses following certain types of ey utlized for the surgical procedu - , foot max payabl )
surgery. and followp care. orthotics ou orthotics ou orthotics o] per person orthotics oy
¢ A ng is payable to a maximum of The Plan will pay a max|mum of Of netWOrk. Of netWOrk. Of netWOI’k. per Calenda Of netWOrk.
$500/person/lifetime. $20,000 per person per lifetime to year.
« An external silicone breast prosthesis i ~ all expenses/supplies and equipm
payable as medically necessary once ¢  related to the implantable hearing
24 monthsAfabric, foam, or fifited device. There is a $2,000 deductil
breast prosthesis is payable as medical this benefit in atiloh to any other
necessary once every 6 months. required deductible of the plan in v
e Up to four pestastectomy bras are paya the participant is enrolled.
as medically necessary every 12 montt Complications related to an implar
hearing device are payable and ng
included in the $20,000 lifetime
maximum.
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SCHEDULE OF MEDICAL BENEFITS

Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
. . e Covered only when ordered by a 100%
Dialysis o _ o dpi?gii‘gino?gdpidr;}icr;;ﬁ;eg quie:tt 80% after | 60% after | 90% after| 70% after || 50% after | 25% after after a 60% after
* Hemodialysis or peritoneal dialysis =" . v o' deductible | deductible| deductible| deductible| deductible| deductible| $20 copay| deductible
lies. pecialized Health Care Facility, e
supp el < . per visit
Physiciands of fi
Deductit® and Coinsurance dot
Disease Management Serviceg apply to these benefits.
) . . The Limited Overall Maximum PIg
e Benefits are available for educati Benefit for a Disease Manageme
programs fpatients or parent(s) o Program is $500 per disease per
eligible dependent children teach lifetime, in or owf-network. Plan
the care and management of chrg coverage is in the form of
ceilsieises)(such 3sed|:1bietgsr,1a:tzl reimbursement for expenses use
; ’ . . the mamum allowable under this
knowledge of the disease, techni benefit. The Plan Particiant mu 100%, no 100%, no || 100%, no| 100%, no 100%, no 100%, no 100% 100%, no
for sefmanagement and complian . . Help deductible | deductible| deductible| deductible|| deductible| deductible deductible
. submit a receipt showing the:
with propehealth care procedures i
. : e cost of the program; and . . . . . . . .
required f obeing h e name. address and telephone Services Services Services Services Services Services Services Services
. ’ P MUST be | MUSTbe || MUSTbe| MUSTbe|| MUSTbe| MUSTbe| MUSTbe| MUST be
e These Disease Management ser number of the program sponso pre- pre- pre- pre pre- pre pre- pre-
are subject to the conditions and and
Limited Il Maxi Plan B d dti | H approved approved |[ approved | approved approved approved | approved | approved
;1m|te Ov':ara_ haX|mum anbg e afjes and times classes were Hi ,\ the plan| by the Plan|| by the Plan| by the Plan|| by the Plan| by the Plan|| by the Plan| by the Plan
shown to the right. an Adminis | Admins- | Adminis | Adminis | Adminis | Adminis | Adminis | Adminis
« Disease Management Programs | proobf classes actually attendell  ya¢or or trator or trator or trator or trator or trator or trator or trator or
covered only when ordered by a the part|C|par?t.- designee. | designee. | designee.| designee. | designee. | designee. | designee. | designee.
Physiciarandpre-approvedy the If the Plan Participant attended 8(
Plan Administrator or its designeg ~ mMore of the scheduled classes, fu
) | reimbursement of the cost of the
* The Disease Management benefi  program will be made, subject to
be used to cover expenses incurrl  applicable Limited Overall Maxim
a nutritionist when required for W|  Plan Benefit. If fRian Participant
Loss Surgery or with a diagnosis |  attended less than 80% of the
Obesity or Morbid Obesity. scheduled classes, no reimburse
will be paid.
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*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

SCHEDULE OF MEDICAL BENEFITS

Plan benefits. Most benefits are subject to the dedegtbhidere noted.

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation|| in-Network Outof- InNetwork | Outof- In-Network Outof- InNetwork | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
* Be'?efits for prﬁscript&on drulgsl are available|  Refills for maintenance medication at a Retail pharmacy are re(s)curtipﬁgﬁ”éru
throug the anos H until thedrefill, thereafter the medicatiotdshetilled via Mail Ord geducti%leis $25g
iCi locations of the network pharmacies, or info Home Delivery or else a penalty applies where instead of the
Drugs and Medicines on the formulary drugs contact the Prescrip - per person per ye:
. . Drug Program at their phone numisitévisted benefit you pay more money (retail and mail
* [():l?;\/renl;aa%izjlggl)svgpe;g:gé fg; ttRZSSS Foo on the Quick Reference Chart in the front of Maintenanae ?ﬁ:golerljeulj(:)filaolg(if
Drug Administration (FDA) as requiring a document. _ Retail Pharmacyfor acute or shéetm medications and up te 8ffil ~ met then _
prescription and FDA approved tmrtition,| * Retall Network (PPO) pharmaeyobtain up to maintenance medication (up talay3€upply) prescription drug No deductible
dose, route, duration and frequency, if a 3eday supply of medication for the fees not Retail Prescription Drug Deductible: are payable as applies.
rescribed by a Physician or other Health| ¢ 19N presentyour ID card toretwiork $50 per person per calendar year follows:
g st y th Y d by law t ib participating retail pharmacgh&twcation of in Generic drugs Retail(up to a
ractiioner autnorized Dy law to prescrib€  network retail pharmacies contact the Prescri 30day supply) Retail:
o The greater of a $5.00 copay or 20% to a max of $50| Generic d retail.
« The following classes of drugs are each p{ ~Drug Program whose name is listed on the Q Formulary Brand dr eneric crugs (up to a 36ay
- Reference Chartthe front of this document ormulary Bra ugs The greater of g
to amaximum of $500 per person per Prescrinti s vk The greater of a $25.00 copay or 25%xoBHH80 $5.00 copay or supply)
. . ] rescription drug prices willdmeunteth you. o G e
calendar yeaantiobedty/weight loss drugs, - ) - NonFormulary Brand drugs 20%, to a eneric:
prescription vitamins, drugs to treat erectill * Home Delivery (Mail Order) Servitesmay The greater of a $35.00 copay or 40%, to a max of $10j| _ Max of $50 $15 copay
dysfunction (impotency) for males age 18 use the mail qrder service (see the Quick Re Formulary Brand Drugs are Formulary Drugs are
over (payable to the lesser of 8 units or 3¢~ Char t recel\;e up to?a@l_)s:lpply of ron Retail Pharmacy: Maintenance or Ebeign Use Medication afte Thed;egster ota PVl like Brand: payable like
L o emergency, extendse "maintenance 3fill at a Retail Ph : th $35 th
per prescription), tretinoin products (e:g. R = ) the 3dfill at a Retail Pharmacy: 5 enon- copay enon-
A). presaription drugs, such as for high blood pre (up to a 36ay supply) $ gé)lf/) Cto PEY Ol network retail Nonr network retail
diabetes. The mail order service is the easief n - o, t0a h | h
e Fertility drugs are only payaiiesiribed for leasexpensive way to obtain many medicatiol Th . gleo'lgnc dru9255'0/ £ $100 max of $100 pharmacy F(érmu da.lry pharmacy
e e e oy oy T e of 3 1605y o 25 o amaxc(sic0 | nreruy | provonss | g | povsonss
use mail order have the doctor write a prescri -
o These are some of the classes of drugs a 90day supply, with refills. Mail prescription, The greater of a $50.00 copay or 30% to a max of $20 ;2; g{)es;%rasfs column to the column to the
payable by the PlaRrenatal vitamins requil  and mail order form to the Mail Oritee séthe NonrFormulary Brand drugs: 10%. 1o & left under the ' left under the
a prescription; diabetic supplies including Prescription Drug Program. Obtain mail orde The greater of a $80.00 copay or 45%, to a max of $20| max of $200 Choice PPOJ| Mail Order Choice PO,
syringes, blood glucose monitors, lancets,  from the Prescription Drug Program. Allow uy Mail Order{up to a 9day supply) Mail Order: Choice Plus|| (uptoa9@ay | Choice Plus
alcohol swabs, tesips & tesape, emergend  days for your order. Gen?eric drung pply (up to a 98ay PPO plans supply) PPO plans.
contraceptives (2 kits/30 days). ¢ See the drug exclusions in the Exclusions ¢ : 0 supply) Generic:
) . i o No coverage for otfecounter (OTC) drugs, The greater of a $10.00 copay or 20% to a max of $10{| Generic drugs $30 copay
e Certain drugs require prior authorization b drugs to treatfertility, certain dental drags, n Formulary Brand drugs: The greater of Formulary
calling the Prescription Drug Program, sug prescription contracéptives. ' The greater of a $50.00 copay or 25% to a max of $20{| $10.00 copay o Brand
as:Gleevac, Cox Il inhibitors like Celebrex « For all plan options if you fil a drug with a NonrFormulary Brand drugs 2°%ft§l%o $70 copay
i iarai icati rForalp 0 max o
\;RvgltquhAt ?:g;g%i?ﬁ’egitga?meﬁ ?;i?;%el‘gons brand name when a generic drug is availab The greater of a $80.00 copay or 40% to a max of $20 Formulary Brand Nor
medications like Betaseron. arowth hormol you pay the difference in price between the NonNetwork (NoRPO) Retail Pharmacy drugs Formulary
. - L9 brand and generic drug plus the applicable ; - 7 . The greater of g Brand:
interferon, multiple sclerosis drugs, etc. copay oroinsurance. Also. after tharafill Therdsno discourif you fill a prescription at anfoatwork nen $50.00 copay 0 $130 copa
J%WWM mdl participating pharmacy location, you will need to pay for the druf| ~ 5504 10 pay
e Drugs not yet approved by the FDA are ng ' of purchase and later send your drug receipt and claim formjl  max of $200

coveredNew FDApproved drugs will be
covered by the Plan unless an amendmer|
states otherwise or the @éssug is exclude

¢ NOTE: Coinsurance, copagxpenses

order must be used or else the retail copay
doubled & coinsurance increases another 5

associated with outpatient prescription drug
not accumulate to the medical plan deductilf
out of pocket maximum.

Prescription Drug Program (at thessaolditbe Quick Reference CH
You will be reimbursed based upon the amount that would h
charged by a participating pharmacy, less the applicable
coinsurance. Claim forms are available at the website of the H
Drug Program oe tBmployee Benefits office.

NonFormulary
Brand drugs
The greater of g
$80.00 copay 0
40% to a

max of $300.
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*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

SCHEDULE OF MEDICAL BENEFITS

Plan benefits. Most benefits are subject to the dedegtbhidere noted.

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Precertification required for all
DME with a cost of over $1,00(
. . See the specific exclusions relg
Durable Medical EquipméniE) to Durable MediEajuipment in 100%
(including Oxygen) the Exclusions chapter. after a
Coverage is provided for: To help determine what Durabl j;op?ggeag
Medical Equipmentasered, seg - t
e Rental (bumnly up to the allowed o the definition equipmen
contracted purchase price of the Equi pmento in purchasedt
Durable Medical Equipment); or per mon
quipment) chapter. for rental.
Purchase of standanddels at th Durable Medical Equipment is
* drenas > . S quipmen 80% after | 60% after | 90% after| 70% after || 50% after | 25% after 60% after
option of the Plan; covered only when its use is . . . . . : Necessary .
_ _ Medically Necessary, it is orde dedictible | deductible| deductible| deductible| deductible | deductible supplies deductible
* Medically Necessary repair, by a Physician or Health Care purchased
adjustment or Servicing of the Du Practitioner and it is purchased at the same
Medical Equipment; through a Dable Medical time as the
¢ Medically Necessary replacemen Equipment provider or supplier| covered
the Durable Medical Equipment d ltems purchased through the DME are
a change in the Internet are not covered. payable at
physical condition or iEtpgipment Coverage is provided for Medig 100%, no
cannot be satisfactorily repaired. Necessary Oxygen, along with copay.
Medically Necessary equipmen
and supplies required for its
administration.
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork | Outof- InNetwork | Outof- InNetwork | Outof- InNetwork | Outof
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
ER:
100% after g
Expenses for use of Hospital $1g?\2253y .
Emergency Services emergency room and/or Ambu Cori)awaived 100% after 4
) . are covered only when service if admitted bl $100 copa
*  HospitaEmergency Roofacility for for EmergenServices ER: ER: inpatient per visi?. g
a medical emergency. Observations up to 72 hours, 80% after QOEA)R;fter 50% after | copay appliej Copay waive]
e  Ambulance Ground vehicle without admission, are covered ER and deductible ER and deductible || ER and Urge deductible ) if a_dmlt_tedjb
transportation to the nearest under the emergency room Urgent Urgent Care: Inpatient: | inpatient
. L ; . Care: Care: $200 copay| copay applie|
appropriate facility as Medically copay/otsurance. After 72 hod 80% after Urgent 90% after 50% after Urgent
Necessary for treatment of medic i adm|tteq then the mpaﬂent deductible Cgre: deductible | Urgent care deductible Cgre: Ambulance:| Inpatient:
emergency, acute illness or inter copay/coinsurance will apply. 60% after 70% after 25% after 100%, no | $200 copay
health care facility transfer. Air See the defini deductible deductible Ambulance:| deductible copay
transportation only as Medically Se r vin theeDefiditions chap Ambulance: Ambulance: 50% after Ambulance:
Necessary due to inaccessibility | 80% after 90% after | b ancell  deductible Urgent Carej  100% after
ground transport and/or if the use The Utilization Management deductible Amobulance: deductible 90% after Amobulance: 100% after g deductible
ground tresport would be detrimer Company must be notified of a ggd/&?tﬁ)el(re deductible ggd/ﬂf&elg $50 Sgﬁay pe Urgent
to the health status of the patient] emergency hospital admission Cgre'
3 within 48 hours of that admissi i % af
*  Urgent Caréacility. See the Utilization Managemer] Oszigv?tzlon ggd/f];ﬁﬁ;
chapter for details. hours are
covered
100%
Endoscopy Services require
precertification.
Endoscopy Services (outpafient Covered only when medically
e Technical and professional fees necessary and ordered by a 80% after | 60% after | 90% after| 70% after | 50% after | 25% afte | $100 COP3Y 6004 after
associated with endoscopic Physician or Health Care deductible | deductible| deductible| deductible | deductible| deductible|l . ¢ deductible
procedurgserformed as an outpat| Practitioner. for facility | for facility | for facility | for facility | for facility | for facility 010 for facility
such as colonoscopy, gastroscop . . facility
bronchoscopy. See a]so_ the Preventive benefi
describeth this Schedule of
Medical Benefits for coverage
screening colonoscopy.
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.

*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Genetic Testing Services require
Precertification procedure.
Fel“tlllty, Genetic, Reproductwe_, Far See the specific exclusions related
Planning and Sexual Dysfunction Fertility, Genetic, Reproductive and Voluntary
Services Sexual Dysfunction Servicin Sterili Voluntary
- . Exclusions chapter. zation Sterilizatn
¢ gi;esﬁrr;pt'rgniﬁggﬁg?ﬁé"éiiifg;hai Prescription contraceptives for birt Vol Voluntar services services: Voluntary
phragm, It e o control are payable including but nff Voluntary ary i 500 after Not Voluntary | Voluntary | Sterilzation | Voluntary
voluntargurgical sterilizatierg( o Ch Sterili Sterili . o e ) o
N limited to: birth control drugs and h . deductible covered Sterilization | Sterilzation services Sterilization
vasectomy, tubal ligation, Essure). : . zation zation . : ;
certain prescriptions such as birth d devices, mwctable;g( Depe services U services services: 50% no services:
- Provera), intrauterine devices (IUD| SEIVICES: || Fertility Fertility 50% after Not deductible Not
pills are payable under the Drug se diaph t 50% after Not . . ! , .
of this Schedule of Medical Benefitd laphragms, emergency contracep dedutibl diagnosis | diagnosis || deductible| covered covered
1  and implaable birth control devices|| dedutble covered || 9094 after| 70% after Fertility
e Fertility and infertility services inclu¢ ~ and services.g, Norplant). Fertilit . deductible| deductible tff  Fertility Fertility || diagnosis | Fertility
evaluation and gimstic lab services| ~ Prescription contraceptive medicatj ~ ertiity Fertiity toa amaximun] diagnosis | diagnosis Not diagnosis
related to hormonal evaluation and| ~ Payable under the Drug section of || diagnosis | diagnosis || o vimum|  of $5.000 Not Not covered Not
associated infectious disease for thf ~ Schedulékeproductive/Preventive Not Not i
. of $5,000 | per person| covered covered covered
member and spouse. Drugs and devices are payable to 4  covered covered ! lifeti p .
maximum of $500/calendar year perlﬁer_son per i etime _ - fi I’eSCI’IF -
e  Adoption For emplovees and retired _ - . per lifetime| in or out off| Pre<ription | Prescription|l tion contra | Preription
who are entolled® Nocoverage for twgical treatmentl Prescuption Prescription] G ooyt of network | - contra contra ceptive | contra
i : - of sexual dysfunction. See the Dru : contra network ceptive ceptive services: ceptive
medical plans, a dime benefit of - ; ; ceptive ceptive i i i
L . of this schedule for more informatiq e ; Prescription||  services: services: $20 copay,| services
$2,000 per child will be ;nm/ard services: services ) p o o o o
adoption expenses, once proof of fil ¢ No coverage for fertility/infertility 80% to the| 0% to the|| PTESCIP contra 50% to the| 25% to thejl then 100%| 60% to the
adoption has been presented to thg  treatment. benefit benefit || tion contra | ceptive benefit benefit tt)o th? benefit
Employee Benefits Administration ¢ . . : . ceptive services: maximum maximum enefit maximum
Natural children of either parent wh No coverage for genetic services, §f maximum | maximum services: 70% to the maximum
and/or procedures except when o )
adopted by the reatural parent are ; d for th fd 90% to the]  benefit
not eligible for this benefit. When b performed for the purpose of defeq benefit maximum
arents aremolovees of thé Citv on evaluating or treating chromosoma| .
gne emplo eg )ér family ma r):a’cei abnormalities or genetically transm maximum
this a dop ti())/n bgnefit y may characteristics in pregnant women
P ’ highrisk individuals. See preventiv
services section re: BRCA testing ¢
counseling
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.

*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Home Health and Home Infusion
Therapy Services require
precertification See the Utilization
Management chapter of this docuy
Home health and Home Infusion
Therapy Services are payabla to
maximum of 60 visits per person
Home Health Care and calendar year.
Home Infusion Services See the exclusions related to Hor
e  Parttime, intermittedkilled Nursing Z'r? Slutziﬁg Lee?: :nglusé?glg:wgi;]eil 0 . . . . . . 100% .
Careservices and medically i the Exelusi h  thi 80% after | 60% after | 90% after| 70% after || 50% after | 25% after after a 60% after
necessary supplies to provide Ho 'dnotcuemeﬁ usions chapter of this || gequctible | deductible| deductible| deductible| deductible| deductible| $20 copay| deductible
Health Care or home infusion ser| ’ per day
_ _ Covered only when ordered by a
e Home services other than Skilled|  physician.
Nursing Care are not covered. | | Home Hosmids payable as descril
below under Hospice benefits. H
Physical Therapy is payable as
described below under Rehabilita
Services benefits. Outpatient
prescription drugs are payable as
described above under Drug and
Medicine benefits
Hospice Services require
precertification.
Hosbice Length of coverage is based on 80% after | 60% after | 90% after| 70% after || 50% after | 25% after 100%, 60% after
Hospice medical necessity. deductible | deductible| deductible| deductible| deductible| deductible[ nocopay | deductible
Applies to facility or home hospicq
care.
Laboratory Servicg®utpatient)
¢ Technical and professional fees. |, oy ered only when ordered by a | 80% after | 60% after || 90% after| 70%after 50% after | 25% after| 100% no | 60% after
e See Hospital Services section of |  Physician or Health Care Practitig| deductible| deductible| deductible| deductible| deductible| deductible| deductible| deductible
schedule for inpatient laboratory
services.
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Maternity Services See the exclusions on Fertility arf See Hospitd
e Hospital, Birthing Center, Physicij;  Reproductive Care in the Exclus and
and Nurse Midwife fees for Mediq ~ chapter. See th Physician
Necessary maternity services. Group healfians and health Hosi)eital Zn( service_s roy
e ltis recommended, butemtired, insurance issuers generally may} Physician SO;:IZ'SI
that pregnant women notify the under Federal law, restrict benef services roy lc et_ u ?'
Utilization Management Company  @ny hospital length of stay in of this npa |en_”
soon as possible once they know|  connection with childbirth for the Schedule bcopay W'
are pregnant. mother or newborn child to less € assesse
48 hours following a vaginal deli Prenatal to the
e See also adoption under the Fert or less than 96 hetollowing a visits are mother and
benefits discussed in this table. cesarean section. However, Fe subject to newborn.
«  IMPORTANTFor a newborn to be| 18 gger;erally does not prohibit t the office Prenatal
covered by this Plan, yust follow mo id ef[ 0s cl)_r _nheh visit copay. visits are
the Newborn Eligibility requireme{ ~ PrOviCer. alter consu ting with t For prenata subiect to
the Eligibility chapter of this docu mother, from discharging the mgl  80% after | 60% after | 90% after| 70% after | visits you | 25% after jec 60% after
: : . . . . the office .
or her newborn earlier than 48 h|l dedudble | deductible| deductible| deductible pay a deductible| - deductible
e Charges for the baby and mother| ~ (or 96 hours as applicabteany maximum o visit copay.
are billed separately to the Plan case, plans and issuers may no 15 copays. For prenatg
under Federal law, require that & visits you
provider obtain authorization fro Contact thel pay a
plan or the issuer for prescribing Benefits maximum o
length of stay not in excess of 44 Claims 15 copays.
hours (or 96 hourklospital stays Admin
in excess of those days stated istrator for Contact
above must be precertified information E::?Qierggs
Expenses for elective induced about _)f/_our Admin
abortion unless the attending Spect 'Cl istrator for
physician certifies that the health prle_nata info about
the woman would be endangere claims. your specifi
the fetus were carried to term or prenatal
medical complications arise fron claims.
abortion.
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.

*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork | Outof- InNetwork | Outof- InNetwork | Outof- InNetwork | Outof-
PPO Network PPO Network PPO Network PPO Network

Providers Providers Providers Providers Providers Providers Providers Providers

Nondurable Supplies

Coverage is provided for the following
asdetermined by the Plan Administrat
its designee:

o Sterile surgical supplies used

immediately after surgery. e To determine what Nondurablg

* Supplies needed to operate or use Medical Supplies are covered,| 80% after | 60% after | 90% after| 70% after | 50% after | 25% after|| 100% no | 60% after
covered Durable Medical Equipme t he definiti on| deductible| deductiblef deductible| deductible|| deductible| deductible]| deductible| deductible
Corrective Appliances. Supplieso in t

e Supplies needed for use by skilled
home health bome infusion
personnel, but only during the cou
their required services.

e Diabetic Supplies available throug
Drug benefit noted earlier in this ta|
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork | Outof- InNetwork | Outof- InNetwork | Outof- InNetwork | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
e See the exclusions related to Dg
Senges in the Exclusions chapt
. . . e No coverage for procedures,
Oral and Craniofacial Services services or supplies related o
o Treatment oficcidental Injuries to th ~ TMJ syndrome/dysfuncti¢as
TeethThis medical p|an will pay for defined in the Definitions Chapte
treatment of certain accidental inju Medically necessary treatment g
the teeth and jaws when, in the opi temporomandibular joint proble
of the Plan Administrator or its desi payable, such as for aigtuit
all of the following conditions are m  fracture are covered. See the
o The accidental injomyst have bee definition of TMJ syndrome in th See th
caused by an extrinsic (external) Definitions chapter of this docun Hosi)?tal ?am
and not an intrinsic force (_SUCh a ¢ Oral, maxillofacial or craniofacial  gno, after |  609% after | 90% after| 70% after | 50% after | 25% after|| Physician| 60% after
force of chewing or biting); and surgery is limitetb cutting deductible | deductible| deductible| deductible|| deductible| deductible| sevices row deductible
The dental treatment to be payal procedures for medically necesy of this
the most cosffective option that procedures to remove tumors o Schedule

Oral and Craniofacial Surgery.

meets acceptable standards of
professional dental picac and
The dental treatment will return t
person's teeth to theiripjay level
of health and function. See also {
definition of Injury to Teeth in the
Definitions chapter.

cysts, treat abesses or acute inj
of the gum, cheek, lip, tongue, h
or soft palate or, medically nece
due to arthritic deterioration.

No coverage under this medical
for treatment/removal of impactq
teeth, root canal, gingivectomy,
dental abscess.

Orthognathic procedures are noll
payable unless determined by t
Plan to be medically necessary.

Outpatient Surgery Facility

See the Specialized Health Carg

Facility row in this schedule.
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This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

SCHEDULE OF MEDICAL BENEFITS

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork |  Outof- InNetwork | Outof InNetwork | Outof- || InNetwork | Outof
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Covered only when medically
Radiology (Ray), necessary and ordered by a
Nuclear MedlClne and PhySiCian or Health Care
Radiation Therapy Services Practitioner. .
(Outpatient) See also the Preventive Care || - goop, after | 609 after | 90% after| 70% after | 50% after | 25% after| 100%m0 | 60% after
. . Program for_ Women mammogll  gequctible | deductible|| deductible| deductible|| deductible | deductible|| deductible| deductible
e Technical aqmtofessional fees benefitescribed in this Schedu
associated with diagnostic and of Medical Benefits.
curative services, including radiat See Hospital Services section
therapy this table for inpatient radiology
services
See the specific exclusions relg
to Cosmetic Services (includin
Reconstructive Surgery) in the
Exclusions chapt
. . Most Cosmetic and Dental ser
Reconstructive Services and are excluded from coverage. Office Visits
Breast Reconstruction after For any covered individual whe 100%
Mastectomy receiving benefits in connectio $§(§tiggay
e Includes expenses for Reconstru a mastectomy and_ Wh.o elects per visit
Surgery, procedures or treatment breast reconstruction in conne
intended to correct a deformity with itcoverage will be provideq)  80% after |  60% after | 90% after| 70% after | 50% after | 25% after Hospital: 60% after
resulting from disease, infection, a manner dete'mad in ' deductible | deductible| deductible| deductiblef| deductible| deductible $200 copéy deductible
traumacongenital anomaly that consyl_tatlon with the f_;utengllng per
causes a functional defect, or prig physician and the patient, incly admission
covered therapeutic procedure. * Reconstruction of the breas then plan
which the mastectomy was
e  Breast reconstruction as describg performed,; fgg;
the right. e Surgery to produce a ’
symmetrical appearance; ai
e Prosthesis and physical
complications for all stages
mastetomy, including
lymphedemas.
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
¢ Inpatient Rehabilitation admissior]
el . requires precertificatiorsee the
T:iha'b!jtiglon S(ErVI;:IeS d4s Utilization Management chapter.
(Physical, Occupational, and Spee Maintenance Rehabilitation and ¢
Therapy) stimulation servicesrmoecovered.
; ; See exclusions relating to
e Shortermactive, progressive L LS9
Rehabilitation Services (Occupati RehIaHxl_tatlon r-]r herapies in the
Physical, Music or Speech Thera| ~EXclusions chapter.
performed by licensed or duly qu¢ ¢ Speech therapynitial Precertificati
therapists as ordered by a Physig is required for speech therapy. O Outpatient
i o . speech therapy has been certifieq Therapy:
* Inpatient Rehabilitation Servites |  \jeqically Necessary no further 100%after
an acute Hospital, rehabilitation §  cerfification is required. See the a$20 copay
facmtgl orf Sk'lrl}igtN“@fac'“ty are|  ytilization Management chégte per therapy
S?ggregsi?,gehab?i?;igﬁ ’Service gﬁg!{? :E:;;gtteh de\r/a?ﬁ/ :rﬁg\é?cr: 80% after | 60% after | 90% after| 70% after || 50% after | 25% after visit 60% after
thatcannotbe provided in an . Y asst -~ )| deductible| deductible]f deductible| deductible| deductible| deductible deductible
] . illness or injury and the services 4
outpatient or home setting. provided by a licensed or duly qu Inpatient
e Cardiac Rehabilitatidor those speech therapist to restore norme rehapllltath
individuals who have had cardiad SPeech or to correct dysp_haglc o] admll)ssmn.
(heart) surgery or a heart attack | Swallowing defects and déserlost 100%, no
(myocardial infarction or M.1.), wh due to illness, injury or surgical deductible
ordered by a Physician. procedure. Speech therapy orde
for a person who has not yet lear
e  Chiropractic modalities that are . speak or to speak properly, is pay
spinal manipulation services. only if preapproveddy the Plan
. Administrator. Speech therapy fg
¢ R((ajhabdsErvmeg c_overed only wh functional purposes, inafuldirt not
ordered by a Ffigian. limited to stuttering, stammering &
e Pulmonary rehabilitation is cover{ conditions of psychoneurotic origi
excluded, except as secondary tg
specific medical condition.

39



This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

SCHEDULE OF MEDICAL BENEFITS

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Plan Plan Plan Plan Plan Plan Plaﬁ Plan
I : - . . 5 . required .
See the chapter @tilization required required required required required required opinions: required
Management for details of the |  Opinions: opinions: || opinions: | opinions: opinions: opinions: 100% aftér opinions:
. . Second and Third Opinion Prog 100% after| 100% after| 100% after 100% after| 100% after| 100% after . 100% after
Second and Third Opinions and when the Plan may requird deductible| ~deductible| deductible| deductible| deductible | deductible| 9IUCTPI®| dequctible
i isi second or third opinion. ;

* Ionpcilnuigﬁs ongnefiice Visit per - . Patient Patient Patient Patient Patient Patient repalj':;te q| Patient
Additional Medically Necessary| requested | requested| requested| requested| requested| requested o iqnion' o reduested
tests are covered under other il opinion: opinion: opinion: opinion: opinion: opinion: drt)aducti.ble opinion:
provisions. 80% after | 60% after || 90% after| 70% after || 50% after | 25% after 100% after 60% after

deductible | deductible| deductible| deductible|| deductible| deductible deductible
$20 copay
. . o Seethe Specialized Health Car
Skilled Nursing Facility Facility row in this schedule.
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This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

SCHEDULE OF MEDICAL BENEFITS

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Admission to a Specialized
Health Care Facility requires
precertification See the chapte
on Utilization Management for
details.
Specialized Health Care Faciliff i
o services must be ordered by a Outpatient
Specialized . PhysicianTo determine if a faci Surgry
Health Care Facilities is a fASpeciali Copay:
. y Facility,o see $100 per
e  Ambulatory Surgical Facility/Cent] of this Document. admission
1 0,
(Outpatient Surgery). Birthing CenteBenefits will not| 80% after | 60% after | 90%after| 70% after | 50%after | 25% after| " 200%| 60y atter
e  Birthing Center. be more than those that would|| deductible | deductible|| deductible| deductible|| deductible| deductible All other deductible
. . . been paid had the charges bee Specialized
¢  Skilled Nursing Facility (SNF). incurred in the conventional la Hgalth Care
e  Subacute Care Facitityp called delivery or recovery rooms of t Facilities:
Long Term Acute Care (LTAC) fa| hospital which maintains the 100%, no
birthing center. copay
Benefits for the use Skidled
Nursing Facilitpr Subacute Care
Facilityor any combination of
either type of confinement is
payable up to 60 days per cale
year.
Spinal Manipulation Services : - - 100%
] ] ] ] mg)r?imlrlgilgr? Eeer?/iecfelitsfgg?/lijsl?tzl 80% after | 60% after | 90% after| 70% after || 50% after | 25% after after a 60% after
*  Spinal Manipulation Services fron P dividual ond deductible | deductible| deductible| deductible| deductible| deductible| $20 copay| deductible
Physician (MD or DO) or Chiroprg per individual per calendar yeaj per visit
o See the Specialized Health Ca
Subacute Care Facility Facility row in this schedule.
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork | Outof- InNetwork | Outof- InNetwork | Outof- InNetwork | Outof
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers

Transplantation (Organ and
Tissue) See the specific exclusions relg
e Coverage is provided only for elig to Experimental and Investigat

services directly related to Services and Transplantation i

Transplantation of human organs Exclusions chapter. _

tissueto include: bone marrow, Transplantation services are Inpatient

cornea, heart, kidney, liver, or lun subject to precertificatiorSee Admission

pancreas including facility and the chapter on Utilization and

professional services, FDA appro Management for details Outpatient

drugs, and Medically Necessary . - 80% after |  60% after | 90% after| 70% after | 50% after | 25% after||  Surgical 60% after

equipment and supplies. Bengts are payapdmly !f deductible | deductible| deductible| deductible| deductible| deductible Facility deductible

services are provided in a Hos copays will

e Donor related transplant expense or Specialized Health Care Faq apply, then

are payable to a maxirn@i$iL5,000 approved by the Plan Administ 100%, no

per transplant, payable over a 12 or its designee. deductible

month period beginning on the dg No coveradge for travel and

the procedure. When donor expg . 9

lodging expenses should you

are payable by seek a transplant at a facility n

plan, this plan reserves the right t located P o y

coordinate benefits as outlined in ocated near yourome.

COB chapter of thisulment.
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This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg

*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

SCHEDULE OF MEDICAL BENEFITS

Plan benefits. Most benefits are subject to the dedegtbhidere noted.

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork | Outof- InNetwork | Outof- InNetwork | Outof- InNetwork | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
: ; 80% after 60% after || 90% after| 70% after 50% after | 25% after 100% 60% after
e e rebtveonses| deductible | deductible | deductible| deductible| deductible| deductible| aftera | deductible
required after surgery to remove $20 copay
lens of the eye is covered under| per visit

Vision (Eye Care) Services

® Eyeglasses or corrective lenses on

described to the right

medical plan.

Eyeglasses oontact lenses are
covered for certain other eye
conditions such as keratoconus
Contact the Plan Administrator f|
information.

No coverage for the eye refracti
routine vision care associated w
this benefit.

See also the separate Vision Cg
Pln described in this document

Audiology/Hearing Services

¢ Audiology/heariexams

e Hearing aids and devices.

For payment of hearing exsems,
the Physician and Health Care
Practitioner Services row.

Hearing aids, batteries and hea

aid repairs are covered under th
Corrective Appliances benefit in
plan.
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SCHEDULE OF MEDICAL BENEFITS

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg
Plan benefits. Most benefits are subject to the dedegtbhidere noted.
*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork | Outof- InNetwork | Outof- InNetwork | Outof- InNetwork | Outof
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Criteria for Bariatric SurgeRequested
Clinical Documentation inslamaplete Histor]
& Physical, in addition to specific medical
documentation as follows:
1. Bariatric surgical consultation documen{
patientds current
greater, should the patient have a BNl g
39.9, the patient must have documentat
severe (severe as defined by comorbidi
presenting a Hfereateng situation that
medical management alone would not i
sufficient) weigietated illnesses that can
successfully alleviated with surgically ag Office Visits
; ; weight loss; and 100%
Welqhﬂ\/lanaqement Services . Bariatric surgical consultation documen{ after a
. that the patient does not have untoeated $20
e Expenses for the surgical treatmel  ndertreated endocrinopathy that may H Office Visits| copay
obesity (bariatric surgery) arepayy contri buting fact g 100% per visit
including, but not limited to, gastri¢  obesity; and _ after a
restrictive procedures (e.g. lap bar 3. Bariatric surgeon must have a defined $20 copa All other
and intestinal bypass for adult operative and paglerative weight 80% 90% opay services:
tici ts wh t th iteria management program to ensure the gre after No covera after No covera per visit No 100% No covera
parucipants who meet the criteria} - gutcome of the surgery andatiiengs and . 9 _ 9 coverage 9
Bariatric Surgery as natettié right. | 4. (6ymonths physician supervised diet prif deductible deductible All other
surgery with nutritional consultations; ar Lo Hospital:
e  Services must be precertifieg . Cardiac/Pulmonary Clearance; and Services: $200 copay
contacting the Utilization Manager| 6. Basic Labs (within the last 6 months); aj 50% after per
Company and performed by-an in | 7- Psychiatric Evaluation within the last 12 deductible admission
. - months recommending the appréival of
ne_twqu prOV|der/faC|_I|ty and meet bariatric surgery and the behavioral out( then plan
criteria noted to the right. expected to warrant the performance of pays
surgery (covered under Behavioral Heal 100%

While multiple surgical alternatives exist, tl
may consider these bariatric surgical alter|
Rouwen-Y (short or long limb), Vertical Ban

benefit)

Gastroplasty, Laparoscopic Gastric Bandi

Duodenal Switch, and Biliopancreatic Dive
when considered medically necessary by {

Company. See also the Drug row of this

Schedule for coverage of weiglpressiption
medicationNote however that the Plan dog

not pay for postveight loss skin reduction
surgery/treatment.
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This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg

*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

SCHEDULE OF MEDICAL BENEFITS

Plan benefits. Most benefits are subject to the dedegtbhidere noted.

screening one time for navebor

Depressiorscreeninfpr adolescents
at higher risk.

Developmentalcreening for children
under age 3 (9, 18, and 30 months
surveillance throughout childhend (
12, 15, and 24 months; then annua
to age 21 years

Dyslipidemiacreening
Fluorice Chemoprevention

supplements for children without
fluoride in their water source

Gonorrhegreventive medication for
the eyes one time for newborns

Hearingscreening one time for
newborns.

assessment at 2, & & years; age
1017 years annually; at 20 yearq

Chemoprevention of dental carie
The USPSTF recommends that
primary care clinicians prescribe
fluoride supplementation at currg
recommended doses to prescho
childrenlder than 6 months of ag
whose primary water source is
deficient in fluoride.

Prophylactic medication for
gonorrhea: newborn¥he USPST
strongly recommends prophylact
ocular topical medication for all
newborns against gonococcal
ophthalmia neonatorum.

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers
Preventive Care Progré@hildren
(Covered Preventive ServicesGbildren . .
under the Federal Guidelines, PPACA) Screening fQF congenital
« Alcohol and Drug Usssessments hypothyroidism: newbornghe
for adolescents age2llyears, U.S. Reventive Services Task Fo
annually (USPSTF) recommends screenil|
. . . congenital hypothyroidism (CH) i
Autismscreening for children at 18 newborns
and 24 months o o
Behaviorahssessments for children Screening for depression:
adolescentsThe USPSTF
of all ages; 21 years, annually .
: ) recommends screening of
BloodPressurescreening for childre adolescents @3 years of age) fo
0-30 months, risk assessment very  major depressive disorder (MDD
3 months; 3yirR1 ys, annually when systems are in place to en
Cervical Dysplaskcreening for accurate diagnosis, psychothera
sexually active females, age211 (cognitiveehavioral or
years (risk assessment) interpersonal), and folipw 100% No 100% 100% No 100% No
Congenital Hypothyroidism Dyslipidemia Screeningisk covered | Coverage| covered No Coveragl ;.\ ered Coverage| covered | Coverage
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*IMPORTANT: GaftNetwork providers are paid according toAlfmvedor Contracte€hargeas defined in the Definitions chapter and could result in balance billing to V|

SCHEDULE OF MEDICAL BENEFITS

Plan benefits. Most benefits are subject to the dedegtbhidere noted.

This table displays the medical plan options available and how the benefits are paid by the Plan. See al$zefiratiexdusiapteasn of this document for important informg

Choice PPO Choice Plus PPO Basic Choice PPO Copay Choice
) o ) o Plan Plan Plan Plan
Benefit Description Explanations and Limitation| inNetwork Outof- In-Network [ Outof- In-Network |  Outof- In-Network | Outof-
PPO Network PPO Network PPO Network PPO Network
Providers Providers Providers Providers Providers Providers Providers Providers

Preventive Care Proqrm”dre_n Hematocrit or HemoglobRisk
(Covered Preventive Services for Childr assessment at 4 months: 18 mo
under the Federa.d Guidelines, PPACA) 24 months; and annuallyi @B
e Height, Weight and Body Mass years

Indexmeasurements for children .

annually, age?a years. Screening for HI\The USPST.F‘ .

) . strongly recommends that clinici

*  Hematocrit or Hemoglobin screen for human immunodeficie

screening for children at 12 mont virus (HIV) all adolescents and a
. Hemoglobinopa_thimr sickle cell at increased risk for HIV infectiol

screening one time for newborns Iron supplementation in children
e HIVscreening for adolescents at The U.S. Preventive Services T4

higher risk. Force (USPSTF) recommends r
e Immunizatiowaccines foritdren iron supplementation for

from birth to aged8oses, asymptomatic children aged 6 tg

recommended ages, and matts who are at increased risk 100% No 100% No 100% No 100% No

recommended populations vary: iron deficiency anemia. covered Coverage covered Coverage covered Coverage covered Coverage

http://www.cdc.gov/vaccines/recs
hedules/downloads/chgS

schedle-pr.pdfand
http://www.cdc.gov/vaccines/recs

hedules/downloads/chil@ts
scheduler.pdf

Ironsupplements.
Leadscreening at 824 maths

MedicaHistoryfor all children
throughout development, annuall
up to age 21.

Obesityscreening and counseling
Oral Healthisk assessment for
young children.

Screening and counseling for
obesity: children The USPSTF
recommends that clinicians scre
children aged 6+ yrs for obesity
offer/refer them to comprehensiy
intensive behavioral intervention
promote improvement in weight
status.

Quadrivalent HPV Vaccinations:
One time (3 sies) for ageil8
years

Lead screenindRisk assessment
6, 9, and 18 months; then annudq

3i 6 years of age
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http://www.cdc.gov/vaccines/recs/schedules/downloads/child/0-6yrs-schedule-pr.pdf
http://www.cdc.gov/vaccines/recs/schedules/downloads/child/0-6yrs-schedule-pr.pdf
http://www.cdc.gov/vaccines/recs/schedules/downloads/child/0-6yrs-schedule-pr.pdf
http://www.cdc.gov/vaccines/recs/schedules/downloads/child/7-18yrs-schedule-pr.pdf
http://www.cdc.gov/vaccines/recs/schedules/downloads/child/7-18yrs-schedule-pr.pdf
http://www.cdc.gov/vaccines/recs/schedules/downloads/child/7-18yrs-schedule-pr.pdf

Preventive Care Progra®hildren

(Covered Preventive Services for Childr
under the Federal Guidelines)

Phenylketonuria (PK&hreening
for this genetic disorder one time
newborns

Sexually Transmitted Infection
(STlprevention counseling and
screening for adolescents at high
risk

Smoking Cessatidor age 131
years

Tuberculirtesting for children at
higher risk of tuberculosis

Visionscreening for all children

Welbaby and welhild visits, from
birth toge 21

Counseling for STls: Risk
assessment 1421 yearsThe
USPSTF recommends-tmggnsity
behavioral counseling to prevent
sexually transmitted infections (Y
for all sexually active adolescent:
for adults at increased risk for ST|

Smoking €ssationMaximum in
each 365 day period: Nicotrol NS
days, Nicotrol Inhaler 90 days, Z
90 days, Chantix 180 days, Nico
Gum/Lozenge 90 days, Nicotine
Transdermal System 90.days

Tuberculin TesRisk assessment
1, 6, 12, 18, and 24 months; and
21 years, annually

Screening for visual acuity in
children:The USPSTF recommer]

screening to detect amblyopia,
strabismus, and defects in visual
acuity in children younger than a
years.

100%
covered

No
Coverage

100%
coveed

No Coverag

100%
covered

No
Coverage

100%
covered

No
Coverage
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Preventive Care Progrémdults

(Covered Preventive Services for men
and/or women under the Federal
Guidelines)

Abdominal Aortic Aneurysmne
time screening for men of specifig
ages who have ever smoked.

Alcohol Misusscreening and
counseling.

Aspirinuse for men and women o
certain ages.

Blood Pressurscreening for all
adults annually

Screening for abdominal aortic
aneurysm (AAATheU.S.
Preventive Services Task Force
(USPSTF) recommendstione
screening for AAA by ultrasonog
in men aged 65 to 75 who have
smoked.

Screening and counseling to
reduce alcohol misus€&he
USPSTF recommends screening
behavioral counselingrirentions t
reduce alcohol misuse by adults
including pregnant women in prir
care settings.

Aspirin to prevent CVD: mehhe

USPSTF recommends the use 0
aspirin for men age 45 to 79 yea
when the potential benefit due to
reduction in myodiat infarctions
outweighs the potential harm dug
an increase in gastrointestinal
hemorrhage. Women 55 to 79.

Screening for high blood pressur
The USPSTF recommends screq
for high blood pressure in adults
18 and older.

100%
covered

No
Coverage

100%
covered

No
Coverage

100%
covered

No
Coverage

100%
covered

No
Coverage
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Preventive Care ProgréiAdults
(Covered Preventive Services for men
and/or women under the Federal
Guidelines)

e Cholesteroscreening for adults of
certain ages or at higher risk.

e Colorectal Cancecreening for
adults over 50.

e Depressiorscreening for adults.

Screening for cholesterol
abnormalities: men 35 and oldel
The USPSTF strongly recomme|
screening men aged 35 atet dor
lipid disorders.

Screening for cholesterol
abnormalities: men under-3bhe
USPSTF recommends screenin
men aged 20 to 35 for lipid diso
if they are at increased risk for
coronary heart disease.

Screening for colorectal cancer:
The USPSTFc@mmends screeni
for colorectal cancer (CRC) usin
fecal occult blood testing,
sigmoidoscopy, or colonoscopy,
adults, beginning at age 50 year|
continuing until age 75 years (o
every 10 years). The risks and
benefits of these screening met
vary.

Screening for depression: adults
The USPSTF recommends scre
adults age 21+ for depression w
staffassisted depression care
supports are in place to assure
accurate diagnosis, effective

treatment, and folopv

100%
covered

No
Coverage

100%
covered

No
Coverage

100%
covered

No
Coverage

100%
covered

No
Coverage
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Preventive Care Progrémdults

(Covered Preventive Services for men
and/or women under the Federal
Guidelines)

Type 2 Diabetessreening for
adults with high blood pressure.

Dietcounseling for adults at highe
risk for chronic disease.

HIVscreening for all adults at high

Screening for diabeteEhe
USPSTF recommends screening
type 2 diabetes in asymptomatic
adults with sustained blood presg
(either treated or eated) greater
than 135/80 mm Hg.

Counseling for a healthy di€he

USPSTF recommends intensive
behavioral dietary counseling for
patients with hyperlipidemia and
known risk factors for cardiovasc

risk. : A 100% No 100% No 100% No 100% No
and dietelated chronic disease. Covered | Coverage| Covered | Coverage| Covered | Coverage| Covered | Coverage
Intensi@ counseling can be delive
by primary care clinicians or by
referral to other specialists, such
nutritionists or dietitians
Screening for HIThe U.S.
Preventive Services Task Force
(USPSTF) strongly recommends
clinicians screen for human
immundeficiency virus (HIV) all
adolescents and adults at increa
risk for HIV infection.
Preventive Care ProgréiAdults Human Papillomavir@gPV): age
(Covered Preventive Servicesnien 191 26 years, one time (3 doses
and/or women under the Federal Screening and counseling for
Guidelines) obesity: adults The USPSTF
e Immunizatiowaccines for adeits recomme_nds that clinicians scre
doses, recommended ages, and adult_patlen_ts age 21+ _for obesity
recommended populations vary: offer intensive cou_nselmg and
http://www.cdc.gov/vaccines/recs beha\_/lorahter_ventlons to promotg
hedules/downloads/adult/aduit g‘éitli‘s'”ed weight loss for obese
schedule.pdf Counseling for STI¥he USPSTF||  100% No 100% No 100% No 100% No
e  Obesity seeening and counseling recommends higitensity behavio Covered Coverage covered Coverage Covered Coverage| Covered Coverage

for all adults.

Sexually Transmitted Infection
(STlprevention counseling for
adults at higher risk.

counseling to prevent sexually
transmitted infections (STIs) for ¢
sexually active adolescents and
adults at incresrisk for STIs.

Screening for syphilis: nen
pregnant personsThe U.S.
Preventive Services Task Force
(USPSTF) strongly recommends|

clinicians screen persons at incr
risk for syphilis infection.
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http://www.cdc.gov/vaccines/recs/schedules/downloads/adult/adult-schedule.pdf
http://www.cdc.gov/vaccines/recs/schedules/downloads/adult/adult-schedule.pdf
http://www.cdc.gov/vaccines/recs/schedules/downloads/adult/adult-schedule.pdf

Preventive Care ProgréiAdults
(Covered Preventive Services for men
and/or women under the Federal
Guidelines)

e  Syphilisscreening for all adults at
higher risk.

e Tobacco Usscreening for all
adults and cessation intervention
for tobacco users.

Screening for syphilis: nen
pregnant personsThe U.S.
Preventive Services Task Force
(USPSTF) strongly recommends
clinicians screen persons at incre
risk for syphilis ictien

Counseling for tobacco usehe
USPSTF recommends that clinic
ask all adults about tobacco use
provide tobacco cessation
interventions for those who use
tobacco produc&mnoking
CessationMaximum in each 365
period: Nicotrol NS 90 dsicntrol
Inhaler 90 days, Zyban 90 days,
Chantix 180 days, Nicorette
Gum/Lozenge 90 days, Nicotine
Transdermal System 90 days.

100%
Covered

No Coverag

100%
Covered

No Coverag

100%
Covered

No Coverag

100%
Covered

No Coverag
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Preventive Care Progréi/omen

(Covered Preventive Services for Womg

Including Pregnant Women, under the
Federal Guidelines)

Anemiascreening on a routine
basis for pregnant women.

Aspirinuse for men and women o
certain ages.

Bacteriuriaurinary tract or other
infection screening for pregnant
women.

BRCAcounseling about genetic
testing for women at higher risk.

Breast Cancer Mammography
screenings every 1 to 2 years for
women over 40.

Screening for iron deficiency
anemiaThe USPSTF recmends
routine screening for iron deficie
anemia in asymptomatic pregnal
women.

Aspirin to prevent CVD: women
The USPSTF recommends the |
aspirin for women age 55 to 79y
when the potential benefit of a
reduction in ischemic strokes
outweighthe potential harm of a
increase in gastrointestinal
hemorrhage.

Screening for bacteriurighe
USPSTF recommends screening
asymptomatic bacteriwith urine
culture for pregnant women at 1
16 weeks' gestation or at the firs
prenatal visit, if later.

Counseling related to BRCA
screeningThe USPSTF
recommends that women whose
family history is associated with
increased risk for deleterious
mutations in BRCA1 or BRCA2 g
be referred for genetic counselin|
evaluation for BRCA testing (se€
Schedule of Medical Benefits fo
BRCA testing)

Screening for breast cancer
(mammographyJhe USPSTF
recommends screening
mammaography for women with @
without clinical breast examinati
(CBE), every2lyears for women
aged 40 and older.

100%
Covered

No
Coverage

100%
Covered

No
Coverage

100%
Covered

No
Coverage

100%
Covered

No
Coverage
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Preventive Care Progréi/omen

(Covered Preventive Services for Womg
Including Pregnant Women under the
Federal Guidelines)

Breast Cancer Chemoprevention
counseling for women at higher ri

Breast Feedinmterventions to
support and promote breadirfge

Cervical Cancecreening for
sexually active women.

Chlamydia Infectiatreening for
younger women and other wome
higher risk.

Chemoprevention of breast canc
The USPSTF recommends that
clinicians discuss chemopreventi
with women at higgk for breast
cancer and at low risk for advers
effects of chemoprevention. Clini
should inform patients of the potg
benefits and harms of
chemoprevention.

Interventions to support breast
feedingThe USPSTF recommen
interventions duringgoncy and
after birth to promote and suppo
breastfeeding.

Screening for cervical canc&éhe
USPSTF strongly recommends
screening for cervical cancer in
women who have been sexually
and have a cervix.

Screening for chlamydial infectio
nonpregrant womenThe U.S.
Preventive Services Task Force
(USPSTF) recommends screenir]
chlamydial infection for all sexual
active nopregnant young women
aged 24 and younger and for old
nonpregnant women who are at
increased risk.

Screening for chlardial infection:
pregnant womefiThe USPSTF

recommends screening for chlan
infection for all pregnant women
24 and younger and for older pre
women who are at increased risK

100%
Covered

No
Coverage

100%
Covered

No
Coverage

100%
Covered

No
Coverage

100%
Covered

No
Coverage
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Preventive Care Progréi/omen

(Covered Preventive Services for Womg
Including Pregnant Women under the
Federal Guidelines)

Cholesteroscreening for adults of
certain ages or at higrsk.

Folic Acidcsupplements for women
who may become pregnant.

Gonorrheacreening for all womer
at higher risk.

Hepatitis Bscreening for pregnant
women at their first prenatal visit.

Screening for cholesterol
abnormalities: women 45+

The USPSTF strongly recommer
screening women aged 45 and o
for lipid disorders if they are at
increasedsk for coronary heart
disease.

Screening for cholesterol
abnormalities: women under 45

The USPSTF recommends screg
women aged 20 to 45 for lipid
disorders if they arénateased risk|
for coronary heart disease

Supplementation with folic acid:
The USPSTF recommends that §
women planning or capable of
pregnancy take a daily suppleme
containing 0.4 to 0.8 mg (400 to
ug) of folic acid.

Screening for gonorrhea: women
The U.S. Preventive Services Ta|
Force (USPSTF) recommends th
clinicians screen all sexually acti
women, including those who are
pregnant, for gonorrhea infection
they are at increased risk for infe
(that is, if they are young or have|
individual or population risk facto

Screening for hepatitis Bhe U.S.
Preventive Services Task Force
(USPSTF) strongly recommends
screening for hepatitis B virus (H
infection in pregnant women at th

first prenatal visit.

100%
Covered

No
Coverag

100%
Covered

No
Coverage

100%
Covered

No Coveragy

100%
Covered

No
Coverage
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Preventive Care Progréi/omen

(Covered Preventive Services for Womg
Including Pregnant Women under the
Federal Guidelines)

Osteoporosiscreening for women
over age 60 depending on risk
factors.

Rh Incompatibilitgcreening for all
pregnant women and felipw
testing for women at higher risk.

Tobacco Usscreening and

interventions for all women, and
expanded counseling for pregnan
tobacco users.

Syphilisscreening for all pregnant
women or other women at iredea
risk.

Screening for osteoporosihe
U.S. Preventive Services Task
Force (USPSTF) recommends
women aged 65 and older be
screened routinely for osteopo
The USPSTF recommends tha|
routine screening begin at age
for women at increased oisk f
osteoporotic fractures.

100%
Covered

No
Coverage

100%
Covered

No
Coverage

100%
Covered

No Coveragy

100%
Covered

No
Coverage
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MEDICAL PLAN EXCLUSI ONS

The following is a list of medical services and supplies or expamstesoveredby any of the medical plan options. The
exclusions applicable to the Dental Plan appear in the Dental Plan Benefits chapter of this document. The Plan Administrator
and other Plan fiduciaries and individuals to whom responsibility for the astraitidn of the Medical Plan has been
delegated, will have discretionary authority to determine the applicability of these exclusions and the other termamf the PI
and to determine eligibility and entitlement to Plan Benefits in accordance with theofeimasPlan.

GENERAL EXCLUSIONS APPLICABLE TO ALL SERVICES AND SUPPLIES

1.
2.

10.
11.

12.

13.
14.

15.

16.

Autopsy: Expenses for an autopsy and any related expenses, except as required by the Plan Administrator or its designee.

Costs of Reports, Bills, etc..Expensedor preparingforms and medical reports/medical records, bills, disability/sick
leave/ or claim forms and the like; mailing, shipping or handling expenses; and charges for broken/missed appointments,
telephone calls, mailing charges, prescription refill charges, didabledicapped plates/automotive forms/interest
charges, late fees and mileage costs, provider administration fees, concierge/retainer agreement/membership fees
photocopying fees.

Educational Services:Even if they are required because of an injultyess or disability of a Covered Individual, the
following expenses are not payable by the Plan: educational services, supplies or equipment, including, but not limited to
computers, computer devices/software, printers, books, tutoring or interpreseid, afides, vision therapy, auditory or
speech aids/synthesizers, auxiliary aids such as communication boards, listening systems, device/programs/services fo
behavioral training including intensive intervention programs for behavior change and/or dearglpielays or auditory
perception or listening/learning skills, programs/services to remedy or enhance concentration, memory, motivation,
reading or selesteem, etc., special education and associated costs in conjunction with sign language edueation for
patient or family members, and implantable medical identification/tracking devices.

Employer-Provided Services:Expenses for services rendered througmeadical department, clinic or similar facility
provided or maintained by the City, or if bengfdre otherwise provided under this Plan or any other plan that the City
contributes to or otherwise sponsors.

Expenses Exceeding Maximum Plan BenefitE€xpenses that exceed any Plan Benefit limitation, Annual Maximum Plan
Benefits, or Overall MaximumI&n Benefits as described in the Medical Expense Coverage chapter of this document.

Expenses Exceeding Allowed or Contracte€harges: Any portion of the expenses for covered medical services or
supplies that are determined by the Plan Administratotsodesignee to exceed the Allowed or Contracted Charge as
defined in the Definitions chapter of this document.

Expenses Incurred Before or After CoverageExpenses for servicegndered or supplies provided before the patient
became covered under the e ¢ a | Pl an; or after the date the patient
described in the COBRA chapter of thdiscument.

Expenses for Which a Third Party Is ResponsibleExpenses for services or supplies for which a third party isrestju
to pay are not covered.

Expenses used to satisfy Plan Deductibles, copaysexpenses for a plan penalty for failure to comply with Utilization
Management procedures.

Expenses which are eligible for consideration under any other Plan of tremployer.

Expenses arising from complications of any nowovered surgery, service or procedure (except for medical
complications arising from an abortion).

Experimental and/or Investigational Services:Expenses for any medical services, suppliegirags or medicines that
are determined by the Plan Administrator or its designee to be Experimental and/or Investigational as defined in the
Definitions chapter of this document.

Expenses related to complications of a necovered service.

Failure to Comply with Medically Appropriate Treatment: Expenses incurred by any Covered Individual as a result of
failure to comply with medically appropriate treatment, as determined by the Plan Administrator or its designee.

Military service related injury /iliness If an eligible individual under this Plan receives services in a U.S. Department of
Veterans Affairs Hospital or other military medical facility on account of a military serele¢ed illness or injury,
benefits are not payable by the Plan.

lllegal Act: Expenses incurred by any covered individiaalinjuries resulting from or sustained as a result of commission
or attempted commission of an illegal act that the Plan Administrator determines in his or her sole discretion, on the advice
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17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

of legal counsel, involves violence or thiereat of violence to another person or in which a firearm, explosive or other
weapon likely to cause physical harm or death is used by the Covered Individual, unless such injury or iliness is the result
of domestic vblence or the commission or attempted commission of an assault or felony is the direct result of an
underlying health factor.Upon receipt of notification of denial, the individual then has the right to appeal the denial of
claims payment related to tigury or iliness resulting from or sustained as a result of the alleged illegal act. Such appeal
should be directed to the Plan Administrator who will submit it through the Appeal Process outlined in the Claims
Information chapter of this plan document.

Internet/Virtual Office/Telemedicine Services: Expenses related to an online internet consultation with a Physician or
other Health Care Practitioner, also called a virtual office visit/consultation, web visit, physatiant web service or
physician-patient email service, or telemedicine (real time or store and forward types) telehediéalte, remote
diagnosis and treatment, re¢ahe videaconferencing including receipt of advice, treatment plan, prescription drugs,
durable medical equipment medical supplies obtained from an online internet provider.

Leaving a Hospital Contrary to Medical Advice: Hospital or other Health Care Facility expenses if you leave the
facility against the medical advice of the attending Physician within 72 hftersadmission.

Medically Unnecessary ServicesServices or supplies determined by the Plan Administrator or its designee not to be
Medically Necessary as defined in the Definitions chapter ofitésiment.

Modifications of Homes or Vehicles:Expenses for constructicor modification to a home, residence or vehicle required
as a result of an injury, illness or disability of a covered individual, including, without limitation, construction or
modification of ramps, elevators, hand rails, chats lipas/hot tubs, air conditioning, dehumidification devices, asbestos
removal, air filtration/purification, swimming pools, emergency alert system, etc., except-agppoged by the Plan
Administrator.

No-Cost Services:Expenses for services renddror supplies provided for which a covered person is not required to pay
or which are obtained without cost, or for which there would behawge if the person receiving the treatment were not
covered under this Plan.

No Physician Prescription: Experses for services rendered or supplies provided that are not recommended or prescribed
by a Physician, except for covered services provided by a Behavioral Health Practitioner, Nurse Midwife, Physician
Assistant, Nurse Practitioner, Chiropractor, AcupuristuHomeopath, Naturopath, or Podiatrist.

Non-Emergency Travel and Related ExpensesExpenses for and related to remergency travel or transportation
(includinglodging, mealsind related expenses)@aHealth Care Provider, covered person or famigmber of a covered
person, unless those expenses have beempmeved by the Plan Administrator.

Occupational lliness/Injury or Third Party Expenses: All expenses incurred by you or any of your covered Dependents
arising out of or in the course employment (including seémployment) if the injury, illness or condition is subject to
coverage, in whole or in part, under any workersdéd comp
treat ment of condi t i mperssatian or accugationalbdjisease dawk og expemsescfor services or
supplies for which another person, entity or third party may be liable for any payment. See the Coordination of Benefits
Chapter for more information.

Personal Comfort Items: Expensedor patient convenience, including, but not limited to, care of family members while

the covered individual is confined to a Hospital or other Specialized Health Care Facility or to bed at home, guest meals,
television, MER/DVD/Compact disc (CD) and othesimilar devices, telephone, barber or beautician services, house
cleaning or maintenance, shopping, birth announcements, photographs of new babies, etc.

Physical Examinations, Tests for Employment, School, etc.Expenses for physical examinations,ndtional
capacity/job analysis examinations and testing required for employment, government or regulatory purposes, insurance,
vocation, workers compensation, retirement/disability status or pension, or by any third party. Exception: Children
requiring aschool, camp, or sports exam may use the Well Child benefits described in the Schedule of Medical Benefits in
this document. Also physical exams for the purpose of maintaining general health and wellness may be covered under the
Preventive Servicea®w inthe Schedule of Medical Benefits.

Private Room in a Hospital or Specialized Health Care Facility The use of a private room in a Hospital or other
Specialized Health Care Facility, unless the facility has only private room accommodations or unlsssaha private
room is certified as Medically Necessary by the Plan Administrator or designee.

Relatives Providing ServicesExpenses for services provided by any Physician or other Health Care Practitioner who is
the parent, spouse, sibling (bythior marriage) or child of the patient or covered Employee.
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29.

30.

31.
32.

33.

34.

Services Performed by Certain Health Care Practitioners:

e Medical Students, Interns or ResidentsExpenses for the services of a medical student, intern or resident.

e Stand-By Physicians or Health Care Practitioners: Expenses for any Physician or other Health Care Provider who
did not directly provide or supervise medical services to the patient, even if the Physician or Health Care Practitioner
was available to do son a stanéby basis, exqat as approved by the Plan Administrator.

Services Provided Outside the United State€xpenses for medical services or supplies rendered or provided outside the
United States, except for treatment for a medical Emergency as defined in the Defutitipisr of this document or
unexpected medical condition, or as-pmproved by the Plan Administrator.

Surcharges:any surcharge fees resulting from state laws (e.g. New York Health Care Reform Act).

Travel Contrary to Medical Advice: Expenses incurred by any Covered Individual during travel if a Physician or other
Health Care Provider has specifically advised against such travel because of the health condition of the Covered
Individual.

Telephone Calls:Any and all telephone calls between a Physician or other Health Care Provider and any patient, other
Health Care Provider, Utilization Managemé&ampany, or any representative of the Plan for any purpose whatsoever,
including, without limitation:

e Communcation with any representative of the Plan or its Utilization Management Company for any purpose related
to the care or treatment of a Covered Individual;

Consultation with any Health Care Provider regarding medical management or care of a patient;

Coordirating medical management of a new or established patient;

Coordinating services of several di fferent health pro
Discussing test results;

Initiating therapy or a plan of care that can be handlelephone;

Providing advice to a new or established patient;

Providing counseling to anxious or distraught patients or family members;

War or Similar Event: Expenses incurred as a result of an injury or illness due to any act of war, either declared o
undeclared, walike act, riot,insurrection, rebellion, or invasion, except as required by law.

EXCLUSIONS APPLICABLE TO SPECIFIC MEDICAL SERVICES AND SUPPLIES

35.

36.

Allergy/Alternative/Complementary Health Care Services Exclusions

a. Expenses fochelation therapy, except as may be Medically Necessary for treatment of acute arsenic, gold, mercury
or lead poisoning, and for diseases due to clearly demonstrated excess of copper or iron.

b. Expenses for prayer, religious healing, or spiritual healmduding services provided by a Christian Science
Practitioner.

c. Expenses for medications, natural remedies or treatments recommended or provided by a naturopath or homeopath
except office visits as payable under Alternative Health Care ServicesSclieelule of Medical Benefits.

d. Expenses for experimental/investigational allergy treatments including but not limited to sublingual (under the tongue)
drops/oral antigen, rhinophototherapy (use of ultraviolet lights as a treatment for allergic enditisther nasal
conditions), repository emulsion therapy (a form of therapy where certain materials are placed inside the body to
improve allergies).

Behavioral Health Care Exclusions

a. Expenses for Behavioral Heal@are services related to: adoptiomunseling; courbrdered Behavioral Health Care
services; custody counseling; developmental disabilities; dyslexia; family planning counseling; learning disorders;
marriage, couples, and/or sex counseling; mental retardation; pregnancy counselingexuahsounseling; and
vocational disabilities.

b. Expenses for diagnosis, treatment, and prevention of Behavioral Health Disorders, including substance abuse, except
as provided under Behavioral Health in the Schedule of Medical Benefits.

c. Expenses fothe following residential care services: residential treatment programs thatta@ely for substance
abuse treatment, residential schools for-aonte mental health care, wilderness programs;acate residential
behavioral programs/admission, haldy house and group homes.
Expenses for biofeedback or hypnosis/hypnotherapy.
Expenses for Behavioral Health Care services related to:
e dyslexia, learning disorders, educational delays, including tests and related expenses to determine thefpresence

or degree of a personds dyslexia or |l earning/readin

e vocational disabilities;
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e courtordered Behavioral Health Care services or custody counseling (unless the services are determined by the
Plan Administrator or its designee, to be medically necessary in the absence of a court order and such services are
a covered benefit under théaR);

o family planning/pregnancy/adoption counseling, transsexual/gender reassignment/sex counseling;

e marriage/couples counseling. Note: marital/family counseling is available through the EAP services discussed
under Behavioral Health in the Schedule afdital Benefits.

Note that Psychological testinghat is medically necessary for the evaluation of a mental health diagnosis (e.g.,

serious psychiatric illness, alcohol and/or drug abuse) and medically necassaopsychological testingfor

evaluation of a medical diagnosis (e.g., traumatic brain injury, stroke, epilepsy, hydrocephalus, Alzheimer's disease) is

considered for coverage under the Physician services row in the Schedule of Medical Benefits.

37. Expenses for Applied BehavioralAnalysis (ABA). Applied Behavior Analysis is the design, implementation, and
evaluation of environmental modifications to produce socially significant improvement in human behavior. ABA includes
the use of direct observation, measurement, and functioahlsis of the relationship between environment and behavior
in an attempt to improve speech and social interaction skills and reduce disruptive behavior.

38. Corrective Appliances and Durable Medical Equipment Exclusions

a.

C.

d.
e.

Expenses for any items that are @orrective Appliances, including Orthotic Devices and/or Prosthetic Appliances,

or Durable Medical Equipment as each of those terms is defined in the Definitions chapter of this document, including
but not limited to swimming pools, spas, air purifiershicles, elevators and exercise equipment.

Expenses for replacement lofist/missingstolen, duplicate or personalized/characterizedorrective Appliances,
including Orthotic Devices and/or Prosthetic Appliances, or Durable Medical Equipment.

Expenses foCorrective Appliances and Durable Medical Equipment to the extentettemed the cost of standard
modelsof such appliances or equipment.

Expenses foorthopedic or corrective shoespr for the fitting or casting of these items.

Durable Medical Equipmemturchased online through the Internet.

39. Cosmetic Services Exclusions

a.

Expenses for surgery or medical treatment to improve or preserve physical appearance, but not physical function.
Cosmetic Surgery or Treatment includes, but is not limited to renmivédttoos, breast augmentation, or other
medical or surgical treatment intended to restore or improve physical appearance, as determined by the Plan
Administrator or its designee. The Medical Ptirescover Medically Necessary Reconstructive Serviaeduding
Reconstructive Surgery and breast reconstruction after a mastectomy and medically necessary breast reduction.

To determine the extent of this coverage, see the Schedule of Medical Benefits chapter of this document. Covered
individuals should us¢ he Pl anés Precertification procedure to d:¢
considered Cosmetic Surgery or Medically Necessary.

40. Custodial Care Exclusions

a.

Expenses for Custodial Care as defined in the Definitions chapter addbisnent, regardless of where they are
provided, including, without limitation, adult day care, child day care, services of a homemaker, or personal care,
except when Custodial Care is provided by Home Health aides as part of a covered Hospice program.

Services required to be performed by Physicians, Nurses or other skilled Health Care Provitsrsarsidered to

be provided for Custodial Care services, and are covered if they are determined by the Plan Administrator or its
designee to be Medicallydd¢essary. However, any services that can be learned to be performed or provided by a
family member who is not a Physician, Nurse or other skilled Health Care Providestaravered even if they are
Medically Necessary.

41. Dental Services Exclusions

a.

Expenses foDental Prosthetics or Dental servicegas listed in the definition of Dental in the Definitions chapter of

this document) or dental supplies of any kind, even if they are necessary because of symptoms, illness or injury
affecting another padf the body, except prescription drugs required for a dental purpose are payable under the Drug
benefit of this Medical Plan.

Expenses for Dental services may be covered under the Medicabfiaif they are incurred for the repair or
replacement oén injury to teeth or restoration of the jaw if damaged by an external object in an accident. See Oral
and Craniofacial Services in the Schedule of Medical Benefits and the Definitions chapter for additional information
regarding these services.

Expenss for the treatment dfemporomandibular Joint (TMJ) Dysfunction or Syndrome. See the Definition of

TMJ Syndrome in this document. See the Dental Plan for coverage for TMJ dysfunction/syndrome.

Expenses forOrthognathic and other craniomandibular or maxillary or mandibular disorders for the
treatment of Prognathism and Retrognathism and other aesthetic malposition of the bones of the jawmcluding

but not limited to Orthodontia (terms are defined in the Definitions chapter), except when meatkcalbgary as
determined by the Plan Administrator or his/her designee.
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Expenses foOral Surgery to remove impacted teeth, gingivectomies, treatment of dental abscesses, and Root Canal
(Endodontic) Therapy.

Expenses covered under the Dental Plard all expenses excluded under the Dental Plan unless coverage is
specifically provided under the Schedule of Medical Benefits.

Expenses submitted to the medigdhn for hospital confinement or outpatient surgery facility related to
diagnosis or treatnment of a dental conditionor any dental preventive services.

Expenses for dental services such as removal of teeth including wisdom teeth, procedures in preparation for future
dental work or dental implant (such as sinus lift, soft tissue graft, bafiérgplacement), except as approved by the

Plan Administrator.

42. Drugs, Medicines and Nutrition Exclusions

a.

h.

Pharmaceuticals requiring a prescription that haetebeen approved by the U. S. Food and Drug Administration
(FDA); or arenot approved by tb FDA for thecondition, dose, route and frequency for which they are prescribed; or
are Experimental and/or Investigational as defined in the Definitions chapter of this document.

Non-prescription or noslegend or ovethe-counter (OTC) drugs or mediws, except insulin which is payable under
Drugs, and diabetic supplies payable under Nondurable in the Schedule of Medical Benefits.

Foods and nutritional supplements including, but not limited to, home meals, foods, diets, vitathimsnarals
exceptwhen provided during Hospitalization, and except for therapeutic vitamins requiring a prescription such as
prenatal vitamins. Formula is excluded (except prescription formula that serves as the sole nutritional intake for a
child or adult when prescribday a Physician and prapproved by the Plan Administrator).

Naturopathic, naprapathic or homeopathic remedies and substances.

Drugs, medicines or devices for:

e cosmetic purposes;

norprescription contraceptive products;

fertility and/or infertility (except if such drugs are used to treat afiestility condition);

topical fluoride preparations for dental purposes;

hair growth and hair removal products used for cosmetic purposeRrppecia, Rogaine, Vaniga);

drugs for antiaging, bodybuilding/atletic enhancement or to improve physical performance including but not
limited to androgen products, anabolic steroids.

Compounded prescriptions in which there is not at least one ingredient that is a legend drug requiring a prescription as
defined by &deral or state law.

Vaccinations, immunizations, inoculations, vitamin injections or preventative injections, except those provided by the
Plan for children and/or adults (under the Well Child and Well Adult Benefits); and those required for tredmment
injury or exposure to disease or infection (such asrabies, tetanus, amtenom, or immunoglobulin or B12 for
treatment of pernicious anemia). See the Well Child and Well Adult Benefits setttbe Schedule of Medical
Benefits.

Medicalmarijuana, regardless of medical necessity.

43. Durable Medical Equipment Exclusions:Refer to the Corrective Appliances exclusion.

44. Fertility, Genetic, Reproductive and Sexual Dysfunction Services Exclusions

a.

Expenses for threatment of infertility andcomplications thereof, including, but not limited to, services, drugs and
procedures or devices to achieve fertility; in vitro fertilization, low tubal transfer, artificial insemination, embryo
transfer, gamete transfer, zygote transfer, surroga@niiag, donor semen, cryostorage of egg or sperm, reversal of
sterilization procedures, except certain fertility diagnosis and adoption expenses as noted under Fertility in the
Schedule of Benefits.

Expenses fosurgical treatment of sexual dysfunctioror inadequacy, and any complications thereof.

Expenses for medical or surgical treatment relatetlaassexual (sex change) proceduresr the preparation for

such procedures, or any complications resulting from such procedures.

Expenses related hon-prescription prevention of pregnancy.

Expenses forgenetic services, tests and/or proceduresxcept when performed for the purpose of detecting,
evaluating or treating chromosomal abnormalities or genetically transmitted characteristics in tpregmam
(includingamniocentesis, chorionic villus sampling (CVS), and alphafetoprotein analysis in pregnant women) and in
highi risk individuals.

Expenses foelective termination of pregnancy (abortion),unless the attending physician certifies that ltlealth of

the woman would be endangered if the fetus were carried to term or nemigaicationsarise from arabortion.

45. Foot Care Exclusions

a.

Expenses for routine foot care, including but not limited to trimming of toenails, removal of cooadlowrses,

removal thick/cracked skin on heels, foot massage, hygienic/and preventative care (hygienic/preventive care includes
cleaning and soaking of the feet, applying skin creams to help maintain skin tone and other services that are performed
when thee is no evidence of a localized illness, injury or symptoms involving the foot). Expenses for hand care
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including manicure and skin conditioning and other hygienic/preventive care performed in the absence of localized
illness, injury or symptoms involvinthe hand, unless the Plan Administrator or its designee determines such care to
be medically necessary. Routine foot care (as described above) when administered by a podiatrist is payable when
medically necessary for individuals with diabetes or a degical or vascular insufficiency affecting the feet.

46. Genetic Testing and Counseling Exclusions

a.

b.

Genetic Testing Expenses for genetic tests, including obtaining a specimen and laboratory analysis, to detect or
evaluate chromosomal abnormalitieggenetically transmitted characteristics, including:

e Pre-parental genetic testing (also called carrier testing)ntended to determine if an individual is at risk of
passing on a particular genetic mutation, such as a family member who is unaffectedidsufoatproducing
affected childrenNo coverage for preparental/carrier genetic testing intended to determine if a prospective
parent or parents have chromosomal abnormalities that are likely to be transmitted to a child of that
parent or parents; and

e Prenatal genetic testingntended to determine if a developing fetus is a risk for inheriting identifiable genetic
diseases or traitsxceptwhen those tests are performed in accordance withstatelated newborn screening or
tests using fluid or tissue spfas obtained through amniocentesis, chorionic villus sampling (CVS), fetoscopy
and alphafetoprotein (AFP) analysis in pregnant women.

Genetic testing and norcovered individuals: No coverage of genetic testing of plan participants if the testing is
performed primarily for the medical management of family members who are not covered under this Plan. Genetic
testing costs may be covered for a soowvered family member only if such testing would directly impact the
treatment of a covered individual. Stee Genetic Services row of the Schedule of Medical Benefits for a description

of the genetic services that are covered by the Plan.

Pl an Participants should use the Plands Precestngisfi cat
covered orexcluded.

Genetic Counseling Expenses for genetic counseliauge excluded in every case.

47. Hair Exclusions

a.

Expenses for hair removal or hair transplantation and other procedures to replace lost hair or to promote the growth of
hair for cosmetic purposes, for the use of Propecia, Rogaine, or Minoxidil or other Prescriptimesaiption drugs

or services usetb promote the growth of hair, remove hair or for hair replacement devices including, but not limited

to, wigs, toupees and/or hairpieces, except that the Plan will provide benefits for a single wig, toupee or hairpiece if it
is required to replace haiodt as a result of chemotherapy. See Corrective Appliances in the Schedule of Medical
Benefits.

48. Home Health Care Exclusions

a.

Expenses for any Home Health Care services other thattipartintermittent skilled nursing services and supplies,
except vhen the services of Home Health aides are payable as Home Health Care Services as described in the
Schedule of Medical Benefits.

Expenses under a Home Health Care program for services that are provided by someone who ordinarily lives in the
pat i emeobisa gament, spouse, sibling by birth or marriage, or child of the patient; or when the patient is not
under the continuing care of a Physician.

Expenses for a homemaker, Custodial Care, childcare, adult care or personal care attendant peseilgtdaas part

ofthePl anb6és Hospice coverage.

49. Maternity/Family Planning Exclusions

a.

b.
c.

Termination of Pregnancy: Expenses for elective induced abortion unless the attending physician certifies that the
health of the woman would be endangered if the fetus were carried to term or medical complications arise from an
abortion.Home Delivery: Expensesdr preplanned hora delivery. Services performed by a midwife who is not a
Certified Nurse Midwife.

Expenses fochildbirth education, Lamaze classes
Expenses related tyyostorage of umbilical cord blood or other tissue or organs.

50. Rehabilitation Therapies Exclusions(Inpatient or Outpatient)

a.
b.

Expenses for educational, job traig and/or vocational rehabilitation.

Expenses for massage therapy (except massage therapy when performed by a physical therapist or Chiropractor a
part of a medically necessary rehahiiibn program), rolfing and related services.

Expenses incurred at an inpatient rehabilitation facility for any inpatient Rehabilitation Therapy services provided to
an individual who is unconscious, comatose, or in the judgment of the Plan Administrigsodesignee, istherwise

incapable of participating in a purposeful manner with the therapy servicesincluding, but not limited to coma
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stimulation programs and services. Continued Hospitalization for the primary purpose of providing Passive
Rehablitation (as defined in this Plan) will not be considered to be Medically Necessary for the purposes of this Plan.
This plan does not provide payment for admission and confinement in an inpatient rehabilitation facility to provide
rehab services toerson who currently has a cognitive deficit (that is, the person is unable to learn and remember the
services being taught to them).

Expenses for Maintenance Rehabilitation as defined in the Definitions chapter of this document.

Expenses for speech therapy for functional purposes including, but not limited to, stuttering, stammering and
conditions of psychoneurotiarigin, except as provided under the Rehabilitation section of the Schedule of Medical
Benefits.

Expenses for treatme of delays in childhood speech development unless as a direct result of an injury, surgery or
result of a covered treatment.

51. Sexual/Erectile Dysfunction Services Exclusions

a.

Sex Change Counseling, Therapy and SurgeryExpenses for medical, surgical prescription drug treatment
related to transsexual/gender reassignment (sex change) procedures, or the preparation for such procedures, or an
complications resulting from such procedures.

53. Transplantation (Organ and Tissue) Exclusions

a.

Expensedor human organ and/or tissue transplants that are Experimental and/or Investigational, including, but not
limited to, donor screening, acquisition and selection, organ or tissue removal, transportation, transplantation, post
operative services and drugsraedicines, and all complications thereof, except those transplantation services noted
under the Transplantation Services section of the Schedule of Medical Benefits.

Expenses related to nonhuman (Xenografted) organ and/or tissue transplants/iexdaptsheart valves/skin grafts.
Expenses for insertion and maintenance of an artificial organ or related device, and all complications thereof, except
artificial heart, heart valves and kidney dialysis.

Expenses related to the donor of any orgatissue for transplantation, including but not limited to donor screening,
donor organ or tissue removal, donor procurement fees, donor organ or tissue transport charges, except when the
donor is donating to a person whose transplantation is covered higdBtan. Refer to the Transplantation section of

the Schedule of Medical Benefits.

54. Vision Care Exclusions

a.

C.

Expenses for surgical correction of refractive errors and refractive keratoplasty procedures including, but not limited
to, Radial KeratotomyRK) and Automated Lamellar Keratoplasty (ALK), Photorefractive Keratectomy (PRK),
corneal ring implants and Laser Assisted In Situ Keratomileusis (LASIK).

Expenses for diagnosis and treatment of refractive errors, including eye examinations, pfitthgsmd repair of
eyeglasses or lenses and associated supplies, except one pair of eyeglasses or contact lenses provided as a Prosthe
device following lens extraction surgery. See also the separate Vision Plan in another chapter of this document.

Vision therapy (orthoptics) and supplies.

55. Weight Management and Physical Fitness Exclusions

a.

Expenses for medical or surgical treatment of obesity, including, but not limited to, gastric restrictive procedures,
intestinal bypass and reversal proaexs, weight loss programs, dietary instructions, and any complications thereof,
exceptthat the Plan will cover bariatric (weight loss) surgery for adult participastsutlined in the Schedule of
Medical Benefits Note however that the Pladbes notpay for postweight loss skin reduction surgery/treatment.

See the Weight Management row in the Schedule of Medical Benefits for more information.

Expenses for medical or surgical treatment of severe underweight, including, but not limited to highareltot

high protein food supplements or other food or nutritioga@pplements, except in conjunction with Medically
Necessary treatment of anorexia, bulimia or acute starvation. Severe underweight means a weight more than 25
percent under normal bodywegg ht f or the patientédés age, sex, height
used by Physicians to determine normal body weight.

Expenses for memberships in or visits to health clubs, exercise programs, gymnasiums, and/or any other facility o
exercise equipment for physical fitness.
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IN-NETWORK AND NON -NETWORK SERVICES

You may select your medical doctor(s) or Behavioral Health Providers from one of the Network Providers oy gouaonan
out-of-network (NonNetwork) providerof your choice. The amount of benefits paid is determined by the provider chosen.
There are two networks available under this Plan:

e A network for plan participants who live in Arizona; and

e A network for plan participates who do not live in Arizona and instead livédeufgizona.

The two different networks are listed on the Quick Reference Chart in the front of this document.
IN-NETWORK SERVICES

In-Network Health Care Providers have agreemenitst h t he Pl ands Preferred Provider
provide health care services and supplies for a favorable negotiated fee for Plan participants. When a Plan Partitipant uses
services of an hNetwork Health Care Provider, exdewith respect to any applicable Deductible, the Plan Participant is
responsible for paying the applicable Coinsurance or Copay for Medically Necessary services or stppligeNetwork

Health Care Provider generaligals directly with the Plan for gadditional amount due.

Preferred Providers are PPO Providers (hospitals, physicians, behavioral health providers and other ancillary medical
vendors) that have agreed to a special reduction in fees to the network subscribers. Use of a prefegedviircasdlt in

the greatest discount to both you and the Plan. Preferred providers will accept payment from the plan as paymertt in full les
any applicable deductible, coinsurance or copay that is your respiysiibthe plan pays the rest.

Preferred providers are not to seek additional reimbursementrom you for the difference between their billed charges
and the contracted amount that is allowed by this Plan for covered services (the Allowed or Contract&tharge).

Blue Cross® Blue Shield® anasian independent licensee of the Blue Cross Blue Shield presaiéstio

network access only dads not provide administrative or claims paymerdrsgndessnot assume any final

risk or obligation with respect to claims. The Eithad dMesumed all liability for claims payment based

provisions and limitations stated in this plan ddtometwtork access is available from Blue Cross Blug
Plans outside of Arizona.

No provider network benefits are available froem@ioss Blue Shield of Arizona outside of Arizona

NON-NETWORK SERVICES

Non-Network HealthCare Providers (alscalled outof-network providers, No#PO) have no agreements with the PPO or the

Plan and are generally free to set their own charges foethieas or supplies they provide. The Plan will reimburse the Plan
Participant for the Allowed or Contracted Charge (as defined by this Plan) for any Medically Necessary covered services or
supplies, subject t o t heCopgaymats, dimitativesdandcExdusidnge sPlan Rawidipangsumusd n C €
submit proof of claim before anyish reimbursement will be made.

e |IMPORTANT NOTE: Non-Network Health Care Providers may bill you for any balance that may be duein
addition to the amount payable by the Plan

MEDICAL COVERAGE FOR OUT -OF-STATE MEMBERS

The Plan has contracted with a network listed in the Quick Reference Chart in the Introduction chapter of this document to
provide an oubf-state network for membergho live outside the state of Arizona. It is not for members who normally

reside in Arizona who are traveling outside the statef-or outof-state members who use a network provider, the Plan will
reimburse the Plan Participant at thengtwork benefit strcture for the plan selected. For a member that uses-aataork

provider, services will be processed as-ofuhetwork.

If the City of Mesa is your primary or only carrier , the provider needs to submit the claim to the address listed in the Quick
Refeence Chart in the Introduction chapter of this document.

If the City of Mesa is your secondary carrier,the provider needs to submit the claim to the primary carrier first. After the
primary insurance has processed the claim, send the itemized bill withthr i mary carri er6s Expl ana
of Mesa at the address listed in the Quick Reference Chart in the Introduction chapter of this document.
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EXCEPTIONS TO NORMAL PLAN REIMBURSEMENT FOR NON -NETWORK PROVIDERS
There are two exceptionstoh e Pl an 6 s pNetwarkeProviders:or No n

* Reason for NonPPO Provider Use What the Plan Pays
1. The patient had a medical emergency inside or outsic The innetwork benefit allowed according to the
the PPO service area. Schedule of Medical Benefits.
2. The patient had to use a RBIPO provider because the _ _ _
was no Preferred PPO provider who could perform th The innetwork benefit allowed according to the
required servicas determined by the Utilization Schedule of Medical Benedit
Management Company

If you are scheduled for a surgical procedure, please note that is your responsibility to ensure that ALL providers
involved (such as the surgeon, anesthesiologists, assistant syia@btise facility are imetwork providers.
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UTILIZATION MANAGEMENT (UM)

PURPOSE OF THE UTILIZATION MANAGEMENT (UM) PROGRAM

Your Plan is designed to provide you and your covered family members with financial protection from significant health care
expenses. The development of new medical technologpraxedures and the eviercreasing cost of providing health care
may make it difficult for the City to afford the cost of maintaining your Plan.

To enable your Ran to provide coverage in a casffective way, your Plan has adopted a Utilization Managémergram

designed to help control increasing health care costs by avoiding unnecessary services or services that are more costly tha
others that can achieve the same result. By doing this, the City is better able to afford to maintain the Plas Bedeits.

| f you follow the procedures of the Pl ands -d-pocketicastst i on
However,i f you dondt follow these procedures, your Pl an proc
paying more out of your own pocket.

The Planés Utilization Management Program consists of:
1. Precertification (Preservice)Review: Review of proposed health care servibefore the services are provided;

2. Concurrent (Continued Stay) Review: Ongoing assessment of thedith care as it is being provided, especially (but not
limited to) inpatient confinement in a Hospital or Specialized Health Care Facility;

3. Second and Third Opinions: Consultations and/or examinations designed to take a second, and, when requirdd, a thir
look at the need for certain Elective health care services;

4. Retrospective Review:Review of health care servicaffer they have been provided; and

Case ManagementA process whereby the patient, t he p&roviderspt 6s
and the City work together wunder the guidance of the P
a quality, timely and costffective treatment plan. Case Management services may be particularly helpful for patients
who requre complex, higkitechnology medical services and who may therefore benefit from professional assistance to
guide them through the maze of choices of health care services, providers and practices.

MANAGEMENT OF THE UTILIZATION MANAGEMENT PROGRAM

The P Utidizatidrs Management Program is administered by an independent professional Utilization Management
Company (hereafter referred to as the UM Company) operating under a contract with the Plan. Their name and phone numbe
is listed on the Quick ReferenGhart in the Introduction chapter of this document. (Certain classes of prescription drugs must
also be precertified. You or your doctor can do this by calling the Prescription Drug Program (whose phone number is listed
on the Quick Reference Chart in thent of this document).

The health care professionals in the UM Company focus their review on the necessity and appropriateness of Hospital stays
and the necessityappropriateness and ceadfectiveness of proposed medical or surgical services. liyiggriout its
responsibilities under the Plan, the UM Company has been given discretionary authority by the Plan Administrator to
determine if a course of care or treatment is Mediccally
and provisions of this Plan.

VERY IMPORTANT INFORMATION ABOUT RESTRICTIONS & LIMITATIONS OF THE UM PROGRAM

1. The fact that your Physician recommends Surgery, Hospitalization, confinement in a Specialized Health Care Facility, or
that your Physician or othéeie al t h Car e Provi der proposes ofr provi des
mean that the recommended services or supplies will be considered Medically Necessary for determining coverage under
the Medical Plan.

2. The Utilization Management Pragn is not intended to diagnose or treat medical conditions, validate eligibility for
coverage, or guarantee payment of Plan Benefits. The |
doesndt mean that a B &ligiilityfdr ang actwahgaypntient of Benegfits are sulnjectdoette: terms
and conditions of the Plan as described in this document. For example, Benefits would not be payable if your eligibility
for coverage ended before the services were rendered orséthiees were not covered by the Plan either in whole or in
part.

3. All treatment decisions rest with you and your Physician (or other Health Care Provider). You should follow whatever
course of treatment you and your Physician (or other Health Care erpbilieve to be the most appropriate, even if the
UM Company does not certify a proposed Surgery or other proposed medical treatment as Medically Necessary; or the
Plan will not pay regular Plan Benefits for a Hospitalization or confinement in a Spedi&lealth Care Facility because
the UM Company does not certify a proposed confinement;
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