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SUMMARY PLAN DESCRIPTION

Name of Plan:
Comfort Systems USA Health & Welfare Plan — Silver Plan
Name, Address and Phone Number of Employer/Plan Sponsor:

Comfort Systems USA, Inc.
9753 Katy Freeway Suite 700
Houston, TX 77024
713-830-9600

Employer Tdentification Number:
76-0526487

Plan Number:

501

Group Number:

CS

Type of Plan:

Welfare Benefit Plan:

Medical and Prescription benefits
Tyvpe of Administration:

Contract administration: The processing of claims for benefits under the terms of the Plan is provided through one or
more companies contracted by the employer and shall hereinatter be referred to as the claims administrator.

Name, Address and Phone Number of Plan Administrator, Named Fiduciary, and Agent for Service of Legal
Process:

Comfort Systems USA, Inc.
9753 Katy Freeway Suite 700
Houston, TX 77024
713-830-9600

Legal process may be served upon the plan administrator.
Eligibility Requirements:

For detailed information regarding a person's eligibility to participate in the Plan, refer to the following section:
Eligihility, Enrollment and Effective Date

For detailed information regarding a person being ineligible for benefits through reaching Essential Health
Benefit/non-Essential Health Benefit maximum benefit levels, termination of coverage or Plan exclusions, refer to
the following sections:

Schedule of Benefits

Termination of Coverage

Plan Exclusions
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Source of Plan Contributions:

Contributions for Plan expenses are obtained from the employer and from covered employees. The emplover evaluates
the costs of the Plan based on projected Plan expenses and determines the amount to be contributed by the employer
and the amount to be contributed by the covered employees. Contributions by the covered employees are deducted
from their pay on a pre-tax basis as authorized by the employee on the enrollment form {whether paper or ¢leetronic)
or other applicable forms.

Funding Method:

The employer pays Plan benefits and administration expenses directly from general assets. Contributions received
from covered persons are used to cover Plan costs and are expended immediately.

Ending Date of Plan Year:
December 3 1st

Standards Relating to Benefits for Mothers and Newborns (Newborns® and Mothers® Health Protection Act of
1996):

1t the Schedide of Benefits shows that you have coverage for pregnancy and newborn care, this Plan generally may
not, under Federal law, restrict benefits for any hospital length of stay in connection with childbirth for the mother or
newborn child to less than forty-eight (48) hours following a vaginal delivery, or less than ninety-six {96) hours
following a caesarean section. However, Federal law generally does not prohibit the mother’s or newborn's attending
provider, after consultation with the mother, from discharging the mother or her newborn earlier than forty-eight (48)
hours {or ninety-six {96) hours as applicable). In any case, this Plan may not, under Federal law, require that a provider
obtain authorization from the Plan for presctibing a length of stay not in excess of the above periods.

Preferved Provider Networks:
This Plan may contain a Preferred Provider Organization (PPO) network and pre-certification requirements. Refer

to the Plan for detailed information concerning pre-certification and Preferred Provider requirements. For a listing of
Preferved Providers, contact Quantum Health at www.quantum-health.com. Procedures for Filing Claims:

For detailed information on how to submit a claim for benetits, or how to file an appeal on a processed claim, refer to
the section entitled Claim Filing Procedure.

The designated claims administrator for claims is:

Blue Cross Blue Shield of Ilinois
300 E. Randolph St.
Chicago, Il 60601

Except as otherwise provided herein, the designated elaims administrator tor prescription drug claims and benefits is:

Caremark
211 Commerce Streat, Suite 800
Nashville, TN 37201
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Consumer Assistance Information:

Covered persons may seek consumer assistance information by contacting 1-833-346-1478 or
myCSUSAHealthPlan.com.

Statement of ERISA Rights:

Participants in the Plan arc entitled to certain rights and protections under the Employee Retirement [ncome Sceurity
Act of 1974 (ERISA). ERISA provides that all participants shall be entitled to:

L. Examine, without charge, at the plan edministrafor's office and at other specified locations, such as worksites
and union halls, all documents governing the Plan, including insurance contracts and collective bargaining
agreements and a copy of the latest anmual report (Form 5500 Series) filed by the Plan with the U.S.
Department of Labor, if applicable.

b

Qbtain, upon written request to the plan administrator, copies of documents governing the operation of the
Plan, including insurance contracts and collective bargaining agreements and copies of the latest annual report
{Form 5500 Series) and updated summary plan description, if applicable, The plan administrator may make
a reasonable charge for the copies.

i Receive asummary of the Plan's annual (inancial reporl. The plan administrator is required by law Lo [urnish
each parlicipant with a copy of this summary annual reporl, il applicable.

4. Continue health care coverage for the participant, the participant’s spouse or dependents if there is a loss of
coverage under the Plan as the result of a qualifving event. The participant or deperdent may have to pay for
such coverage. Review this summary plan description and the documents governing the Plan on the rules
governing COBRA continuation coverage rights.

In addition to creating rights for Plan participants, ERISA imposes obligations upon the people who are responsible
tor the operation of the Plan. Fiduciaries of the Plan, , have a duty to do so prudently and in the interest of all Plan
participants.

No one, including the employer, 2 union, or any other person, may tire an employee or discriminate against an employee
to prevent the employee trom obtaining any benefit under the Plan or exercising their rights under ERISA.

If claims for benefits under the Plan are denied, in whole or in part, the participant must receive a written explanation
of the reason for the denial. The participant has the right to have the Plan review and reconsider the claim.

Under ERISA, there are steps participants can take to enforce their rights. For instance, if material is requested from
the Plan and the material is not received within thirty (30) days, the participant may file suit in a federal court. In such
case, the court may require the plan administrator to provide the materials and pay the participant up to $110 a day
until the materials are received, unless the materials were not provided for reasons beyond the control of the plawn
administrator. If a claim tor benefits is denied or ignored in whole or in part and after exhaustion of all administrative
remedies, the participant may tile suit in a state or federal court.

It it should happen that Plen fiduciaries misuse the Plan’s money, or if participants are discriminated against for
asserting their rights, participants may seek assistance from the U.8. Department of Labor or may file suit in a federal
court. The court will decide who will pay the costs and legal fees. If the participant is successful, the court may order
the person who is sued to pay these costs and fees. If the participant loses, the court may order the participant to pay
the costs and fees; for example, if it finds the participant's claim frivolous.

Participants should contact the plan administrator for questions about the Plan. For questions about this statement or
about rights under ERISA, participants should contact the nearest office of the Employee Benefits Security
Administration, U.S. Department of Labor listed in their telephone directory or the Division of Technical Agsistance
and Tnquiries, Employee Benefits Sccurity Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W_,
Washington, D.C. 20210,
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COBRA Continuation Coverage General Notice
Introduction

You ate getting this notice because you reeently gained coverage under this group health Plar. This notice has
important information about your right to COBRA continuation coverage, which is a temporary extension of coverage
under the Plan. This notice explains COBRA continuation coverage, when it may become available to you and
your family, and what you need to do to protect your right to get it. When you become cligible for COBRA, you
may also beeome cligible for other coverage options that may cost less than COBRA continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to vou and other members
of your family when group health coverage would otherwise end. For more information about your rights and
obligations under this Plan and under federal law, you should contact the plan administrator,

You may have other options available to you when you lose group health coverage. For example, you may be
eligible to buy an individual plan through the Health Tnsurance Marketplace, By enrolling in coverage through the
Marketplace, you may qualify for lower costs on your monthly premiums and lower out-of-pocket costs. Additionally,
you may qualify for a 30-day special enrollment period for another group health plan for which vou are eligible {(such
as a spouse’s plan), even if that plan generally doesn’t accept late enrollees.

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life event.
This is also called a “qualifying event.” Specific gqualifying events are listed later in this notice. After a qualifying
event, COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.” You, your
spouse, and your dependent children could become qualitied beneficiaries if coverage under this Plan is lost because
of the qualifying event. Under this Plan, qualified beneficiaries who elect COBRA continuation coverage must pay
for COBRA continuation coverage.

It you're an employee, you’ll become a qualitied beneficiary it you lose your coverage under this Plan because of the
tollowing qualifying events:

. Your hours of employment are reduced, or
. Your employment ends for any reason other than your gross misconduct.

It vou're the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under this Plan
because of the following qualitying events:

. Your spouse dies;

. Your spouse’s hours of employment are reduced;

. Your spouse’s employment ends for any reason other than his or her gross misconduct;
. Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
. You become divorced or legally separated trom your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under this Plan because of the
following qualifying events:

. The parent-employee dies,

. The parent-employee’s hours of employment are reduced;

. The parent-employee’s conployment ends for any reason other than his or her gross misconduct;
. The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);

. The parents become divoreed or legally separated; or

. The child stops being eligible for coverage under this Plan as a “dependent child.”



BlueCross BlueShield
@ @ of Mlinois

When is COBRA continuation coverage available?

This Plan will offer COBRA continuation coverage to qualified beneficiaries only after the plan administrator has
been notified that a qualifying event has occurred. The employer must noafy the plan administrator of the following
qualifying events:

. The end of employment or reduction of hours of employment;
. Death of the employee; or
. The employee’s becoming entitled 1o Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divoree or legal separation of the employee and spouse or a dependent child’s losing
eligibility for coverage as a dependent child), you must notity the plan administrator within 60 days after the qualifying
event occurs. You must provide thig notice to the plan administrator (or its designee),

How is COBRA continuation coverage provided?

Once the plan administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will
be ollered lo each of the qualilied beneliciaries. Each qualilied beneliciary will have an independent right Lo elect
COBRA conlinuation coverags. Covered emplopees may elect COBRA conlinualion coverage on behall of their
spouses, and parents may elect COBRA conlinualion coverage on behall of their children.

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to
employment termination or reduction of hours of work. Certain qualifying events, or a second qualifying event during
the initial period of coverage, may permil a beneficiary to receive a maximum of 36 months of coverage.

There are also ways in which this 1¥-month period of COBRA continuation coverage can be extended:
Disability extension of 18-month period of COBRA continuation coverage

If you or anyone in your family covered under this Plan is determined by Social Security to be disabled and you notify
the plan administrator in a timely fashion, you and your entire family may be entitled to get up to an additional 11
months of COBRA continuation coverage, for a maximum of 29 months. The disability would have to have started at
some time before the 60th day of COBRA continuation coverage and must last at least until the end of the 18-month
period of COBRA continuation coverage. The disabled person {or his representative) must submit written proof of the
Social Security Administration's disability determination to the plan administrator {or its designee) within the initial
gighteen {18) month period of continuation coverage and no later than sixty {(60) days atter the latest of;

{i.) The date of the disability determination by the Social Security Administration;

{1L.) The date of the 18-Month Qualifying Event;

{i1L.) The date on which the person loses {or would lose) coverage under this Plar as a result of the 18-Month
Qualifying Event; or

{iv.) The date on which the person is furnished with a copy of this Plan Document and Summary Plan Description.

Second qualifying event extension of 18-month period of continuation coverage

It your family experiences another qualitying event during the 18 months of COBR A continuation coverage, the spouse
and dependent children in your family can get up to 18 additional months of COBRA continuation coverage, for a
maximum of 36 months, if this Plan is properly notified about the second qualifying event. This extension may be
available to the spouse and any dependent children getting COBRA continuation coverage if the emplopee or tormer
employee dics; becomes entitled to Medicare benefits (under Part A, Part B, or both); gets divorced or legally separated;
or if the dependent child stops being cligible under this Plan as a dependent child. This extension is only available if
the second qualitfying event would have caused the spouse or dependent child to lose coverage under this Plan had the
first qualifying event not occurred.
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Are there other coverage options besides COBRA Continuation Coverage?

Yes. Instead of enrelling in COBRA continuation coverage, there may be other coverage options for you and your
family through the Health Tnsurance Marketplace, Medicare, Medicaid, Children’s Health Tnsurance Program {CHIP)
or other group health plan coverage options {such as a spouse’s plan) through what is called a “special enrollment
period.” Some of these options may cost less than COBRA continuation ¢overage. You can learn more about many
of these options at www.healtheare.gov.

Can I enroll in Medicaie nstead of COBRA Continuation Coverage after my group health plan coverage ends?

In general, if you don’t enroll in Medicare Part A or B when you are first eligible because you are still employed, after
the Medicare initial enrollment period, you have an 8-month special enrollment period to sign up for Medicare Part A
or B, beginning on the earlier of

. The month after your employment ends; or
. The month atter group health plan coverage based on current employment ends,

It you den’t enroll in Medicare and elect COBRA continuation coverage instead, vou may have to pay a Part B late
enrollment penalty and you may have a gap in coverage if you decide you want Part B later. If you elect COBRA
continuation coverage and later enroll in Medicare Part A or B before the COBRA continuation coverage ends, this
plan may terminate your continuation coverage. However, if Medicare Part A or B is effective on or before the date
of the COBRA election, COBRA coverage may not be discontinued on account of Medicare entitlement, even if you
enroll in the other part of Medicare afier the date of the election of COBRA coverage.

It you are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally pay first {primary
payer), and COBRA continuation coverage will pay second. Certain plans may pay as if secondary to Medicare, even

it you are not enrolled in Medicare.

For more information visit hitps:// www.medicare. gov/medicare-and-vou.

If you have questions

Questions concerning this Plan, or your COBRA continuation coverage rights should be addressed to the contact, or
contacts identified below. For more information about your rights under the Employee Retirement Income Security
Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group health
plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits Security
Administration {EBSA) in your area or visit www.dol.gov/ebsa, (Addresses and phone numbers of Regional and
District EBSA Offices are available through EBSA’s website)) For more information about the Marketplace, visit
www.HealthCare.gov.

Keep your Plan informed of address changes

To protect your family’s rights, let the plan administrator (or its designee) know about any changes in the addresses
of family members. You should also keep a copy, for your records, of any notices you send to the plan administrator
(or its designee).

Plan contact information

PayFlex

Lauric Starman
844-729-3539
Lstarmani@pavilex.com

If there 13 a conflict between this document and the Comfort Systems USA Health and Welfare Plan & Summary Plan
Description, then the Comfort Systems USA Health and Welfare Plan & Summary Plan Description governs.
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MEDICAL SCHEDULE OF BENEFITS
SILVER PLAN

Benefit Period: January 1 — December 31

MEDICAL BENEFITS-5ILVER PLAN PREFERRED PROVIDER NOEEEE};EEI]: ED
Deductible per benefit period (medical and prescription drug deductibles)
Individual $1,700 $3,000
Family (non-embedded) $3.,400 $6,000

Deductible does not share between preferred and nonpreferred

Generally, each covered person must pay all of the costs from providers up to the deductible amount before the
Plan begins to pay.

Non-cmbedded family deductible: Any number of covered family members may help to satisfy the family
deductible before this Plar beging to pay for covered expenses that are subject to the deductible.

Out-of-Pocket Expense Limit per benelil period (includes deduclible, eoinsurance, and prescriplion drug cosl-
share)

Individual $7,000 $14.000

Family (embedded) $11,000 $22.000

Out-of-pocket expense limit does not share hetween preferred and nonpreterred

The out-of-pocket expense limit is the most the covered person could pay in a year for covered expenses.

The Plan will pay the designated percentage of covered expenses until the out-otf-pocket expense limits are reached;
at which time the Plan will pay 100% of the remainder of covered expenses for the rest of the benetfit period unless
stated otherwise,

Embedded family out-of-pocket expense limit: Any number of covered family members may help to satisfy the
family out-of-pocket expense limit, but no family member will incur more than the individual embedded out-of-
pocket expense limit.

The following charges do not apply to the out-of-pocket expense limit and are never paid at 100%:

* expenses not covered by the Plan
s expenses in excess of amounts covered by the Plan
s expenses in excess of customary and reasonable amount

¢ expenses incurred as a result of failure to obtain pre-certification

Standard coirsurance paid by the Plan 80% 60%
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MEDICAL BENEFITS-SILVER PLAN

PREFERRED PROVIDER

NONPREFERRED
PROVIDER

Acupuncture

Not Covered

Not Covered

Allergy Services

Allergy testing, injections and serum

R0% after deductible

60% after deductible

Ambulance

Land

Alr

R0% after deductible

R0% after deductible

preferved provider benefit
applics

preferved provider benefit
applies

Applied Behavior Analysis Therapy
(ABA)

0% after deductible

60% after deductible

Birthing Center

80% aliler deductible

60% aller deductible

Blood (Blood storage and transfusions)

80% after deductible

60% after deductible

Cardiac Rehabilitation (through Blue
Distinetion Fagility Only)

Facility 80% after deductible 60% after deductible
Physician 80% aliler deductible 60% aller deductible
Chemotherapy

Facility 80% aller deduclible 60% aller deduclible
Physician 80% after deductible 60% after deductible

Chiropractic Care
Office visits, spinal manipulation,
adjustments and x-rays

R0% after deductible

60% after deductible

Conrtraceptives

See Women's Preventive Services

Diagnostic Services — Major
(sueh as MRI, CT Scan, PET Scan)

R0% after deductible

60% after deductible

Diagnostic Services — Minor

Laboratory services (includes independent
labg)

X-ray services (includes freestanding
facilities)

R0% after deductible

80% after deductible

60% after deductible

60% after deductible

Dialysis Therapy or Treatment
Fucility

Physician

80% after deductible
830% after deductible

60% after deductible
60% after deductible

Durable Medical Equipment

80% after deductible

0% after deductible
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MEDICAL BENEFITS-SILVER PLAN

PREFERRED PROVIDER

NONPREFERRED
PROVIDER

Emergency Room Services
Emergency Medical Condition Care

Fucility
{Copay waived if admitted)

Physician

Non-Emergency Medical Condition Carc

Facility
{Copay waived if admitted)

Physician

$200 copay after deductible, then
80%

30% after deductible

$200 copay after deductible, then
80%

30% after deductible

preferved provider benefit
applies

preferved provider benefit
applies

S200 copay after deductible, then
60%

60% after deductible

Note: The full cost of emergency room services must be paid until
the deductible is met. At that point, the copay and
coinsurance will apply.

Hearing (Includes Cochlear Implants and
Bone Anchored Hearing Aids)

Routine Exam

Prescriplion Hearing Aids

80% after deductible
0% aller deducltible

Not Covered

80% aller deductible

Maximum: Limiled to one hearing aid per ear and $2,500
per covered person in any 36-month period. Cochlear Implanis and
Bone Anchored Hearing Aids are not subject to the hearing aid
maximuim.

Hinge Health

100% deductible waived

Home Health Care
Home health care visits
Home health care supplies & services

IV therapy

R0% after deductible
80% after deductible
80% after deductible

60% after deductible
60% after deductible
60% after deductible

Maximum: 40 visits per benefit period

Hospice Care
Inpatient

Outpatient

R0% after deductible
R0% after deductible

60% after deductible
60% after deductible

Hospital — Inpatient
Facility

Physician/Surgeon

R0% after deductible
80% after deductible

60%, after deductible
60% after deductible

Hospital — Outpatient & Ambulatory
Surgical Facility

Fuacility

Physician/Surgeon

80% after deductible
0% after deductible

60% after deductible
60% after deductible
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MEDICAL BENEFITS-SILVER PLAN

PREFERRED PROVIDER

NONPREFERRED
PROVIDER

Infertility Services
Diagnostic testing to determine infertility

Medications and treatments

R0% after deductible
R0% after deductible

Lifetime maximum: S25,000 per

this Plar for in-vitr

60% after deductible
60% after deductible

covered person while covered by
o fertilization only.

Infusion Therapy
Facility

Physician

0% after deductible
R0% after deductible

60% after deductible
60%, after deductible

Occupational Therapy

Facility

Physician

80% after deductible
80% aliler deductible

Maximum: 60 visits combined

60% atter deductible
60% aller deduclible
for physical therapy per benefit

period. The limit does not apply towards Autism Spectrum disorder.

Office Visit & Other Services
Office visit

Primary care physician (includes
outpatient visits for mental and
nervons disorders/ substance use

80% after deductible

60% after deductible

disorder)

Specialist R0% after deductible 60% atter deductible
Surgery R0% after deductible 60% atter deductible
Lab 80% after deductible 60% after deductible
X-ray 80% after deductible 60% after deductible
Other services 80% after deductible 60% after deductible
Orthotics {foot orthotics are excluded) 80% after deductible 60% after deductible

Physical Therapy
Facility

Physician

R0% after deductible
R0% after deductible

60% after deductible
60% after deductible

Maximum: 60 visits combined for occupational therapy per benefit
period. The limit does not apply towards Autism Specorum disorder.

Podiatry Services

R0% after deductible

60%, after deductible

10
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MEDICAL BENEFITS-SILVER PLAN

PREFERRED PROVIDER

NONPREFERRED
PROVIDER

Pregnancy
Initial pre-natal visit and urinalysis

Subsequent pre-natal visits/care and
breastfeeding services and supplies

{as required by the Affordable Carve Acr)
Post-natal care and other non-routine/mon-
preventive pregnancy related care.

Delivery

100% deductible waived
100% deductible waived

30% after deductible

R0% after deductible

60% after deductible
60% after deductible

60% after deductible

60% after deductible

Private Duty Nursing

Not Covered

Not Covered

Prostheses $0% after deductible 60% after deductible
Radiation Therapy

Facility 80% after deductible 60% after deductible
Physician 80% after deductible 60% after deductible

Respiratory Therapy

Facility 80% after deductible 60% atter deductible
Physician 80% aller deduclible 60% aller deduclible
Retail Clinic Visits 80% after deductible 60% after deductible

Routine Preventive Care/Wellness
Benefits

Includes all evidence-based supplies or
services that have in effect a rating of A or
B in the current recommendations of the
United States Preventive Services Task
Force (USPSTF). For additional
information visit:
htp:/www.uspreventiveservicestaskforce.
org

100% deductible waived

Not Covered

Routine Prostate Examinations

100% deductible waived

Not Covered

Second Surgical Opinion

80% after deductible

60% after deductible

Skilled Nursing Facility

R0% after deductible

Maximum: 60 day

60% after deductible

s per benefit period

Speech Therapy
Fucility

Physician

80% after deductible
830% after deductible

60% after deductible
60% after deductible

Temporomandibular Jeint Syndrome
{(TMJ) Treatment

Surgical treatment
Non-surgical treatment

Orthodontic services

80% after deductible
Not Covered

Not Covered

60% after deductible
Not Covered

Not Covered

11
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MEDICAL BENEFITS-SILVER PLAN

PREFERRED PROVIDER

NONPREFERRED
PROVIDER

Telemedicine Services
{sce Telemedicine Services (From
Teladoc) for benefits)

Primavy care physician (includes
outpatient visits for Mental and Nervous
Disorders and Chemical Dependency)

Specialist

R0% after deductible

30% after deductible

60% after deductible

60% after deductible

Transplants (Organ or Tissue) (through
Blue Distinction Facility Only)

Facility

Physician

0% after deductible
80% after deductible

60% after deductible
60% afier deductible

Maximum: Limited to §10,000 per parlicipant. Lodging cannol be
more than $50 per night per person traveling with the covered person
receiving the medical care.

Urgent Care Center
Visil

All other services

0% aller deducltible
80% after deductible

60% aller deductible
60% after deductible

Vision — Routine Services

(Routine vision sevvices reguived by the
Affordable Care Act shall be covered
under the Routine Preventive Care

benefit)

Not Covered

Not Covered

Weight Laoss Services
Surgical treatment

Non-surgical treatment and programs

Office consultation and diagnostic testing

Wondr Health

80% after deductible

Not covered under medical;
please see pharmacy benefit

R0% after deductible
100% deductible walved

Not Covered

Not Covered

60% after deductible

preferved provider beneflit
applies

Maximum: Limited 17 visits per benefit period

Wigs
(Required due to chemotherapy)

80% after deductible

60% after deductible

Women’s Preventive Services
As required by the Afforduble Cure Act

100% deductible waived

Not Covered

All Other Covered Expenses

R0% after deductible

60% after deductible

12
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Telemedicine Services (From Teladoc

Psychiatrist — subsequent
consults

Telemedicine Services — $10 copay
General Medical (24/7 Care) deduetible waived
Telemedicine Services — $10 copay
Psychiatrist — initial consult deductible waived
Telemedicine Services — $10 copay

deductible waived

Telemedicine Services —
Psychologist, licensed clinical
social worker, counsclor or
therapist consults

$10 copay
deduetible waived

Primary 360 Telemedicine
Services — Primary Care —
initial consult

$10 copay
deductible waived

Primary 360Telemedicine
Services — Primary Care —
annual check-up

$10 copay
deductible waived

Primary 360Telemedicine
Services — Primary Care —
Jollow-up

$10 copay
deduclible walved
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PRESCRIPTION DRUG PROGRAM
SCHEDULE OF BENEFITS
SILVER PLAN

Benefit Period: January 1 — December 31

PRESCRIPTION DRUG PROGRAM PARTICIPATING NONPARTICIPATING
BENEFITS-SILVER PLAN PHARMACY PHARMACY

Deductible per benefit period is combined with the Medical Preferred Provider deductible.

Participating Pharmacy Out-of-Pocket Expense Limit {per benefit period) is the same as and is combined
with the Medical Preferred Provider Qut-of-Pocket Expense Limit.

The Plan will pay the designated percentage of covered expenses and will apply the applicable coinsurance after
deductible until the out-of-pocket expense limits are reached, at which time the Plan will pay 100% of the remainder
of covered expenses for the rest of the benefit period unless stated otherwise.
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PRESCRIPTION DRUG PROGRAM PARTICIPATING NONPARTICIPATING
BENEFITS-SILVER PLAN PHARMACY PHARMACY
Retail Pharmacy (30-day supply)

Routine preventive drugs required by the 100% deductible waived Not Applicable

Affordable Care Act
Generic
Formulary Brand Name

Non-Formulary Brand Namg

20% after deductible
20% after deductible
20% after deductible

20% after deductible
20% after deductible
20% atter deduetible

Mail Order Pharmacy (50-day supply)

Routine preventive drugs required by the
Affordable Care Act

100% deductible waived

Not Covered

Generic 20% after deductible Not Covered
Formulary Brand Name 20% aller deduclible Nol Coversd
Non-Formulary Brand Name 20% aller deduclible Not Covered
Specialty Drugs (30-day supply) 20% afler deductible Not Covered
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PRESCRIPTION DRUG PROGRAM PARTICIPATING NONPARTICIPATING
BENEFITS-SILVER PLAN PHARMACY PHARMACY

If a nonparticipating pharmacy is used, the covered person will be responsible the difference in cost between the
participating pharmacy and nonparticipating pharmacy.

Effective 1/1/26, Comfort Systems has implemented the CVS Weight Management Program. This enhanced
program requires member enrollment to access anti-obesity medication henefits. It offers convenient access to d
dedicated Care Team — including Registered Dietitians and Providers — through one-on-one coaching and a digital
platform (Health Optimizer App). The program is designed to support weight loss and reduce obesity-related
comorbidities through personalized coaching. conmected devices, and medication optimization.

Enrollment is mandatory for members (o veceive the plan-designated cost shave for anii-obesity medications. To
enroll, members must download the Health Oplimizer App and complele the registralion process. For assistance
with app navigation or troubleshooting, refer to the CVS Weight Muanagement Work Insiruction (W) for Health
Optimizer contact mformaiion.

Effective 1/1/2026, Comfort Systems has implemented Prevention Targefing as part of the CVS Weight
Management Program. This initiative aims fo support members in achieving sustainable behavior changes through
personalized coaching, digital tools, and clinical support, with the goal of reducing reliance on anti-obesity
medication.

o Dictnutrition coaching along with elinician support is available for members who are not currently taking
anti-ohesity medications.

o FEligible cviteria for program participation inclides meeting one of the following:
s A BMI of 27 or greater with an obesity-related comorbid condition
o 4 BMT of 30 or greater with or without comorbid condition

o Obesity-related comorbid conditions may inchide but arve not limited to:
s Diabetes

Prediabetes

.

s [hypertension

Dyslipidemia

o Coronary artery disease (CAD)

Osteoarihritis

o QObstructive sleep apnea
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PREFERRED PROVIDER OR
NONPREFERRED PROVIDER

Covered persons have the choice of using ¢ither a preferred provider or a nonpreferred provider.
PREFERRED PROVIDER

A preferved provider is a physician, hospital or ancillary service provider which has an agreement in effect with the
Preferved Provider Organization (PPO) to accept a negotiated rate for services rendered to covered persons. Tn tum,
the PPO has an agreement with the plan administrator ov claims administrator 10 allow access to negotiated rates for
services rendered to covered persons. The PPO’s name and/or logo is shown on the front of the covered person’s T
card. The preferred provider cannot bill the covered person for any amount in excess of the negofiated rate for covered
expenses.  Covered persons should contact the employer's Human Resources Department, contact the claims
administrafor, or review the PPO’s website for a current listing of preferved providers.

NONPREFERRED PROVIDER

A nonpreferved provider does not have an agreement in effect with the Preferred Provider Orvganization. The Plan
will allow only the customary and reasonable amount as a covered expense. The Plan will pay its percentage of the
customary and reasonable amount tor the nonpreferred provider covered expenses. The covered person is
responsible for the remaining balance. This results in greater out-of-pocket expenses 1o the covered person.

L. 1L a nonpreferred provider has nol sauslied the Nolice and Consent Criteria described under number 6. below,
for certain items and services, covered expenses for such services rendered at a preferred provider facility
will be:

a. Paid in accordance with the preferved provider cost sharing:
b. Subject to the preferred provider out-of-pocket expense limit; and
€. Paid based on the lesser of the gualifying payment amount or the nonpreferved provider’s actual

charge; or when applicable:

i. In a State that has in effect an applicable specified State law, the amount determined in
accordance with such law; or

1. In a State that has an all-payer model agreement that applics to this Plan, the provider, and
the itern or service, the amount that the State approves under the all-payer model agreement
tor that item or service.

The covered person’s cost sharing will be calculated based on the recognized amount and nonpreferved
providers may not balance bill for amounts in excess of the covered person’s cost sharing. If the
out-of-network rate exceeds the recogmized amount, the difference will not be subject to the
deductible.

The following types of services provided in a preferred provider facility by a nonpreferred provider will be
covered as explained in this section, regardless of whether the noapreferred provider satisties the
Notice and Consent Criteria described in section 6. below:

d. Ancillary services, including:

1. Ttems and services related to emergency medicine, anesthesiology, pathology, radiology,
neonatology (whether provided by a physician or non-physician practitioner);
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ii. Ttems and services provided by assistant surgeons, hospitalists, and intensivists;
1ii. Diagnostic services including radiology and laboratory services; and
iv. Items and serviees provided by a nenpreferred provider if there is no preferred provider

who can furnish such item or service at such facility; and

Trems and services furnished as a result of unforeseen, urgent medical needs that arise at the time an
item or service is furnished.

Covered expenses for emergency services furished by a nonpreferred provider will be:

Paid in accordance with the preferred provider cost sharing,
Subjcet to the preferred provider out-of-pocket expense limit; and

Paid based on the lesser ol the gualifving payment amount or the nonpreferved provider’s aclual
charge; or when applicable:

1. In a State that has in effect an applicable specified State law, the amount determined in
accordance with such law; or

ii. In a State that has an all-payer model agreement that applies to this Plan, the provider, and
the iem or service, the amount that the Siate approves under the all-payer model agreement
lor thal flem or service.

The covered person’s cost sharing will be calculated based on the recognized amount and nonpreferved
providers may not balance bill for amounts in excess of the covered person’s cost sharing. If the out-of-
network rate exceeds the recognized amount, the difference will not be subject to the deductible.

Covered expenses for air ambulance services furnished by a nonpreferred provider will be;

a.

b.

Paid in accordance with the preferred provider cost sharing,
Subject to the preferred provider out-of-pocket expense limit; and

Paid based on the lesser of the qualifying payment amount or the nonpreferved provider’s aciual
charge; or when applicable:

1. In a State that has in effect an applicable specified State Taw, the amount determined in
accordance with such law; or

iL. In a State that has an all-payer model agreement that applies to this Plan, the provider, and
the item or service, the amount that the State approves under the all-payer model agreement
for that item or service.

The covered person’s cost shaving will be calculated based on the lesser of the qualifying payment amount
or the billed amount, and nronpreferred providers may not balance bill for amounts in excess of the covered
person’s cost sharing. Tt the out-of-network rate exceeds the lesser of the qualifping payment amount or the
billed amount, the difference will not be subject to the deductible,

Open Negotiation Period

a.

A nonpreferved provider may initiate an open negotiation period with this Plan regarding covered
expenses as described above. This open negotiation period must be initiated during the thirty (30)
business day period beginning on the day the nonpreferred provider receives an initial payment or a
notice of denial of payment for covered expenses as described above. To iniliate the open negotiation
period, the ronpreferred provider must send notice, consistent with applicable regulations, to this
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Plan on a standard form developed by Federal regulators, consistent with applicable regulations, to
this Plan on a standard form developed by Federal regulators.

The day on which the open negotiation notice is sent by the nonpreferved provider is the date the
thirty (30) business day open negotiation period begins. Any additional payment amount agreed
upon during the open negotiation period must be made by this Plan within thirty {30) days of such
agreement and will not be subject to additional cost sharing.

5. Independent Dispute Resolution

a.

In the case of failed negotiations, the nonpreferred provider or this Plan may initiate the Federal
independent dispute resolution (TDR) process established under the No Swrprises Act. The TDR
process must be initiated, consistent with applicable Federal regulations, within four {4) business
days beginning on the thirty-first (31) business day after the start of the open negotiation period.

Within thirty {30) days after the date a cerfified IDR enfity is selected, such entity must select a
payment amount and notify this Plan and the nonpreferred provider of the determination. In the
absence of a fraudulent claim or evidence of intentional misrepresentation of material facts presented
to the certified IDR entity, the decision by such entity is binding on all involved parties,

Any additlional payment amount due [rom this Plan resulling [rom the decision of the certified IDR
entity:

i. Will not be subject to additional cost sharing:
ii. Must be paid within thirty (30) days of such determination; and

1L Will resull in this Plen being responsible [or payment ol all [ees properly charged by the
certified IDR entity.

If the certified IDR entity determines that no additional payment is due to the nenpreferred provider
by this Plan, such provider will be responsible for payment of the certified IDR entity fee. This Plan
and the nonpreferred provider will each be responsible for the Federal IDR administrative fee.

The noapreferred provider and this Plan may agree on a payment amount for an item or service
during the independent dispute resolution process but before the date on which the cerfified IDR
entity makes a final payment determination. Such amount will be treated as the ont-of-network rate
and to the extent this amount exceeds the initial payment amount and any cost sharing amount, the
Plan must pay the additional amount to the nonpreferred provider within thirty (30) business days
trom the date the agreement is reached. This Plan will be responsible for payment of halt of all fees
charged by the certified IDR enfity, unless this Plan and the nonpreferved provider otherwise agree
1n writing.

6. Notice and Consent Criteria

a.

In order to satisty the Notice and Consent Criteria, a nonpreferred provider must provide the covered
person with a written notice in paper or electronic form, as selected by the covered person, that is
physically separate from other documents and contains the following information:

i Notification that the health care provider is a nenpreferred provider,
1. Natification of the good faith estimate amount that the nenpreferred provider may charge
for the items and services, including a notification that the provision of such estimate does

not constitute a contract with respect to the estimated charges:

1ii. Tn the case where a nonpreferved provider would be turnishing items or services at a
preferved provider facility, a list of any preferved providers at such facility who are able to
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furnish the items or services and notification that the covered person may be referred, at
their option, to such a preferred provider;

iv. Information about whether pre-certification or other care management limitations may be
required in advance of receiving the items or services.

b. The above information must be provided to a covered person:

I No later than seventy-two (72) hours prior to the date on which the covered person 1s
furnished the items or services, when the appointment is scheduled at least seventy-two (72)
hours prior; or

ii. On the date the appointment is scheduled, in the case where the appointment is scheduled
within seventy-two (72) hours prior to the appointment. When the covered person is
provided with the notice and consent on the same date that the items or services are to be
furnished, the notice must be provided no later than three (3) hours prior to furnishing the
itemns or services to which the notice and consent requirements apply.

<. The nonpreferred provider must oblain consenl [rom the eovered person lo be lrealed by lhe
nonpreferred provider and musi provide a signed copy ol such consenl Lo the covered person (hrough
mail or email as selecled by Lhe covered person and provide a copy 10 the claims administrator.

7. Continuity of Care

In certain situations, if a parficipating provider becomes a nonparticipating provider, and the covered person
is 8 continning care patient, this Plan will provide the covered person with notice and an opportunity to elect
continuing care from such provider. This election will allow the covered person to continue to receive benefits
under this Plan in accordance with the preferred provider cost sharing, beginning on the date of the notice
and continuing for a period ending of the earlier of:

a Ninety {90) days from the date of the notice; or
b. The date on which the covered person is no longer a continuing care patient with respect to such
provider.

REFERRALS

Referrals to a nonpreferred provider are covered as nonpreferved provider services, supplies and treatments. Tt is the
responsibility of the covered person to assure services to be rendered are performed by preferred providers in order to
receive the preferred provider level of benefits unless described otherwise under the Noanpreferred Provider subsection
above.

EXCEPTIONS

The tollowing listing of exceptions represents services, supplies or treatments rendered by a monpreferred provider
where covered expenses shall be payable at the preferred provider level of benefits:

L. Medically necessary specialty services, supplies or treatments which are not available from a provider within
the Preferved Provider Organization.

2. When a covered dependent resides outside the service area of the Preferred Provider Organization.
3 Treatment rendered at a_facilify of the uniformed services.
4. Transportation by a nenpreferred provider ambulance for a condition that meets the definicion of emergency

medical condition.
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5. Lactation counseling providers.
6. Diagnostic laboratory and surgical pathology tests referred to a menpreferred provider by a preferred
provider.

CLAIMS ADMINISTRATOR’S SEPARATE FINANCIAL
ARRANGEMENTS WITH PROVIDERS AND OTHER ENTITIES

The claims administrator has contracts with certain Providers and other entities {** Administrator Providers™ ) in its
service area to provide for health care services to all covered persons entitled to health care benefits under this Plan to
which the claims administrator is a party, including all persons covered under the Plgr, Under certain cirgumstanecs
described 1n its contracts with Administrator Providers, the claims administrafor may:

L. Receive substantial payments from Administrator Providers with respect to services rendered to covered
persons for which the claims administrator was obligated to pay the Administrator Provider, or

2. Pay Adminisirator Providers substantially less than their claim charges [or services, by discounl or otherwise,
or
3. Receive from Administrator Providers other substantial allowances under the elaims administrator’s contracts

with them.

In the case of kespitals and other facilities, or other providers, the calculation of any out-of-pocket maximums or any
maximum amounts of benefits payable by the elaims administrator as described in this Plan and the calculation of all
required deductible and coirsurance amounts as described in this Plan shall be based on the negofiated rate; or, it
applicable, the provider’s claim charge for covered services rendered to a covered person, reduced by the average
discount percentage (“ADP”) applicable to a covered person’s claim or claims. The emploper has been advised that
the claims administrator may receive such payments, discounts and/or other allowances during the term of the
agreement between the employer and the elaims administrator. Neither the employer nor the covered person is entitled
to receive any portion of any such payments, discounts and/or other allowances in excess of the ADP.

To help understand how the claims administrator’s separate financial arrangements with providers work, please
consider the following example:

a. Assume a covered persen goes into the hospital for one night and the normal, full amount the hospirtal bills
tfor covered services is S1,000. How is the $1,000 bill paid?

b. The covered person will have to pay the deductible and ceinsarance amounts set out in this Plaa.

c. However, for purposes of calculating deductible and coinsurance amounts, and whether any out-of-pocket or
benefit maximums have been reached, the hospital’s negotiated rafe would be reduced by the ADP applicable
to the claim. Tn this example, if the applicable ADP were 30%, the $1,000 hospital bill would be reduced by
30% to S700 for purposcs of calculating the deductible and eoinsurance amounts, and whether any out-of-
pocket or benefit maximums have been reached.

d. Assuming the deductible has already been satisfied, the coinsurance portion of the S1,000 hospital bill after
it has been reduced by the ADP will need to be paid. In this example, if the eoinsuranee obligation is 20%,
the covered person will have to pay 20% of §700, or $140. The 20% coinsurance is based on the full $1,000
hespital bill, after it is reduced by the applicable ADP.

e After taking into account the deductible and coinsurance amounts, the Plan will satisty its portion of the
hospital bill. In most cases, the claims administrator has a contract with hespitals that allows the Plan to pay
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less, and requires the hospital to accept less, than the amount of money the Plan would be required to pay if
the claims administrator did not have a contract with the hospital.

Tn the above example, since the full Aospital bill is $1,000, the deductible has already been satisfied, and the
coinsurance is $140, then the Plan has to satisty the rest of the hospital bill, or $860. Assuming the claims
administrafor has a contract with the hespital, the Plan will usually be able to satisfy the $860 bill that remains after
coinsurance and deductible, by paying less than $860 to the hospitel, often substantially less than $860.

CLAIMS ADMINISTRATOR’S SEPARATE FINANCIAL
ARRANGEMENTS WITH SUBSIDIARIES AND OTHER
SUBCONTRACTORS

The elaims administrator has an ownership interest in several wholly or partially owned subsidiaries or affiliates,
including Luminare Health Benefits, Inc., and informs that it has contracts, either directly or indirectly with such
subsidiaries, alliliales, or olher subcontraclors, as applicable, 1o provide, on the clainms administrator’s behall, third
party administration or other services to all persons entitled to benefits under certain contracts, including all persons
covered under this Plan. The claims administrator, 113 subsidiaries, alliliales, and/or subconlraclors may also have
ownership interests in certain providers who provide covered services to covered persons, and/or in vendors or other
third parlies who provide services or provide services Lo cerlain providers. The services and amounts received by the
claims administrator, its subsidiaries, atfiliates, or other subcontractors under these separate financial arrangements
may be revised [rom lime Lo lime. Amounis received by the claims adminisirator or other enlily may be ncluded within
a claim charge, administrative charge, or charged separately. Neither the employer nor the covered person are entitled
o any amounts payable to the claims administrator, its subsidiaries, affiliates, or other subcontractors under these
separate finaneial arrangements,

INTER-PLAN ARRANGEMENTS

OUT-OF-AREA SERVICES

Overview

The claims administrator has a variety of relationships with other Blue Cross and/or Blue Shield Licensees. Generally,
these relationships are called “Inter-Plan Arrangements.” These Inter-Plan Arrangements work based on rules and
procedures issued by the Blue Cross Blue Shield Association {“Association™). Whenever a covered person accesses
healthcare services outside the geographic area the claims administrator serves, the claim for those services may be
proceased through one of these Inter-Plan Arrangements. The Inter-Plan Arrangements are described below.

When a covered person receives care outside of the claims administrator’s service area, they will receive it from one
of two kinds of providers. Most providers (“participating providers™) contract with the local Blue Cross and/or Blue
Shield Licensee in that geographic area (“Host Blue™). Some providers (“nonparticipating providers”) do not contract
with the Host Blue. The claims administrator explains below how the cluims administrator pays both kinds of
providers.

Inter-Plan Arrangements Eligibility — Claim Types

All claim types are eligible to be processed through Inter-Plan Arrangements, as described above, except for all dental
care benefits (unless paid as medical claims/benefits), and those prescription drug benefits or vision care benefits that
may be administered by a third party contracted by the claims administrator to provide the specific service or services.

A. BlueCard® Program
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Under the BlueCard®™ Program, when a covered person receives covered services within the geographic area served by
a Host Blug, the claims administrator will remain responsible tor doing what we agreed to in the contract, However,
the Host Blue 1s responsible for contracting with and generally handling all interactions with its participating providers.

For inpatient facility scrvices reecived in a hespital, the Host Bluc's participating provider is required to obtain pre-
certification. Tf pre-certification is not obtained, the participating provider will be sanctioned based on the Host Blue's
contractual agreement with the provider, and the covered person will be held harmless for the provider sanction.

Whencever a covered person reccives covered services outside the claims administrator’s scrvice arca and the claim is
processed through the BlueCard Program, the amount a covered person pays for covered services is caleulated based
on the lower of:

I. The billed charges for covered services, or
2. The negotiated price that the Host Blue makes available to the claims administrator.
To help understand how this caleulation would work, please consider the [ollowing example:

a. Suppose covered services are received tor an illness while a covered persor is on vacation outside of state,
The covered persen shows their identification card to the provider to let him or her know the covered person
is covered by a plan administered by the claims administrator.

b. The provider has negotiated with the Host Blue a price of $80, even though the provider’s standard charge for
this service is $100. In this example, the provider bills the Host Blue $100.

€. The Host Blue, in turn, forwards the claim to the claims administrator and indicates that the negotiated price
for the covered service is $80. The claims administrator would then base the amount the covered persen must
pay lor (he service - the amounl applied Lo the deduclible, iCany, and the eoinsurance percentage - on the $80
negotiated price, not the $100 billed charge.

d. So, for example, if the coinsurance is 20%, the covered person would pay $16 (20% of $80), not $20 (20%
of $100). The covered person is not responsible for amounts over the negotiated price for a covered service,

PLEASE NOTE: The coirsurance percentage in the above example is for illustration purposes only. The example
assumes that the deductible has been met and that there are no copays associated with the service rendered. The
deductible(s), coinsurance and copays are specified in this Plen document.

Often, this “negotiated price” will be a simple discount that reflects an actual price that the Host Blue pays to the
healtheare provider, Sometimes, it is an estimated price that takes into account special arrangements with the healthcare
provider or provider group that may include types of settlements, incentive payments, and/or other credits or charges.
Qccasionally, it may be an average price, based on a discount that results in expected average savings for similar types
of healthcare providers after taking into account the same types of transactions as with an estimated price.

Estimated pricing and average pricing, also take into account adjustments to correct tfor over - or underestimation of
moditications of past pricing of claims, as noted above. However, such adjustments will not affect the price the claims
administrator has used for a claim because they will not be applied after a ¢laim has already been paid.

B. Negotiated (non-BlueCard Program) Arrangements

With respect to one or more Host Blues, instead of using the BlueCard Program, the claims administrator may process
claims for covered services through Negotiated Arrangements for National Accounts.
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The amount a covered person pays for covered services under this arrangenient will be calculated based on the lower
of cither billed charges or negotiated price (refer to the deseription of negotiated price under subscetion A. BlueCard®
Program above) made available to the claims administrator by the Host Blue.

If reference-based benefits, which are service-specifie benefit dollar limits for speeifie procedures, based on a Host
Blue’s local market rates, are made available , the covered person will be responsible for the amount that the healthcare
provider bills above the specific reference benefit limit for the given procedure. For a participating provider, that
amount will be the difference between the negotiated price and the reference benefit limit. For a nonparticipating
provider, that amount will be the difference between the provider’s billed charge and the reference benefit Limit. Where
a reference benefit limit is greater than either a negotiated price or a provider’s billed charge, the covered person will
incur no liability, other than any related patient cost sharing under this agreement.

C. Special Cases: Value-Based Programs
BlueCard® Program

If the covered person receives covered services under a Value-Based Program inside a Host Blue's service area, the
covered person will not be responsible for paying any of the provider incentives, risk-sharing, and/or Care Coordinator
Fees that are a part of such an airangement, except when a Host Blue passes these fees to the elaims administrator
through average pricing or fee schedule adjustments,

Value-Based Programs: Negotiated (non—BlueCard Program) Arrangenments

If the claims administrator has entered into a negotiated arrangement with a Host Blue to provide Value-Based
Programs lo the employer on lhe covered person’s behall, the claims administrator will [ollow lhe same procedures
for Value-Based Programs administration and Care Coordinator Fees as noted above for the BlueCard Program.

D. Inter-Plan Programs: Federal/State Taxes/Surcharges/Fees

Federal or state laws or regulations may require a surcharge, tax or other fee that applies to self-funded accounts. If
applicable, the claims administrator will include any such surcharge, tax or other fee as part of the claim charge passed
on to the covered person.

E. Nonpreferred Providers Qutside The Claims Administrator’s Service Area
L. Covered Person Liability Calculation

When covered services are provided outside of the claims administrator’s service arca by nonpreferred
providers, the amount(s) the covered person pays for such services will be calculated using the methodology
described in this Plan for renpreferred providers located inside our service area. The covered person may be
responsible for the difference between the amount that the nonpreferred provider bills and the payment the
cluims administrator will make for the covered services as set forth in this paragraph.

2. Exceptions

Tn certain situations, the claims administrator may use other payment methods, such as billed covered charges,
the payment we would make if the healtheare services had been obtained within our service area, or a special
negotiated pavment to determine the amount the elaims administrator will pay for services provided by
nonpreferred providers. Tn these situations, the covered person may be liable for the difference between the
amount that the nenpreferred provider bills and the payment the elaims administrator will make for the
covered services as set forth in this paragraph.

F. Blue Cross Blue Shield Global Core
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If the covered person is outside the United States, the Commonwealth of Puerto Rico, and the U.8. Virgin Islands
{hercinafter “BlueCard scrvice area™), they may be able to take advantage of Blue Cross Blue Shicld Global Core when
accessing covered services. Blue Cross Blue Shield Global Core is unlike the BlueCard Program available in the
BlueCard service arca in certain ways. For instance, although Blue Cross Blue Shicld Global Core assists with accessing
anetwork of inpatient, outpatient and professional providers, the network is not served by a Host Blue. As such, when
the covered person reccives carc from providers outside the BlucCard service arca, they will typically have to pay the
providers and submit the claims to obtain reimbursement for these services.

If a covered person needs medical assistance services {including locating a doctor or hospital) outside the BlueCard
service area, they should call the service center at 1-800-8 10-BLUE (2583) or call collect at 1-804-673-1177, 24 hours
a day, seven days a week. An assistance coordinator, working with a medical professional, can arrange a physician
appointment or hospitalization, if nccessary.

I Inpatient Services

In most cases, i the covered person conlacls the service cenler {or assislance, hospitals will nol require the
covered person to pay for covered inpafient services, except for the cost sharing amounts/deductibles,
coinsurance, cle. In such cases, the hospital will submil the claims o the service cenler (o begin claims
processing. However, if the covered person paid in full at the time of service, they must submit a claim to
receilve reimbwsement for covered services. The covered person must conlact the claims administrator 1o
obtain pre-certification for non-emergency inpatient services.

2. QOutpatient Services
Quipatient services are available for emergency services, physicians, urgent cave centers and other
outpatient providers located ourside the BlueCard service area will typically require the covered person to
pay in full at the time of service. The covered person must submit a claim to obtain reimbursement for covered
services.

3. Submitting a Blue Cross Blue Shield Global Core Claim

When a covered person pays for covered services outside the BlueCard service area, they must submit a claim
to obtain reimbursement, For institutional and professional claims, a Blue Cross Blue Shield Global Core
International claim form should be completed and sent with the provider’s itemized bill(s) to the service center
{the address 1s on the form) to initiate claims processing. Following the instructions on the claim form will
help ensure timely processing of claims. The claim form is available from the claims administrator, the service
center or online at www.bcbsglobalcore.com. It assistance is needed with the claim submission, call the
service center at 1-800-810-BLUE (2583) or call collect at 1-804-673-1177, 24 hours a day, seven days a
week.

THE COVERED PERSON'S PROVIDER RELATIONSHIPS

I. The choice of 4 provider is solely the covered person’s choice and the claims administrator will not intertere
with the covered person’s rclationship with any provider.

2. The elaims administrator docs not itself undertake to furnish health care services, but solely to make payments
to providers for the covered services received by a covered person. The claims administrafor is not in any
event liable for any act or omission of any provider or the agent or employee of such provider, including, but
not limited to, the failure or refusal to render services to a covered person. Professional services which can
only be legally performed by a provider arc not provided by the claims administrator. Any contractual
relationship between a physician and an Administrator Provider shall not be construed to mean that the clainis
administrator is providing professional service.
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i The use of an adjective such as participating, administrator or approved in modifying a previder shall in no
way be construcd as a recommendation, referral or any other statement as to the ability or quality of such
provider. Tn addition, the omission, non-use or non-designation of participating, administrator, approved or
any similar modifier or the use of a term such a3 non-administrator or non-participating should not be
construed as carrying any stalement or inference, negative or positive, as to the skill or quality of such
provider,

4, Each provider provides covered services only to the covered person and does not deal with or provide any
services to the employer (other than as an individual covered person) or the employer’s ERISA health benefit
program.

BLUE DISTINCTION OR BLUE DISTINCTION PLUS CENTERS OF
TREATMENT (BDCT)

Blue Distinction is a designation awarded by Blue Cross Blue Shield companies to health care facilifies that have
demonstrated expertise in delivering quality health care, At the core of the program are Blue Distinction and Blue
Distinction Plus Centers for Spegialty Care. Blue Distinction and Blue Distinction Plus Centers are recognized for
providing distinguished care in the following transplant or benefit specialty areas of;

*  Bariatric Surgery

s  (Cardiac Care

+  Hip and Knee Replacemenl surgery

¢ Spinal Surgery

¢« Transplants
The goal of Blue Distinction is to help you find specialty care while enabling and encouraging health care preoviders to
improve the overall quality and cost of care nationwide. Although this Plan may require that treatment he received at

a Blue Distinction or Blue Distinction Plus Center to get the highest level of benefits, a covered person may still be
covered at a non-Blue Distinction Center, but the out-of-pocket costs will usually be higher.
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MEDICAL EXPENSE BENEFIT

This section describes the covered expenses of the Plan. All covered expenses arc subject to applicable Plan provisions
including, but not limited to deductible and coinsurance and Essential Health Benefits/non-Essential Health Benefits
maximum benefit provisions as shown on the Schedule of Benefiis, unless otherwise indicated. Any porton of an
expense incurred by the covered person for services, supplies or wreatment that is greater than the customary and
reasonable amount for nonpreferved providers, except as described in the Nonpreferved Provider subsection, under
the Preferred Provider or Nonpreferved Provider section, or negotiated rate for preferred providers will not be
considered a covered expense by the Plan.  Specified preventive care expenses will be considered to be covered
EeXpenses.

DEDUCTIBLES

The deductible is the dollar amount of covered expenses which each covered person or family must have incurred
during each calendar year belore the Plan pays applicable benefits. The deductible amount is shown on the Schedule
of Benefits. 1 the out-of-network rate exceeds the recognized amount {or (he lesser ol the billed charges or the
gualifying payment amount (or purposes ol nonpreferved provider air ambulance services), the diflerence will nol be
subject (o the deduclible.

COINSURANCE

The Plan pays a specilied percenlage ol covered expenses al lhe eustomary and reasonable amount [or nonpreferved
providers excepl as described in the Nonpreferred Provider subsection, under (he Preferred Provider or Nonpreferred
Provider section, or the percentage of the negotiated rate for preferved providers. That percentage is specified on the
Schedule of Benefits. For nonpreferred providers, the covered person may be responsible for the difference between
the percentage the Plan paid and one hundred percent (100%) of the billed amount. See the Nonpreferred Provider
subsection for more details. The covered person’s portion of the coinsurance is applied to the out-of-pocket expense
limit.

OUT-OF-POCKET EXPENSE LIMIT

After the covered person has incurred an amount equal to the out-of-pocket expense limit listed on the Schedule of
Benefits tor covered expenses, the Plan will begin to pay one hundred percent {100%) ot covered expenses tor the
remainder of the calendar year,

Out-of-Pocket Expense Limit Exclusions

The following items do not apply toward satisfaction of the calendar year out-of-pocket expense limit and will not be
payable at one hundred percent (100%4), even if the out-of-pocket expense limit has been satisfied:

l. Expenses for services, supplies and treatments not covered by the Plan, including charges in excess of the
customary and reasonable amounnt or negotiated rate, as applicable.

2. Expenses incurred as a result of failure to obtain pre-certification.

MAXIMUM BENEFIT

The maximum benefit for all non-Essential Health Benefits payable on behalt of a epvered person is shown on the
Schedule of Benefits. The non-Essential Health Benefits maximum benefit applies to the entire time the covered
person i3 covered under the Plan, either as an employee, dependent, alternate recipient or under COBRA. If the
covered person's coverage under the Plan terminates and at a later date, he again becomes covered under the Plan, the
non-Essentinl Health Benefits maximum benefit will include all benefits paid by the Plan for the covered person
during any period of coverage.

27



BlueCross BlueShield
@ @ of Mlinois

The Schedile of Benefits may contain separate meximum benefit limitations for specified conditions and/or services.
Any scparate maximum benefit will include all such benefits paid by the Plan for the covered persen during any and
all periods of coverage under the Plan. No more than the Essential Health Benefits/non-Essential Health Benefits
maximum benefit will be paid for any covered person while covered by the Plan.

Notwithstanding any provision of the Plan to the contrary, all benefits reecived by an individual under any bencfit
option, package or coverage under the Plan shall be applied toward the applicable maximum benefit paid by the Plan
for any oue eovered person Tor such option, package or coverage under the Plan, and also toward the maximum benefit
under any other options, packages or coverages under the Plgn in which the individual may participate in the future.

HOSPITAL/AMBULATORY SURGICAL FACILITY

Covered expenses shall include:

l.

Room and boeard for treatment in a hospitel, including infensive care units, cardiac care unirs and similar
medically necessary accommodations.  Covered expenses for room and beard shall be limited to the
Rrospital’s semiprivate rate. Covered expenses tor intensive care or cardiac care units shall be the custemary
and reasonable amount for nonpreferred providers except as described in the Nonpreferred Provider
subsection, under the Preferred Provider or Nonpreferved Provider section, and the percentage of the
negotiated rate lor preferred providers. A [ull privale room rale is covered il the privale room is necessary
for isolalion purpeses and is nol for the convenience ol the covered person.

Miscellaneous haspital services, supplies, and lrealments including, bul not limiled to:

a. Admission fees, and other fees assessed by the hospital for rendering services, supplies and
reatments;

b. Use of operating, treatiment or delivery rooms;

. Anesthesia, anesihesia supplies and its admuinistration by an employee ol the hospital;

d. Medical and surgical dressings and supplies, casts and splints;

e Blood transfusions, including the cost of whole blood, the administration of blood, blood processing

and blood derivatives {to the extent blood or blood derivatives are not donated or otherwise replaced);

f. Drugs and medicines (except drugs not used or consumed in the hospital);
£ X-ray and diagnostic laboratory procedures and services;

h. Oxygen and other gas therapy and the administration thereof’

1. Therapy services.

Services, supplies and treatments described above furnished by an ambulatory surgical facility, including
tollow-up care provided within seventy-two {72) hours of a procedure.

Charges for pre-admission testing (X-rays and lab tests) performed within seven (7) days prior to a hospital
admission which are related to the condition which is necessitating the confinentent. Such tests shall be
payable even if they result in additional medical treatment prior to confinement or it they show that hospital
confinement is not medically necessary. Such tests shall not be payable it the same tests are performed again
after the covered person has been admitted.
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AMBULANCE SERVICES

Covered expenses shall include:

l. Ambulance services for air or ground transportation for the cavered person from the place of injury or serious
medical incident to the nearest sospital where treatment can be given.

2. Ambulanee serviee is covered in a non-ermergency situation only to transport the covered person to or from a
hospital or between heospitals for required treatment when such transportation is certified by the attending
physician as medically necessary. Such transportation is covered only from the initial hespital to the nearest
hospital qualificd to render the special treatment.

3 Emergency services actually provided by an advance life support unit, even though the unit does not provide

transportation.

If the covered person is admitied to a nonpreferved hospital after weatment for an emergency medical condition,
ambulance service is covered to wansport the covered person from the nonpreferred hospital to a preferved hospital
after the patient’s condition has been stabilized, provided such transport is certified by the attending physician as
medically necessaiy.

EMERGENCY SERVICES/EMERGENCY ROOM SERVICES

Covered expenses for emergency services in the emergency department of a hospital shall be paid in accordance with
the Schedule of Benefits. Emergency services by a nonpreferved provider shall be paid as specified in the section,
Preferred Provider or Nonpreferred Provider, under the subsection, Nonpreferred Provider.

Emergency room lrealmenl [or conditions that do nol meel the definition of emergency medical condition shall be
considered non-emergency use of the emergency room and will be subject to the terms as shown on the Schedule of
Benefits.

URGENT CARE CENTER

Covered expenses shall include charges for treatment in an urgent care center, payable as specified on the Schedule of
Benefits.

TELEMEDICINE SERVICES

Covered expenses shall include telemedicine services provided through a designated telemedicine services vendor tor
medically necessary treatment of non-entergency medical conditions. Telebehavioral health services are not available
to a covered person who is under the age of 18 yvears and in states where the age of majority is greater than 18 years,
parental consent may be required.

PHYSICIAN SERVICES AND PROFESSIONAL PROVIDER SERVICES

Covered expenses shall include the following services when performed by a physician or a prefessional provider:

L. Medical treatment, services and supplies including, but not limited to office visits, inpatient visits, retuil clinic
visits, and home visits.

[

Surgical treatment. Separate payment will not be made for inpatient pre-operative or post-operative care
normally pravided by a surgeon as part of the surgical procedure.

For related operations or procedures performed through the same incision or in the same operative field,

covered expenses shall include the surgical allowance for the highest paying procedure, plus fifty percent
{50%) of the surgical allowance for each additional procedure.
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When two {2) or more wirelated operations or procedures are performed at the same operative session, covered
expenses shall include the surgical allowance for each procedure.

Surgical agsistance provided by a physician ov professional provider if it is determined that the condition of
the covered person or the type of surgical procedure requires such assistance. Covered expenses for the
services of an assistant surgeon are limited to twenty percent (20%) of the surgical allowance.

Furnishing or administering anesthetics, other than local infiltration anesthesia, by other than the surgeon or
his assistant.  However, benefits will be provided for anesthesia services administered by oral and

maxillofacial surgeons when such services are rendered in the surgeon's office.

Congsultations requested by the attending phpsician during a hespital confinement. Consultations do not
include staff consultations that arc required by a hespital’s rules and regulations,)

Radiologist or pathologist services for interpretation of X-rays and laboratory tests necessary for diagnosis and
treatment.

Radiologist or pathologisl services [or diagnosis or trealment, including radialion therapy and chemotherapy.

Allergy lesling consisting of perculaneous, intraculaneous and palch tesls and allergy injeclions.

DIAGNOSTIC SERVICES AND SUPPLIES

Covered expenses shall include services and supplies [or diagnostic laboralory lesls, eleclronic lests, pathology,
ullrasound, nuclear medicine, magnetic imaging and x-rays.

TRANSPLANT

Services, supplies and treatments in connection with human-to-human organ, FDA-approved artificial device and tissue
wansplant procedures will be considered covered expenses subject to the following conditions:

When the recipient is covered under the Plan, the Plan will pay the recipient's covered expenses related to the
transplant,

When the donor is covered under the Plan, the Plan will pay the donor's covered expenses related to the
transplant, provided the recipient is also covered under the Plan. Cavered expenses incurred by each person
will be considered separately for each person.

Expenses incurred by the donor who is not ordinarily covered under the Plan according to eligibility
requirements will be covered expenses to the extent that such expenses are not payable by any other form of
health coverage, including any government plan or individual policy of health coverage, and provided the
recipient is covered under the Plen. The donor’s hospitalization and surgical expenses and any other expenses
that fall within the definition of Essential Health Benefits, shall be applied to the recipient's Essential Health
Benefits maximum benefit. Donor expenses for non-Essential Health Benefits shall be applied to the
recipient’s non-Essential Health Benefits maxinmum benefit. In no event will benefits tfor Essential Health
Benefifs be payable in excess of the Essential Health Benefits maximum benefit and non-Essential Health
Benefits be payable in excess of the non-Essential Health Benefits maximum benefit. Surgical, storage and
transportation costs directly related to procurement of an organ or tissue used in a transplant procedure will
be covered for cach procedure completed. If an organ or tissue is sold rather than donated, the purchase price
of such organ or tissue shall not be considered a covered expense under the Plan.

Transportation, lodging (up to $50 per night per person or S100 per night for two (2) persons) , for the covered recipient
and one (1) other person to accompany the recipient to and from a facility and for lodging at or near the fucility where
the recipient is confined, up to the maximum benefit specified on the Schedule of Benefits. If a covered person's
ransplant procedure is not performed as scheduled due to the intended recipient's medical condition or death, benefits
will be paid for organ or tissue procurement as described above.
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Blue Distinction Center of Treamment (BDCT)

In addition to the above transplant benefits, the covered person may be eligible to participate in a Blue Distinction
Center of Treatment. Covered persons should contact the Health Care Management Ovganization to discuss this
benefit by calling the phone number on the TD card.

A Blue Distinction Center of Treatment is a facifity within the Blue Distinction Network that has been chosen for its
proficiency in performing one or more transplant procedures. Usually located throughout the United States, the Blue
Distinction Center of Treatment facilities have greater transplant volumes and surgical team experience than other
similar facilities.

PREGNANCY

Covered expenses shall include services, supplics and treatment related to pregrancy or complications of pregnancy
for a covered female employee, a covered female spouse of a covered employee, and dependent fomale children.,

The Plan shall cover services, supplies and trealmenls for abortions {where legal) when (he [etus has a known condition
incompatible with life; and where the life of the mother would be endangered if the fetus were carried to term or where
medical complications have arisen from an abortion pursuant to the Pregnancy Discrimination Act if applicable.

BIRTHING CENTER

Covered expenses shall include services, supplies and treatments rendered at a birthing center provided the physician
in charge is acting within the scope of his license and the birthing center meets all legal requirements. Services of a
midwife acting within the scope of his license or registration are a covered expense provided that the state in which
such service is performed has legally recognized midwite delivery.

STERILIZATION

Covered expenses shall include elective surgical sterilization procedures tor the covered male employee or covered
male spouse. Covered expenses for elective surgical sterilization procedures for women shall be considered under the
subsection, Women's Preventive Services. Reversal ot surgical sterilization is not a covered expense.

INFERTILITY SERVICES

Covered expenses shall include expenses tor infertility testing and infertility treatment for emplayees and their covered
spouse.

Covered expenses shall include (reatment of in-vitro fertilization services only and shall be subject to the non-Essential
Heualth Benefits maximum benefit as shown on the Schedule of Benefits.

CONTRACEPTIVES

Covered expenses shall include charges for medical procedures or supplies related to contraception, including
screening, education, counseling, oral contraceptives, contraceptive devices, contraceptive injections and the surgical
implantation and removal of contraceptive devices. FDA approved contraceptive methods shall be considered under
the subsection, Women s Preventive Services.

Charges for contraceptives that require a prescription and are dispensed by a pharmacy are covered under the
Prescription Drug Program.

WELL NEWBORN CARE

The Plan shall cover well newborn care. Covered expenses for services, supplies or treatment of the newborn child
shall be considered charges of the child and as such, subject to a separate deductible and coinsurance from the mother.
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Such care shall include, but 1s not limited to:

-
£,

Physician services
Hospital services

Circumeision

ROUTINE PREVENTIVE CARE/WELLNESS BENEFITS

Routine Preventive Care/Wellness Benefits shall include:

[

Evidence-based supplies or services that have in effect a rating of A or B in the current recommendations of
the United States Preventive Services Task Force (USPSTF).

Annual routine mammograms for women.

Colonoscopies, including pre-procedure consullation, bowel preparalion kils and pathology exam.

Routine immunizations, as recommended by the Advisory Committee on Immunization Practices of the
Centers of Disease Control and Prevention for infants and children through age six (6); children and

adolescents age seven (7) through eighteen {18) years and adults age nineteen {19) years and older.

Evidence-informed Routine Preventive Care and sereenings as provided by the Health Resources Services
Administration for infants, children, adolescents and adult women, unless included in the USPSTF
recommendations.

Screening [or lobacco use and two (2) lobacco cessalion allempls per year and tobacco cessalion medicalions
for a ninely {90) day trealmenl regimen when prescribed by a physician.

The Plan will apply reasonable medical management techniques to determine the appropriate frequency, method,
wreatment, or setting for a preventive item or service to the extent that such techniques are not specified in the
recommendations or guidelines.

The Plan will not provide coverage for the above referenced routine preventive care/wellness services, immunizations,
screenings or supplies until the Plan year that begins on or after one year after the date such recommendation or
guideline referenced above is issued.

WOMEN’S PREVENTIVE SERVICES

Covered expenses shall include preventive services recommended in guidelines issued by the U.S. Department of Health
and Human Services” Health Resources and Services Administration including but not limited to:

L.

[

Annual well-woman office visits to obtain preventive care and pregnancy, prenatal, postpartum and
interpregnancy office visits;

Screening for gestational diabetes in a pregnant woman and after pregnancy.

Cervical cancer screening, recommended in guidelines issued by the U.S. Department of Health and Human
Services Health Resources and Services Administration;

Annual counscling for sexually transmitted infeetions for a sexually active woman;
Counscling and serecning for human immune deficicncy virus infection;

FDA approved contraceptive methods, sterilization procedures and patient education, screening and
counseling for a woman with reproductive capacity;
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7. Breastfeeding support, supplies and counseling, to include the cost of rental or purchase, whichever is less
costly, of breastfeeding equipment; and

8. Annual screening and counseling for interpersonal and domestic violence.
9. Sercening for anxicty;
10. Annual sereening for urinary incontinence;

I, Counseling for obesity prevention in midlife women; and

12, Genetic counseling for women identified to be at higher risk of having a potentially harmful gene mutation,
and, if indicated, BRCA testing for harmful BRCA mutations.

The Plan will apply reasonable medical management techniques to determine the appropriate frequency, method,
lreatment, or selling lor a prevenlive ilem or service lo the exienl thal such lechniques are nol specilied n the
recommendations or guidelines.

The Plan will not provide coverage for the above referenced women’s preventive services until the Plan year that
begins on or after one year after the date such recommendation or guideline referenced above is issued.

ROUTINE PROSTATE EXAMINATIONS

Covered expenses shall include routine prostate examinations and routine prostate specific antigen {PSA) tests.

THERAPY SERVICES

Therapy services must be ordered by a physician to aid restoration of normal function lost due to illness or infury or
for congenital anomaly.

Covered expenses shall include:

I Services of a professional provider tor physical therapy, occupational therapy, speech therapy or respiratory

therapy.
2. Radiation therapy and chemotherapy.
3 Dialysis therapy or treatment.
4. Infusion therapy.

Outpatient therapy services are subject to the Essential Health Benefits maximum benefit specitied on the Schedule
of Benefits.

HABILITATIVE SERVICES

Covered expenses shall include medically necessary habilitative services to help a covered person keep, learn or
improve skills and functioning for daily living. Examples of habilitative services include therapy for a dependent child
who is not walking or talking at the expected age. Services may include physical, occupational and speech therapy.

AUTISM SPECTRUM DISORDERS
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Covered expenses shall include services, supplies and wreatment for gufism spectrum disorders performed by a
physicien or a professional provider that are focused on behavioral intervention, such as Applied Behavioral Analysis
{ABA) evaluation and therapy and behavioral services that are focused on primary building skills and capabilities in
communication, social interaction and learning,

SKILLED NURSING FACILITY

Skilled nursing facility services, supplies and treatments shall be a cavered expense provided the covered person is
under a physician’s continuous care and the physician certifies that the covered person must have twenty-four (24)
hours-per-day nursing care.

Covered expenses shall include:

L. Room and board (including regular daily services, supplies and treatments firnished by the skilled nursing
Jacility) Limited to the facility's average semiprivate room rate; and

b

Other services, supplies and treatment orderesd by a physician and furnished by the skiffed nursing facility for
inpatient medical care,

Skilled nursing facility benetfits are subject to the Essential Health Benefits maximum benefit specitied on the
Schedule of Benefits,

HOME HEALTH CARE

Home health cave enables (he covered person Lo receive realment in his home for an #ness or injury insiead of being
conlined in a hospital or skilled nuvsing facility. Covered expenses shall include the [ollowing services and supplies
provided by a home health care agency:

L. Part-time or intermittent nursing care by a rurse;
2. Physical, respiratory, occupational or speech therapy;
3 Part-time or intermittent home health aide services for a covered person who is receiving covered nursing or

therapy services;
4. Medical social service consultations;

5. Nutritional guidance by a registered dietitian and nutritional supplements such as diet substitutes administered
intravenously or through hyperalimentation as determined to be medically necessary.

Covered expenses shall be subject to the Essential Health Benefits maximum benefit specified on the Schedule of
Benefits.

A visitby a member of a home health care team and four (4) hours of home health aide service will each be considered
one (1) home health care visit.

No home health care benefits will be provided for dietitian services (except as may be specifically provided herein),

homemaker services, maintenance therapy, dialysis treatment, food or home delivered meals, rental or purchase of
durable medical equipment or prescription or non-prescription drugs or biologicals.

HOSPICE CARE

Hospice care is a health care program providing a coordinated set of services rendered at home, in ouipatient settings,
or in faciity settings for a covered person sutfering from a condition that has a terminal prognosis.
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Huspice care will be covered only if the covered person's attending physician certifies that:
l. The covered person is terminally ill, and
2. The covered person has a life expectancy of six (6) months or less.

Covered expenses shall include:

L. Confinement 11 a hospice to include ancillary charges and reom and board.

2, Services, supplies and treatment provided by a flospice 10 a covered person in a home setting,

3, Physician scrvices and/or nursing carc by a nurse.

4. Physical therapy, occupational therapy, speech therapy or respiratory therapy.

5. Nutrition services to include nutritional advice by a registered dietitian, and nutritional supplements such as
diet substitutes administered intravenously or through hyperalimentation as determined to be medically
necessary.

6. Counseling services provided through the hespice.

Hospice benelils are limited o the Essential Health Benefits maximum benefit as slaled on the Schedule of Benefits.

Charges incurred during periods of remission are not eligible under this provision of the Plan. Any covered expense
paid under hospice benefits will not be considered a covered expense under any other provision of the Plan.

DURABLE MEDICAL EQUIPMENT

Rental or purchase, whichever is less costly (except as noted below for oxygen concentrators), of medically necessary
durable medical equipment which is prescribed by a gualified prescriber and required for therapeutic use by the
covered person shall be a covered expense,

A charge for the purchase or rental of durable medical equipment is considered incurred on the date the equipment is
received/delivered. Durable medical equipment that is received/delivered after the termination date of a eovered person’s
coverage under the Plar is not covered. Repair or replacement of purchased durable medical equipment which is
medically necessary due to normal use or a physiological change in the patient's condition will be considered a covered
expense.

Equipment containing feamres of an aesthetic nature or features of a medical nature which are not required by the
covered person's condilion, or where there exists a reasonably feasible and medically appropriate alternative piece of
equipment, which is less costly than the equipment tfurnished, will be covered based on the usual charge for the
equipment which meets the covered person’s medical needs.

Ongoing rental charges for oxygen concentrators shall be a covered expense, provided the equipment is determined to
be medically neeessary tor the treatment of chronic conditions or upon diagnosis of severe lung disease or other hypoxia
related symptoms or findings.

Covered expenses for the rental of breastfeeding equipment shall be considered under the subsection, Women's
Preventive Seivices.

PROSTHESES

The initial purchase of a prosthesis (other than dental) provided for functional reasons when replacing all or part of a
migsing body part (including contiguous tissue) or to replace all or part of the function of a permanently inoperative or
malfunctioning body organ shall be a covered expense. A charge for the purchase of a prosthesis 1s considered incurred
on the date the prosthesis is received/delivered. A prosthesis that is received/delivered after the termination date of a

35



BlueCross BlueShield
@ @ of Mlinois

covered person’s coverage under the Plan is not covered. Repair or replacement of a prosthesis which is medically
necessary due to normal use or a physiological change in the patient's condition will be considered a covered expense.

ORTHOTICS

Qrthotic devices and appliances, including initial purchase, fitting and repair shall be a covered expense. Orthopedic
shoes or corrective shoes, unless they are an integral part of a leg brace, or prescribed for a patient with diabetes and
other supportive devices for the feet shall not be covered.

DENTAL SERVICES

Covered expenses shall include repair of sound natural teeth or surrounding tissuc provided it is the result of an injury.
Treatment must be completed within twenty-four (24) months of the injury. Damage to the teeth as a result of chewing
or biting shall not be considered an injury under this benefit.

Covered expenses shall include charges for oral surgery such as excision of the enlire looth, closed or open reduclion
ol [raclures or dislocalions of the jaw, and other incision or excision procedures performed on the gums and tissues of
the mouth when nol perlormed in conjunclion wilh the extraction ol leeth.

Facility charges for oral surgery or dental treatment that ordinarily could be performed in the provider’s office will be

covered only if the covered person has a concurrent hazardous medical condition that prohibits performing the
wreatment safely in an office setting.

TEMPOROMANDIBULAR JOINT DYSFUNCTION

Surgical trearment of tamporomandibular joint dystunction (TMI) or myotascial pain syndrome shall be a covered
expense.

ORTHOGNATHIC DISORDERS

Surgical and non-surgical treatment of orthognathic disorders shall be a covered expense bur shall not include
orthodontia or prosthetic devices even if prescribed by a physician or dentist.

SPECIAL EQUIPMENT AND SUPPLIES

Covered expenses shall include medically necessary special equipment and supplies including, but not limited to:

» casts;

. splints;

. braces;

. russes;

. surgical and orthopedic appliances;

. colostomy and ileostomy bags and supplics required for their use;
. catheters;

. syringes and needles for diabetes; diabetic supplies, including test strips and blood sugar measurement devices;
. allergy serums;

. crutches;

. clectronic pacemakers;

. oxygen and the adminisoration thereof;

36



BlueCross BlueShield
@ @ of Mlinois

. the initial pair of eyeglasses or contact lenses due to cataract surgery;

. soft lenses or sclera shells intended for use in the treatment of ilfness or injury of the eye;

. support or compression stockings, when prescribed by a physician,

. a wig or hairpicee when required duc to chemotherapy;

. surgical dressings and other medical supplics ordered by a professional provider in conncetion with medical

tecatment, but not common fiest aid supplics.

COSMETIC/RECONSTRUCTIVE SURGERY

Cosmetic surgery or reconstructive surgery shall be a covered expense provided:

I A covered persen receives an injury as a result of an accident and as a result requires surgery, Cosmetic or
reconstractive surgery and treatment must be for the purpose of restoring the covered person to his normal
function immediately prior to the accident.

2, It is required to correct a congenital anomaly, tor example, a birth defect,

GENDER DYSPHORIA

Covered expenses shall include (realment provided by a professional provider (or gender dysphoria, a disorder
characlerized by the specilic diagnoslic criteria classified in the current edition of the Diagnoslic and Statislical Manual
ol Mental Disorders published by the American Psychialric Association. Treatment includes medically necessary
psychotherapy, hormone therapy, prescription drugs and surgery {including physical therapy required Lo recover [rom
a covered surgery). The [ollowing procedures or services Lo creale and mainlain gender specilic charactleristics as parl
of the overall desired gender reassignment services treatment plan may be considered medically necessary for the
reatment of gender dysphoria ONLY:

L. Abdominoplasty;

2. Blepharoplasty;

3. Breast enlargement, including augmentation mammoplasty and breast implants;

4. Body contouring such as lipoplasty or liposuction;

5. Brow lift;

6. Calf implants;

7. Cheek, chin, nose implants;

3. Electrolysis (including when required prior to penile inversion vaginoplasty or radial forearm free flap
phalloplasty to prevent postoperative complications);

9, Injection of fillers or neurotoxing;

10. Face lift, forchead lift or neck tightening;

1. Facial bone remodeling;

12. Hair remaval (laser hair removal is covered when required prior to penile inversion vaginoplasty or radial

forcarm free flap phalloplasty to prevent postoperative complications);
13. Hair transplantation;
14, Jaw reduction or jaw contouring;
15. Laryngoplasty;

16. Lip augmentation;

37



BlueCross BlueShield
@ @ of Mlinois

17. Lip reduction;

18. Mastopexy;

19. Peetoral implants for chest maseulinization;
20. Removal of redundant skin;:

21, Rhinoplasty;

22. skin resurfacing;

23. Thyroid cartlage reduction;

24, Voicc modification surgery;

25. Voice lessons and voice therapy.

MASTECTOMY (WOMEN'S HEALTH AND CANCER RIGHTS ACT OF 1998)

The Plan mtends to comply with the provisions of the federal law known as the Women's Health and Cancer Rights
Act of 1998,

Covered expenses will include eligible charges related to medically necessary mastectomy,

For a eovered person who elecis breast reconstruction in conneclion with such masteclomy, covered expenses will
include:

L. reconstruction of a surgically removed breast, inchuding nipple and areola reconstruction and repigmentation;
and
2. surgery and reconstruction of the other breast to produce a symmetrical appearance.

Prostheses {and medically necessary replacemenis) and physical complications [rom all slages ol masleciomy,
including lymphedemas will also be considered covered expenses tollowing all medically necessary mastectoniies.

MENTAL HEALTH DISORDERS

The Plan will pay for medically necessary covered expenses for inpatient and outpatient treatment, services or supplies
for the treatment of mental health disorders.

Covered expenses shall include:

I Inpatient hospital confinement,

2. Individual psychotherapy;

3 Group psychotherapy:

4, Psychological testing;

5. Electro-Convulsive therapy {(clectroshock treatment) or convulsive drug therapy, including ancsthesia when

administered concurrently with the treatment by the same prefessional provider.

SUBSTANCE USE DISORDER

The Plan will pay for medically necessary covered expenses for the inpatient and outpatient treatment of substance
use disorder 1 a hospital or treatment center by a physician or professional provider.
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PRESCRIPTION DRUGS

The Plan shall cover prescription drugs approved by the Food and Drug Administration dispensed by a physician or
denfist. Antigen and allergy vaccine dispensed by a physician or certified laboratory shall be a covered expense.

Covered prescription expense shall include birth control devices which require a prescription. Contraceptive implants
or similar devices shall be included.

Preseription drugs dispensed in a provider’s office shall be considered a covered expense under this Medical Expense
Benefit,

ROUTINE PATIENT COSTS FOR APPROVED CLINICAL TRIALS

Covered expenses shall include charges for “routine patient costs™ meurred by a “qualified individual®™ participating
in an approved clinical trial. “Routine patient costs” do not include:

1. An investigational item, device or service;

2, An item or service provided solely to satisty data collection and analysis needs, which are not used in the
direct clinical management of the patient; or,

i A service thal is clearly inconsisient with widely accepled and established standards of care [or a parlicular
diagnosis.

“Life-threatening disease or condition™ means any disease or condition from which the likelihood of death is probable
unless the course of the disease or condition is interrupted.

“Qualified Individual™ means a covered person who is eligible to participate in an approved clinical trial according to
the trial protocol with respect to the treatiment of cancer or another “life-threatening disease or condition” and either;

L. The referring health care professional is a participating health care provider and has concluded that the covered
person’s participation in such trial would be appropriate; or,

2. The covered person provides medical and scientific information establishing that the covered person’s
participation in such trial would be appropriate.

“Routine patient costs” include all items and services consistent with the coverage provide by the Plan that is typically
covered for a covered person who is not enrolled 1n a clinical trial.

PHASE IIT ONCOLOGY CLINICAL TRIALS

Covered expenses shall include charges for a drug, device, supply, treatment, procedure or service that is part of a
scientific study of cancer therapy in a Phase III clinical trial sponsared by the National Cancer Institute or institution
of similar stature. Trials must have Institutional Review Board {IRB) approval by a qualified IRB. Charges that are
not covered include:

l. Costs for services that arc not primarily for the care of the patient (such as lab services performed solely to
collect data for the trial).

2. Costs for services provided in a clinical trial that are funded by another source.

PODIATRY SERVICES

Covered expenses shall include surgical podiatry services, including incision and drainage of infected tissues of the
fool, removal of lesions of the foot, removal or debridement of infected toenails, surgical removal of nail root, and
treatment of fractures or dislocations of bones of the foot.
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HEARING BENEFIT

Services of a licensed audiologist to determine and measure hearing loss shall be a covered expense.

Prescription hearing aids shall be a covered expense, subject to the non-Essential Health Renefits maximum benefit
as specified on the Schedule of Benefils.

CHIROPRACTIC CARE

Covered expenses include initial consultation, x-rays and treatment {but not maintenance care).

PATIENT EDUCATION

Covered expenses shall include medically necessary patient education programs including, but not limited to diabetic
education and ostomy care,

Covered expenses [or palienl education lor contraceplion or lactation raining shall be considered under the subseclion,
Weomen's Preventive Services.

SURCHARGES

Any surcharge or assessment {by whatever name called) on covered expenses, required by state or federal law to be
paid by the Plan for services, supplies and/or treatments rendered by a health care provider shall be a covered expense
subject to the covered person’s obligations under the Plan.

PULMONARY REHABILITATION PROGRAMS

Covered expenses shall include charges for qualified medically necessary outpatient /pulmonary rehabilitation
programs,

SLEEP DISORDERS

Covered expenses shall include charges for sleep studies and treatment of sleep apnea and other sleep disorders,
including charges for sleep apnea monitors.

SURGICAL TREATMENT OF MORBID OBESITY

Covered expenses shall include charges tor surgical treatment of merhid obesity tor covered persons with health
problems that are aggravated by or related to the meorbid obesity, including, but not limited to gastric by-pass, gastric
stapling or gastric balloon.
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MEDICAL EXCLUSIONS

Tn addition to Plan Fxclusions, no benefit will be provided under the Plan for medical expenses for the following:

1.

11.

12.

Charges for services, supplics or trcatment for the reversal of surgieal sterilization {exeept as specified in
Medical Expense Benefit, Women’s Preventive Services).

Charges for services, supplies or treatment related to the artificial reproductive procedures, including, but not
Limited to: artificial insenination, surrogate mother (unless the surrogate is a covered person, in which case
expenses under subsection Woman's Preventive Services and/or Pregnancyv, will be covered in accordance
with this Plan’s provisions), fertility drugs when used for treatment of infertility, embryo implantation, or
gamete intra-fallopian transfer (GIFT).), except as specified on the Schedule of Benefits.

Charges [or lreatment or surgery [or sexual dyslunclion or inadequacies.

Charges for hospital admission on Friday, Saturday or Sunday unless the admission is due to emergency
medical condition, or surgery is scheduled within twenty-four (24) hours, If neither situation applies, hospital
expenses will be payable commencing on the date of actual surgery.

Charges lor inpatient room and board in conneclion with a hospital confinement primarily lor diagnoslic
Lests, unless il is determined by the Plan (thal inpatient care is medically necessary.

Charges for services, supplies or treatment, behavior or conduct disorders, hyperactivity, leaming disorders,
intellectual disability, or senile deterioration. However, the initial examination, office visit and diagnostic
testing to determine the ilfness shall be a covered expense.

Charges for biofeedback therapy (except for an Acquired Brain Injury diagnosis) or other behavior modification
services).

Except as specified herein, charges for services, supplies or treatments which are primarily educational in
nature, charges for services for educational or vocational testing or training and work hardening programs
regardless of diagnosis or symptoms: charges for training or other forms of education.

Charges for marriage, career or legal counseling,

Except as specifically stated in Medical Expense Benefit, Dental Services, charges for or in connection with
treatment of injury or disease of the teeth; oral surgery; treatment of gums or structures directly supporting or
attached to the teeth; removal or replacement of teeth; or dental implants,

Charges for routing vision examinations and eye refractions; vision therapy (orthoptics); eyeglasses or contact
lenses, except as specitied herein; dispensing optician's services.

Charges for any eye surgery solely for the purpose of correcting refractive defects of the eye, such as near-
sightedness (myopia) and astigmatism including radial keratotomy by whatever name called; contact lenses
and eyeglasses required as a result of such surgery.

Except as medically necessary tor the treatment of metabolic or peripheral-vascular iflness, charges for
routine, palliative or cosmetic toot care, including, but not limited to treatment of weak, unstable, flat, strained
or unbalanced feet; subluxations of the foot; treatment of coms or calluses; non-surgical care of toenails.

Charges for services, supplies or treatment which constitute personal comfort or beautitication items, whether
or not recommended by a physician, such as: television, telephone, air conditioners, air purifiers, humidifiers,
electric heating units, orthopedic mattresses, blood pressure instruments, scales, elastic bandages, non-hospital
adjustable beds, exercise equipment.
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15

18,

19,

21

22.

24,

26.

27,

29.

30.

3l

Charges for nonprescription drugs, such as vitamins, cosmetic dietary aids, and nutritional supplements except
as provided in, Routine Preventive Care/Wellness Benefits United States Preventive Services Task Force
{USPSTF) recommendations.

Any prescription refilled in excess of the number specified by the phapsician, or any refill dispensed after one
{1y year from the physician’s original order.

Charges for outpatient preseription drugs.

Charges for prescription drugs that are covered under the Prescription Drug Program or for the Prescription
Drug deductible or copay applicable thereto.

Charges for orthopedic shoes (except when they are an integral part of a leg brace, and the cost is included in
the erthotist's charge) or shoe inserts except as specified herein...

Expenses for a cosmetic surgery or procedure and all related services, except as specifically stated in Medical
Expense Benefil, Cosmetic/Reconstructive Surger).

Charges incurred as a resull ol or in connection with, any procedure or irealment excluded by the Plan which
has resulted in medical complicalions, excepl [or comiplicalions from a non-coverad aborlion as specilied
herein.

Charges for services provided to a cevered person for an elective abortion (See Medical Expense Benefit,
Pregnancy for specifics regarding the coverage of abortions). However, complications from such procedure
shall be a covered expense.

Charges for services, supplies or treatment primarily tor weight reduction or treatment of obesity, including,
but not limited to: exercise programs or use of exercise equipment; special diets or diet supplements; appetite
suppressanis; Nulri/Syslem, Weighl Walchers or similar programs; and hespital confinements [or weighl
reduclion programs, excepl as specilically provided herein or as required by the United Slales Prevenlive
Services Task Force {UUSPSTF) A & B recommendations and except as specitically covered in the Schediile
af Benefits and the Medical Expense Section.

Charges for services, supplies and treatment for smoking cessation programs, or related to the treatment of
nicotine addiction, including smoking deterrent patches, except as required by the United States Preventive
Services Task Force (USPSTF) A & B recommendations.

Charges tor well child care. This includes, but is not limited to vaccinations, immunizations, sports physicals,
or preschool or school examinations, except as specified herein,

Charges for routine or periodic physical examinations, such as annual physical, screening examination,
employment physical, or any related charges, such as premarital lab work, mammogram, and other care not
assoclated with treatment or diagnosis of an ilfness or injury, except as specified herein.

Charges related to acupuncture weatment.

Except as specitically stated in Medical Expense Benefir, Temporomandibular Joint Dysfunciion, charges tor
treatment of temporomandibular joint dystunction and myofascial pain syndrome including, but net limited to
charges for treatment to alter vertical dimension or to restore abraded dentition, orthodontia and mntra-oral
orthotic or prosthetic devices.

Charges for custodial care, domiciliary carc or rest curcs.

Charges for travel or accommodations, whether or not recommended by a phypsician, except as specifically
provided herein.

Charges for wigs, artificial hairpieces, artificial hair trangplants, or any drug - prescription or otherwise -used
to eliminate baldness or stmulate hair growth, except as specified herein,
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32,

i3,

34.

36.

37.
38.

39.

4.

41.

42,
43.
44,

45.

46.

47.

Charges for expenses related to hypnosis.

Charges for the expenses of the donor of an organ or tissue for transplant to a recipient who is not a covered
person under the Plan.

Charges for professional services billed by a prefessional provider who is an employee of a hospital or any
other facility and who is paid by the hespital or other facility for the service provided.

Charges for environmental change wcluding hospital or physician charges connected with prescribing an
environmental change.

Charges for room and board in a facility for days on which the covered person is permitted to leave {a
weekend pass, for example).

Charges for chelation therapy, exeept as treatment of heavy metal poisoning,
Charges lor massage therapy, sex therapy, diversional therapy or recrealional therapy.

Charges for procurement and storage of one's own blood, unless ineurred within three (3) months prior to a
scheduled surgery.

Charges for holistic medicines or providers of naturopathy.
Charges for or related to the following types of treatment:

primal therapy;

rolfing;

psychodrama;
megavitamin therapy;
visual perceptual training.

fen o

Charges tor structural changes to a house or vehicle,

Charges for exercise programs for treatment of any condition, except as specitied herein.

Charges for immunizations required for travel.

Charges  for drugs, devices, supplies, treatments, procedures or services that are considered
experimentalAinvestigational by the Plan. The Plan will consider a drug, device, supply. treatment, procedure
or service to be “experimental” or “investigational”.

Charges tor private duty nursing.

Charges tor any services, supplies or treatment not specifically provided herein.
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PRESCRIPTION DRUG DEDUCTIBLES

The prescription drug deductible is the dollar amount of covered expenses that each covered person or family must have
incurred for the purchase of prescription drugs during each calendar year before the Plan pays applicable benefits. The
prescription drug deductible amount is shown on the Schedidle of Benefiis.

PRESCRIPTION OUT-OF-POCKET EXPENSE LIMIT

After the covered person has incurred an amount equal to the out-of-pocket expense limit listed on the Schedide of
Benefils for covered expenses, the Plan will begin to pay one hundred percent {100%) of covered expenses for the
remainder of the calendar year. The prescription drug out-of-pocket expense limit is the same as and is combined
with the medical out-of-pocket expense limit.

PHARMACY OPTION

Participating pharmacies have contracted with the Plan o charge covered persons rveduced fees for covered
prescription drugs.

PHARMACY OPTION COPAY

The copay is applied, if applicable, 1o each covered pharmacy drug charge and is shown on the Schedule of Benefits.
The copay amount, it applicable, is not a covered expense under the Medical Expense Benefit. Any one prescription is
Limiled o a thirly (30) day supply. Mainlenance drugs {drugs which are prescribed [or long-lerm usage) may be
dispensed 1n a ninety (90) day supply.

If a drug is purchased from a nenparticipating phavmacy or a participating pharmacy when the covered person’s ID
card 1s not used, the covered person must pay the entire cost of the presciiption, including copay, and then submit the
receipt to the prescription drug card vendor for reimbursement. If a neaparticipating pharmacy is used, the covered
person Will be responsible for the ecopay. plus the difference in cost between the participating pharmacy and
nronparticipating pharmacy.

When the out-of-pocket expense limit is reached, prescription drugs will be paid at 100%.

MAIL ORDER OPTION

The mail erder drug benefit option is available for maintenance medications {those that are taken for long periods of
time, such as drugs which may be prescribed for heart disease, high blood pressure, asthma, ete.).

MAIL ORDER OPTION COPAY

The eopay is applied to cach covered mail order prescription charge and is shown on the Schedule of Benefits. The
copay is not a covered expense under the Medical Expense Benefit. Any one prescription is limited to a nincty {90)
day supply.
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COVERED PRESCRIPTION DRUGS

[

10.

Drugs prescribed by a gualified prescriber that require a prescription either by federal or state law, including
injectables and insulin, except drugs excluded by the Plan.

Compounded prescriptions containing at least one prescription ingredient with a therapeutic quantity.
ADHD/Narcolepsy

Androgenic steroids (i.c. Testosterone, Androderm, Testim, Depo-Testosteronc)

Anabolic Steroids

Progesterone Receptor Antagonists {i.e. Mifeprex)

Acne drugs Tretinoin (Retin-A, Retin-A Micro, Avita, Ziana, Atrain), Differin, Tazorac, Fabior
Narcolepsy only drugs (i.e. Nuvigil, Provigil, Xyrem)

Contraceptives
s Extended cycle contraceptives oral (Seasonale, Seasonigue, Loseasonique, Quasense, Jolessa)
* Oral
* Emergeney {i.e. Plan B and Next Choice)
+ Devices {1.e. [UD, Diaphram)
» Injectable - Depo-Provera (90-day supply per fill)
¢ [mplants
* Transdermal (i.e. Ortho-Evra)
» Vaginal ring {i.e. Nuvaring)

Injectable diabetic medicines and supplies

¢ Alcohol Swabs

e Amylin analogs (Symlin)

+ Inecretin Mimetics {Byetta, Victoza)

+ Insulin

s Insulin - needles and syringes

e Insulin injection devices - (i.¢. Insulin Pen Devices)
¢+ Lancets

s Lancet devices

¢« Blood testing strips: Glucose

e Urine testing strips: Glucose

+ Acetone testing strips

+  Kertone testing strips

s Glucagon emergency injection kit

+ Blood glucose monitors {(Max Qty 1 per 365 days)
* Blood glucose monitor supplies

s Glucose (Oral)
»  Continuous Glucose Monitors/Receivers
¢ Continuous Glucose Sensors

s Contnuous Glucose Transmitters
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+  Continuous Glucose Supplies

I, Allergy Serums

. Emecrgency Allergic Reaction Kits (Bee Sting Kits, Epi-pen, Epi-pen Jr,
. Twinject, Epinephring Injection, Adrenaclick)
. Allergy immunotherapy — non-injeetable
12, Respiratory therapy supplics
+  Spacers

»  Peak flow meters

13. Migraing Medicines
«  kit, nasal spray,
+ tablet,
s injectables

14. Vitamins:
s  Prenatal Vitamins (that require a prescription)
s Vitamins: Pediatric (that require a prescription

15. Growth Hormones

16. Specialty Medications (oral, injectables, TV)

17. Vaccines/Toxoids

18, Fluoride {Topical Fluoride dental products - requiring a prescription)

19, Impotency Drugs — (Injectable, Oral, Suppository, Kits)

20. Hypoactive Sexual Desire Disorder (HSDD) Agents

21. Injectables {All injectables, unless otherwise noted on this form)s

22 1V Injectables (unless otherwise noted on this form)

23, Routine preventive drugs as required by the Affordable Care Act.

24, Any other drug, which, under the applicable state law, may be dispensed only upon the written prescription of

a qualified prescriber.
LIMITS TO THIS BENEFIT

This benefit applies only when a covered person incurs a covered prescription diug charge. The covered drug charge
for any one prescription will be limited to:

I Refills only up to the number of times specified by a physician.

2. Refills up to one year from the date of order by a physician.

COVERAGE OF PREFERRED FORMULARY MEDICATIONS AND
APPROVED MEDICAL EXCEPTIONS WHEN PURCHASED FROM CV'S
CAREMARK

This Plan provides coverage for Preferred Formulary Medications and Approved Medical Exceptions, for all labeled
indications, subject to prier authorization from CVS Caremark. To initiate the prior authorization process, the covered
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person or physicien must call CVS Caremark at 1-800-294-5979. Covered expenses shall be payable as the Preferred
Brand Name benefit as shown on the Schedule of Benefits.

EXPENSES NOT COVERED

L. A drug or medicine that can legally be purchased without a written prescription. This does not apply to
injectable insulin, or routine preventive drugs as required by the Affordable Care Act.

[

Insulin Pumps

Insulin Pumps

Insulin Pumps Accessorics
Insulin Pump Supplics
Disposable Insulin Pumps
Disposable Insulin Pump Supplics

i Nuiritional Supplemenlts
Dielary Managemenl Products
Infant Formulas

Renal Dyslunclion

Tube Feeding

Malabsorption

Inborn Errors of Metabolism

. & & " "

4. Cosmetic Drugs

hair loss drugs

anti-wrinkle ¢creams

hair removal creams and others
Botox Cosmetic & Dysport

" S 8

5. OTC Coverage Plan
¢+ PPl {Proton Pump Inhibitor)
»  OTC Coverage Plan
* NSA (non-sedating antihistamine

6. Syringes other than insulin

7. Fertility Agents  Injectable or Oral

8. Allergy immunotherapy - Injectable

9. Anorexiants (Dist Aids)

10. Periodontal Products (Subgingival Implants)

L1 Respiratory Therapy Supplies: Nebulizers

12, A drug or medicine that can legally be purchased without a written prescription. This does not apply to
injectable insulin, or routine preventive drugs as required by the Affordable Care Act.

13. Devices of any type, cven though such devices may require a prescription. These include but are not limited
to therapeutic devices, artificial appliances, braces, support garments, or any similar device.

14. Immunization agents or biological sera, blood or blood plasma.

15. A drug or medicine labeled: “Caution - limited by federal law to investigational use.”
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16. Experimental drugs and medicines, even though a charge is made to the covered person, including DESI
drugs {drugs determined by the FDA as lacking substantial evidence of effectiveness).

17. Any charge for the administration of a covered prescription drug.
18. Any drug or medicine that is consumed or administered at the place where it is dispensed.
19. A drug or medicine that is to be taken by the covered person, in whole or in part, while hospital confined.

This includes being confined in any nstitution that has a facilify for dispensing drugs.

2Q. A charge for prescription drmgs which may be properly received without charge under local, state or federal
programs,

21, A charge for hypodermic syringes and/or needles {other than insulin).

22. A charge for prescription drugs for smoking cessation purposes, including smoking deterrent patches , except

as required by the Uniled Siates Prevenlive Services Task Force (USPSTF) A & B recommendations.

23. A charge for legend vitamins, except pre-natal legend vitamins.

24, A charge for fluoride supplements, except as required by the United States Preventive Services Task Force
(USPSTF) A & B recommendations.

25. A charge for growth hormones.

26. A charge for non-legend drugs, other than as specifically lisled herein or as required by the Uniled Slates
Prevenlive Services Task Force (USPSTF) A & B recommendalions.

27. A charge for weight loss drugs not on formulary unless deemed covered via formulary exception process,

which is covered for all labeled indications {i.e.), as deseribed in the Coverage of When Purchased from CVS
Caremark subsection.

Any prescription drug covered under the Preseription Drug Program will not be covered under the Medical Expense
Benefit, except as specitied in Medical Expense Benefit, Prescription Drugs.

NOTICE OF AUTHORIZED REPRESENTATIVE

The covered person may provide the plan administrator (or its designee) with a written authorization for an authorized
representative to represent and act on behalf of a covered person and consent to release of information related to the
covered person (o the authorized representative with respect to a claim for benefits or an appeal. Authorization forms
may be obtained from the Human Resources Department.

APPEALING AN ADVERSE BENEFIT DETERMINATION ON A POST-
SERVICE PRESCRIPTION DRUG CLAIM

The "namnted fiduciary” Tor purposes of an appeal of an adverse benefit determination on a Post-Service Prescription
Drug Claim, as described in U. 8. Department of Labor Regulations 2560.503-1 (issued November 21, 2000), is the
pharmuacy benefit manuager.

A covered person, ot the covered person’s authorized representative, may request a review of an adverse benefit
determination on a PPost-Service prescription drug claim by making written request to the elaims administrator within
one hundred eighty (180) calendar days from receipt of notification of the adverse benefit determination and stating
the reasons the covered person feels the claim should not have been denied.

The following describes the review process and rights of the covered person for a full and fair review:
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[

The covered persen has the right to submit documents, information and comments and to present evidence
and testimony.

The covered person has the right to access, free of charge, relevant information to the claim for benefits.

Refore a final adverse benefit determination on appeal is rendered, the covered person will be provided, free
of charge, with any new or additional rationale or evidence considered, relied upon, or generated by the Plan
in connection with the claim. Such information will be provided as soon as possible and sufficiently in
advance of the notice of final internal adverse benefit determination. However, there could be eircumstances
where the new or additional evidence or rationale could be reecived so late that it would be impossible to
provide to the covered person in time to have a reasonable opportunity to respond. In these circumstanees, the
period for providing notice of final determination on appeal will be tolled until the carlicst of the following
dates:

a. The date the covered person responds to the new or additional rationale or evidence; or
b. Three 3) weeks (rom the dale the new or additional ralionale or evidence was mailed to the covered
person.

The review takes inlo account all information submilted by the covered person, even il il was nol considered
in the initial benelil delerminalion.

The review will not afford deference to the original adverse benefit determination.
The review will not be performed by:

a. The individual who originally denied the ¢laim, nor
b. Subordinate to the individual who originally denied the claim.

It the original adverse benefit determination was, in whole or in part, based on medical judgment:

a. The review will consult with a professional provider who has appropriate training and experience in
the field involving the medical judgment; and
b. The professional provider will be neither:

i An individual who was consulted in connection with the original adverse henefit
determination, nor

iL. A subordinate of any other prafessional provider who was consulted in connection with
the original adverse benefit determination.

If requested, the review will identify the medical or vocational expert(s) who gave advice in connection with
the original adverse benefit determination, whether or not the advice was relied upon.

NOTICE OF BENEFIT DETERMINATION ON A POST-SERVICE
PRESCRIPTION DRUG CLAIM APPEAL

The plan administrator (or its designee) shall provide the covered person (or authorized representative) with a written
notice of the appeal decision within sixty (60) calendar days of receipt of a written request for the appeal.

If the appeal is denied, the Notice of Appeal Decision will contain an explanation of the Decision, including:

=

The specitic reasons for the adverse benefit determination.

Reference to specific Plan provisions on which the adverse benefit determination is based.

A statement that the covered person has the right to access, free of charge, relevant information to the claim
for benefits.
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4. A statement of the covered person’s right to request an external review and a description of the process for
requesting such a review.

5. A statement that if the covered person’s appeal is denied, the covered person has the right to bring a civil
action under section 502 (a) of the Employee Retirement Income Security Act of 1974,

6. If an internal rule, guideling, protocol or other similar criterion was relied upon, the Notice of Appeal Decision
will contain either:
a. A copy of that criterion, or
b. A statement that such criterion was relied upon and will be supplied free of charge, upon request.

7. It the adverse benefit determination was bascd on medical necessity, experimental/investigational treatment
or similar exclusion or limit, the plar administrator (or its designee) will supply cither:
a. An explanation of the scientific or elinical judgment, applying the terms of the Plan to the claimant’s

medical circumstances, or

b. A statement that such explanation will be supplied free of charge, upon request.

EXTERNAL APPEAL

A covered person, or lhe covered person’s aulhorized representalive, may request a review ol an adverse benefit
determination appeal 1 the claim delermination involves medical judgment or a rescission by making wrillen request
10 the claims administrator wilhin (our {4) months ol receipt of nolilicalion of the final internal adverse benefit
determination. Medical judgmenl includes, bul is not limiled to:

L. Medical necessity,

2, Appropriateness;

i Experimental or investigational \reaiment;
4, Health care setting;

5. Level of care; and

6. Effectiveness of a covered expense.

It there 18 no corresponding date four (4) months after the date of receipt of such a notice, then the request must be
made by the first day of the fifth month following the receipt of the notice of final internal adverse benefit
determination. {Note: If the date of receipt of the notice is October 30 because there is no February 31), the request
must be filed by March 1, or the next day if March I¥ falls on a Saturday, Sunday or Federal holiday. }

RIGHT TO EXTERNAL APPEAL

Within five (5) business days of receipt of the request, the elaims administrator will perform a preliminary review of
the request to determine if the request is ehgible for external review, based on confirmation that the final internal
adverse benefit determination was the result of;

I Medical judgment; or

2. Rescission of coverage under this Plan.

NOTICE OF RIGHT TO EXTERNAL APPEAL

The plan administrator (or ils designee) shall provide the covered person (or authorized representative) with a written
notice of the decision as to whether the claim is eligible for external review within one {1) business day after completion
of the preliminary review.

The Notice of Right to External Appeal shall include the following:
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L. The reason for ingligibility and the availability of the Employee Benefits Security Administration at
1-866-444-3272 if the request is complete but not eligible for external review.

[

If the request is incomplete, the information or materials necessary to make the request complete and the
opportunity for the covered person to perfect the external review request by the later of the following:

a. The four (4) month filing period; or

b. Within the forty-eight {48) hour tume period following the covered person’s receipt of notification.

INDEPENDENT REVIEW ORGANIZATION

For external reviews by an Tndependent Review Organization (TRO), such TRO shall be accredited by URAC or a similar
nationally recognized accrediting organization and shall be assigned to conduct the external review. The assigned TRO
will imely notify the covered person in writing of the request’s eligibility and acceptance for external review.,

NOTICE OF EXTERNAL REVIEW DETERMINATION

The assigned TRO shall provide the plan administrator (or its designee) and the covered person {(or authorized
representative) with a written notice of the final external review decision within forty-five (45) days after receipt of the
external review request,

The Nolice of Final External Review Decision {rom the [RO is binding on the covered person, the Plan and claims
administrator, excepl 10 lhe extent thal other remedies may be available under Stale or Federal law.

EXPEDITED EXTERNAL REVIEW

The plan administrator (or its designee) shall provide the covered person {or authorized represenlalive) the right Lo
request an expediled exlernal review upon the covered person’s receipl ol either of the following:

L. An adverse benefit determination involving a medical condition for which the timeframe noted above for
completion of an internal appeal would seriously jeopardize the health or life of the covered person or the
covered person’s ability to regain maximum function and the covered person has filed an intemal appeal
request.

2. A final internal adverse benefit determination involving a medical condition for which the timeframe for
completion of a standard external review would seriously jeopardize the health or life of the eovered person
or the covered person’s ability to regain maximum function or if the final adverse benefit determination
involves any of the following:

a. An admission,

b. Availability of care,

€. Continued stay, or

d. A health care item or service for which the covered person received emergency services but has not

yet been discharged from a facility.
Immediately upon receipt of the request for Expedited External Review, the Plan will do all of the following:

1. Perform a preliminary review to determine whether the request meets the requirements in the subsection, Right
to External Appeal.

2. Send notice of the Plan’s decision, as described in the subscction, Notice of Right to External Appeal.

Upon determination that a request is eligible for external review, the Plan will do all of the following:
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L. Assign an TRO as described in the subsection, ndependeit Review Organization.

[

Provide all necessary documents or information used to make the adverse benefit determination or final
adverse benefit determination to the TRO either by telephone, facsimile, electronically or other expeditious
method.

The assigned TRO will provide notice of tinal external review decision as expeditiously as the covered persen’s medical
condition or circumstances require, but in no event more than seventy-two {72) hours after reeeipt of the expedited
external review request. The notice shall follow the requirements in the subsection, Nofice of External Review
Determination. 1f the notice of the expedited external review determination was not in writing, the assigned IRO shall
provide the plan administrator (or its designee) and the ecovered person (or authorized representative) written
confirmation of its decision within forty-eight (48) hours after the date of providing that notice.
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PLAN EXCLUSIONS

The Plan will not provide benefits for any of the items listed in this section, regardless of medical necessity or
recommendation of a physician or professional provider.

1.

10.

Charges for scrviees, supplics or treatment from any hespital owned or operated by the United States
government or any agency thercof or any government outside the United States, or charges for services,
treatment ot supplics furnished by the United States government or any agency thercof or any government
outside the United States, unless payment is legally required.

Charges for an injury sustained or #lness contracted while on active duty in military service unless payment
13 legally required.

Charges for services, treatment or supplies for treatment of illness or infury which is caused by or attributed
to by war or any act of war, participation in a riot, civil disobedience or insurrection. "War" means declared
or undeclared war, whether civil or international, or any substantial armed conflict between organized forces
of a military nature.

Any condition for which benefits of any nature are pavable or are found to be eligible, either by adjudication
or settlemeni, under any Workers' Compensation law, Employer's liability law, or occupational disease law,
even though the covered person [ails 1o claim righls o such benefils or (ails lo enroll or purchase such
coverage. This does nol include a covered person (hal is a sole proprietor, pariner or execulive ollicer thal is
nol required by law Lo have workers’ compensalion or similar coverage and does nol have such coverage.

Charges made for services, supplies and treatment which are not medically necessary for the treatment of
ifIness or injury, or which are not recommended and approved by the attending physician, except as
specifically stated herein, or to the extent that the charges exceed cusfomary and reasonable amount
yualifying payment amount (subject Lo the out-of-network rate or the negotiated rate, as applicable.

Charges in connection with any illness or infury of the covered person resulting from or oceurring during the
covered person’s commission or attempted commission of a criminal battery or felony. Claims shall be denied
it the plan administratfor has reason to believe, based on objective evidence such as police reports or medical
records, that a criminal battery or felony was committed by the covered person. This exclusion will not apply
to an #Hlness and/or infury sustained due to a medical condition (physical or mental) or domestic violence.

To the extent that payment under the Plan is prohibited by any law of any jurisdiction in which the covered
person resides at the time the expense is Incurred.

Charges for services remndered and/or supplies received prior to the effective date or atter the termination date
of a person's coverage,

Any services, supplies or treatment for which the covered person is not legally required to pay; or for which
no charge would usually be made; or for which such charge, it made, would not usually be collected if no
coverage existed; or to the extent the charge for the care exceeds the charge that would have been made and
collected if no coverage existed.

Charges Tor services, supplies or treatment that are considered experimental/investigational.

Charges incarred outside the United States if the covered person traveled to such a location for the sole
purpose of obtaining services, supplies or treatment.

Charges for scrvices, supplics or treatment rendered by any individual who is a close relative of the covered

person or who resides in the same houschold as the covered person or if the covered person provides treatment
for themselves.
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13.

Charges for services, supplies or treatment rendered by physicians or professional providers beyond the scope
of their license; for any treatment, confinement or service which is not recommended by or performed by an
appropriate professional provider.

Charges for illnesses or injuries suffered by a covered person due to the action or inaction of any party if the
covered person fails to provide information as specified in the section, Subrogation/Reimbursemeni.

Claims not submitted within the Plan’s filing limit deadlines as specified in the scetion, Claim Filing
Procedure.

Charges for completion of ¢lamm forms and charges associated with missed appointments.

This Plaa will not pay for any charge which has been refused by another plan covering the covered pevson as
a penalty assessed due to non-compliance with that plan's rules and regulations, if shown on the primary
carrier's explanation of benefits.

Charges for services, supplies, care or treatment to a covered person for an injury which occurred as a result
ol thal covered person’s illegal use of alcohol. Claims shall be denied il the plan administrator has reason Lo
believe, based on objeclive evidence such as police reporls or medical records of the cavered person’s illegal
use of alcohol. Expenses will be covered [or injured covered persons other than the person illegally using
alcohol and expenses will be covered lor substance use disorder (realment as specilied on the Schedule of
Benefits. This exclusion does nol apply il the rjury resulled [rom an acl of domestic violence or an underlying
medical condilion.
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ELIGIBILITY, ENROLLMENT AND
EFFECTIVE DATE

This section identifies the Plen's requirements for a person o participate in the Plan.

EMPLOYEE ELIGIBILITY

All full-time, part-time, seasonal, or temporary emplopees shall be eligible to enroll for coverage under the Plan.

It applicable under the Affordable Care Act, an employee of the emploper who is not currently working the minimum
number of hours, but was working on average the minimum number of hours during the employer's measurement
period and is cligible during the employer’s stability period, as documented by the employer and consistent with the
Affordable Care Act, applicable regulations and regulatory guidance, is eligible to enroll under the Plan, provided the
employee is a member of a class eligible for coverage and has satisfied any waiting period that may be required by the
employer.

EMPLOYEE ENROLLMENT

An employee musl [ile a wrillen applicalion {or eleclronic, 1l applicable) with the employer [or coverage hereunder lor
himsell wilhin thirly-one {31) days of becoming eligible lor coverage. The employee shall have lhe responsibility of
umely lorwarding 1o the employer all applicalions [or enrollment hereunder. I the employee lailed 10 make Limely
enrollment, the employee 1s considered a late envollee and nol eligible lor coverage under the Plan unlil the next open
enrollment period unless the employee otherwise qualilies lor special enrollment during the Plan year.

EMPLOYEE(S) EFFECTIVE DATE

An employer may require new employees to complete a one (1) month, less one (1) day, “reasonable and bona fide™
orientation period before the eligibility waiting period begins for the employer’s group health plan.

Eligible employees, as described in Employee Elioibility, are covered under the Plan on the first day of the month
tollowing the date of hire provided the employee has enrolled tor coverage as described in Employee Enroliment.

DEPENDENT(S) ELIGIBILITY

The following describes dependent eligibility requirements. The employer will require proot of dependent status.

L. The term "spouse” means the spouse of the employee under a legally valid existing marriage, provided that
there exists no applicable law or laws, as determined by the plan administrator that would prohibit or
otherwise adversely affect the administration of the Plan n accordance with such definition.

[

The term "domestic partner” means that the dependent:

a. Is the same or opposite as the employee; and
b. Is not legally married or the domestic partner of another individual; and
. Is not related to the employee by blood which would bar marriage in the State where the domestic

partnership is established; and

d. Has submitted documentation, as required by the employer, 1o verify the interdependent relationship
with the emplopee including a joint atfidavit with the emplopee that the relationship is an exclusive
mutual commitment that is the functional equivalent of a marriage, that is, the domestic partner and
employee:
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(i) Are jointly responsible for cach other for the necessities of life including cach other’s debts;
and
(ii) Intend to remain in the relationship indefinitely; and

(iil.) Would enter into a legal marriage if the opportunity were available; and have agreed that in
the event of dissolution of the domestic partnership there will be a substantially equal division
of any carning acquired during the partnership and of property acquired with those camings,
i.e., there will be a division of property similar to that required of a married couple in the event
of divorce.

3. The employee's or domestic partner’s natural child, stepchild, legally adopted child, child placed for adoption,
Joster child, and a child for whom the emplopee (including a covered domestic partner) has been appointed
legal snardian, through the end of the month in which the child reaches twenty-six (26) years of age.

4. An eligible child shall also include any other child of an employpee or their spouse or domestic partner who is
recognized in a Qualified Medical Child Support Order {QMCSO) or National Medical Support Notice
(NMSN) which has been issued by any court judgment, decree, or order as being entitled to enrollment for
coverage under the Plan. Such child shall be referred to as an alternate recipient. Alternate recipients are
eligible for coverage only if the employee is also covered under the Plan. An application for enrollment must
be submilled o the employer [or coverage under the Plan. The emplayer/plan administrator shall establish
wrillen procedures for determining whether a medical child support order is a QMCSQO or NMSN and lor
adminisiering the provision of benefils under the Plan pursuant o a valid QMCSO or NMSN. Within a
reasonable period aller receipl of a medical child supporl order, the employer/plan administrator shall
determine whether such order is a QMCSQO, as delined in Seclion 609 of ERISA, or a NMSN, as delined in
42 U.8.C.A §666 of the Child Supporl Performance and Incenlive Act of 1998.

The employer/plan administrator reserves the right, waivable at its discretion, to seek clarification with
respect to the order from the court or administrative agency which issued the order, up to and including the
right to seek a hearing before the court or agency.

5. A dependent child who was covered under the Plan prior to the end of the month in which the child reached
twenty-six (26) years of age, due to a mental and/or physical disability, will remain eligible for coverage under
the Plan beyond the date coverage would otherwise terminate.

Proof of incapacitation for such dependent child who reaches age twenty-six (26) after the effective date
shown on the first page of this Plan document must be provided within thirty-one (31) days of the date the
coverage would otherwise terminate.

Proof of incapacitation for any dependent child after age twenty-six {20) may be requested by the emploper
or claims administrator, but not more than once every two (2) years. Eligibility may not be continued beyond
the earliest of the following:

a Cessation of the mental and/or physical disability;
b. Failure to furnish any required proof of mental and/or physical disability or to submit to any required
examination.

Every eligible employee may enroll eligible dependents. However, if both the employee and their spouse or domestic
partner are employees, cach individual may be covered as an employee. An employee cannot be covered as an employee
and a dependens. Eligible children may be enrolled as dependents of one spouse or domestic partner, but not both.

DEPENDENT ENROLLMENT

An employee must file a written application (or electronic, it applicable) with the employer for coverage hereunder for
his eligible dependents within thirty-one (3 1) days of becormng eligible for coverage; and within thirty-ene (31) days
of marriage or the acquiring of children or birth of a child. The employee shall have the responsibility of timely
torwarding to the employer all applications for enrollment hereunder. 1f the employee failed to make timely enrollment
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for his eligible dependents, the dependents are considered late envellees and not eligible for coverage under the Plaw
until the next open enrollment period, unless the dependent otherwise qualifies for a special enrollment during the Plan
year.

DEPENDENT(S) EFFECTIVE DATE

Eligible dependent(s), as described in Dependenifs) Fligibility, will become covered under the Plan on the later of the
dates listed below, provided the employee has envolled them in the Plan within thirty-one (31) days of meeting the
Plan’s eligibility requirements and any required contributions are made.

1. The date the employee's coverage becomes cffective.

2. The date the dependent is acquired, provided the employee has applied for dependent coverage within thirty-
one {31) days of the date acquired.

3 Newbomn children shall be covered from birth, provided the employee has applied for dependent coverage
within thirty-one (31) days of birth.

4, Coverage for a newly adopted or to be adopted child shall be effective on the date the child is placed for
adoption, provided the emplpyee has applied for deperdent coverage within thirty-one {31) days of the date
the child is placed for adoption.

SPECIAL ENROLLMENT PERIOD (OTHER COVERAGE)

An employee or dependent who did nol enroll for coverage under this Plan because he was covered under other group
coverage or had health insurance coverage al the lime he was initially eligible lor coverage under this Plan, may requesl
a special enrollment period il he is no longer eligible [or the other coverage. Special enrollment periods will be grantled
il the individual's loss of eligibility is due lo:

L. Termination of the other coverage {including exhaustion of COBRA benefits).

2. Cessation of employer contributions toward the other coverage.

3 Legal separation or divorce.

4. Termination of other employment or reduction in number of hours of other employment.

5. Death of dependent or spouse.

6. Cessation of other coverage because employee or dependent no longer resides or works in the service area and

no other benefit package is available to the individual.

7. Cessation of dependent status under other coverage and dependent is otherwise eligible under employee’s
Plan.

Notwithstanding any provision of the Plan to the contrary, all benefits received by an individual under any benefit
option, package or coverage under the Plan shall be applied toward any applicable maximum benefit paid by the Plan
for any one covered person for such option, package or coverage under the Plan, and also toward any applicable
maximum benefit under any other options, packages or coverages under the Plan in which the individual may
participate in the future.

The end of any extended benefits period, which has been provided due to any of the above, will also be considered a
loss of eligibility.

However, loss of eligibility does not include a loss due to failure of the individual to pay premiums or contributions on
a timely basis or termination of coverage for cause {such as making a fraudulent claim or an intentional
misrepresentation of a material fact in counection with the other coverage).
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The employee or dependent must request the special enrollment and enroll no later than thirty-one (31) days from the
date of loss of other coverage.

The effective date of coverage as the result of a special enrollment shall be the first day of the first calendar month
following the plan administrator's veceipt of the completed enrollment form.

SPECIAL ENROLLMENT PERIOD (DEPENDENT ACQUISITION)

An employee who is currently covered or not covered under the Plan, but who acquires a new dependent may request
a special entollment period for himself, it applicable, his newly acquired dependent and his spouse, if not already
covered under the Plan and otherwise eligible for coverage.

For the purposes of this provision, the acquisition of a new dependent includes:
- marriage
- birth of a dependent child
- adoption or placement for adoption of a dependent child

- legal guardianship ol a dependent child

a foster child being placed with the employee
The employee must request the special enrollment within thirty-one (31) days of the acquisition of the dependent.
The effective date ol coverage as the resull ol a special enrollment shall be:

L. in the case of marriage, the first day of the first calendar month following the plan administrator's receipt of
the completed enrollment form;

ra

in the case of a dependent’s birth, the date of such birth;
i in the case of adoption or placement for adoption, the date of such adoption or placement for adoption

4. in the case of legal guardianship, the date on which such child is placed in the covered emplopyee’s home
pursuant to a court order appointing the covered emplopee as legal guardian for the child;

5. in the case of a faster child being placed with the employee, on the date on which such child is placed with
the employee by an authorized placement agency or by judgement, decree or other order of a court of
competent jurisdiction.

SPECIAL ENROLLMENT PERIOD (CHILDREN'S HEALTH INSURANCE
PROGRAM (CHIP) REAUTHORIZATION ACT OF 2009)

The Plan intends to comply with the Children's Health Insurance Program Reauthorization Act of 2009.

An employee who is currently covered or not covered under the Plen may request a special enrollment period for
himself, if applicable, and his dependent. Special enrollment periods will be granted ift

I the individual's loss of eligibility is due to termination of coverage under a state children's health insurance
program or Medicaid; or,

2. the individual is eligible for any applicable premium assistance under a state children's health insurance
program or Medicaid.
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The employee or dependent must request the special enrollment and enroll no later than sixty {60) days from the date
of loss of other coverage or from the date the individual becomes eligible for any applicable premium assistance.

OPEN ENROLLMENT

QOpen enrellment is the period designated by the employer during which the employee may change benefit plans or
enroll in the Plan if he did not do so when first eligible or does not qualify for a special enrollment period. An open
enrollment will be permitted once in each calendar year as designated by the employer.

During this open enrollment period, an emplovee and his dependents who are covered under the Plan or covered under
any employer sponsored health plan may clect coverage or change coverage under the Plan for himsclf and his eligible
dependents. An employee must make written application (or electronie, if applicable) as provided by the employer
during the open enrollment period to change benefit plans.

The effective date of coverage as the result of an open encollment period will be the following January 1%

Except lor a status change listed below, the open enrollment period is the only lime an employee may change benelil
oplions or modily enrollment. Status changes include:

L. Change in fanuly stalus. A change in family slatus shall include only:
a. Change in employee’s legal marital status;
b. Change in number of dependents;
<. Termination or commencement of employment by the employee, spouse or dependent,
d. Change in work schedule;
e Dependent satisfies (or ceases to satisfy) dependent cligibility requirements;
f, Change in residence or worksite of employee, spouse or dependent.
2, Significant change in the cost of coverage under the employer's group medical plan.
3. Cessation of required contributions,
4. Taking or returning trom a leave of absence under the Family and Medical Leave Act of 1993,
5. Significant change in the health coverage of the emplapee or spouse attributable to the spouse’s employment.
6. A Special Enrollment Period as mandated by the Health Insurance Portability and Accountability Act of 1996.
7. A court order, judgment or decree.
3. Entitlement to Medicare or Medicaid, or enrollment in a state child health insurance program {CHIP).
9. A COBRA qualifying event.
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TERMINATION OF COVERAGE

Except as provided in the Plan's Continuation of Coverage {COBRA), will terminate on the earliest of the following
dates:

TERMINATION OF EMPLOYEE COVERAGE

I. The date the employer terminates the Plan and offers no other group health plan.

2. The last day of the month in which the employee ceasces to meet the eligibility requirements of the Plan.

3 The last day of the month in which employment terminates, as defined by the employer's personnel policies.
4. The date the employee becomes a full-time, active-duty member of the armed forces of any country.

5. The date the employee ceases to make any required contributions,

TERMINATION OF DEPENDENT(S) COVERAGE

L. The date the employer terminates the Plan and offers no other group health plan,
2. The date the employee’s coverage Lerminales.
3. The date such person ceases to meet the eligibility requirements of the Plan, except that for a dependent child,

termination shall be the last day of the month in which the dependent child reaches age twenty-six {26).

4, The date the employee ceases to make any required contributions on the dependent’s behalf,

5. The date the employee’s dependent spouse becomes a full-time, active-duty member of the armed forces of
any country.

6. The date the Plan discontinues dependent coverage for any and all dependents.

FAMILY AND MEDICAL LEAVE ACT (FMLA)

Eligible Leave

An employee who is eligible for unpaid leave and benefits under the terms of the Family and Medical Leave Act of
1993 (FMLA), as amended, has the right to continue coverage under the Plan for up to twelve (12) weeks, or (twenty-
six {26) weeks in certain circumstances). Emplopees should contact the employer to determine whether they are eligible
under FMLA.

Contributions

During this leave, the employer will continue to pay the same portion of the employee’s contribution for the Plan. The
employee shall be responsible to continue payment for eligible dependent's coverage and any remaining employee
contributions. Tf the covered employee tails 1o make the required contribution during a FMLA leave within thirty (30)
days after the date the contribution was due, the coverage will terminate effective on the date the contribution was due.

Reinstatement

If coverage under the Plar was terminated during an approved FMLA leave, and the employee renirns to active work
immediately upon completion of that leave, Plan coverage will be reinstated on the date the employee returns to active
work as if coverage had not terminated. provided the emplopee makes any necessary contributions and enrolls for
coverage within thirty-one (31) days of his return to active work.
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Repavment Requirement

The employer may requite employees who fail to return from a leave under FMLA to repay any contributions paid by
the employer on the employee's behalf during an unpaid leave. This repayment will be required only if the employee’s
failure to return from such leave is not related to a "serious health condition,” as defined in FMLA, or events beyond
the employee's control.

EMPLOYEE REINSTATEMENT

Employees and cligible dependents who lost coverage due to an approved feave of absence, lapoff, or tcrmination of
employment with the employer arc cligible for reinstatement of coverage as follows:

L. Remstatement of coverage is available to emplopees and dependents who were previously covered under the
Plun.
2. Rehire or return to active service must occur within ninety (90) days of the last day worked.

3. The employee must submit the completed application for enrollment to the employer within thirty-one (31)
days of rehire or return to work,

4. Coverage shall be ellective [rom the dale of rehire or return to work. Prior benefils and limitations, such as
deductible, Essential Health Benefits/non-Essential Health Benefits maximum benefit shall be applied with
no break in coverage.

1f the provisions of (1) through (3) above are not met, the Plan's provisions for eligibility and application for enrollment
shall apply.

An employee who returns to work more than ninety (90) days following an approved leave of absence, lavoff, or

termination of employment will be considered a new employee for purposes of eligibility and will be subject to all
eligibility requirements, including all requirements relating to the effective date of coverage.
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CONTINUATION OF COVERAGE

In order to comply with federal regulations, the Plan includes a continuation of coverage option for certain individuals
whose coverage would etherwise terminate. The following is intended to comply with the Consolidated Ommibus
Budget Reconciliation Act of 1985 (COBRA), as amended. This continuation of coverage may be commonly referred
to as "COBRA coverage™” or "continuation coverage."

The coverage which may be continued under this provision consists of health coverage. It docs not include life
insurance benefits, accidental death and dismemberment benefits, or income replacement benetits, Health coverage
includes medical and preseription drug benefits as provided under the Plan.

QUALIFYING EVENTS

Qualilying evenls are any one of the {ollowing evenls that would cause a cavered person 10 lose coverage under the
Plan or cause an increase in required conlributions, even il such loss of coverage or increase in required conlribulions
does not take ellecl immediately, and allow such person lo continue coverage beyond the dale described in Termination
of Coverage:

L. Death of the employee.

2, The employee’s termination of employment {other than termination for gross misconduct), or reduction in
work hours to less than the minimum required for coverage under the Plan. This event is referred to below as
an "18-Month Qualifying Event."

i Divorce or legal separation (rom the emplopee.

4. The employee's entitlement to Medicare benefits under Title XVIII of the Social Security Act if it results in
the loss of coverage under this Plan.

5. A dependent child no longer meets the eligibility requirements of the Plan.

NOTIFICATION REQUIREMENTS

L. When eligibility for continuation of coverage results from a spouse being divorced or legally separated from
a covered employee, or a child's loss of dependent status, the employee or dependent must submit a completed
Qualifying Event Notification form to the plan administrator {or its designee) within sixty (60) days of the

latest of:

a. The date of the event;

b. The date on which coverage under the Plas is or would be lost as a result of that event; or

€. The date on which the employee or dependent is turnished with a copy of this Plan Document and

Summary Plan Description.

A copy of the Qualifying Event Notification form is available from the plun administrator (or its designee).
In addition, the employee or dependent may be required Lo promptly provide any supporting documentation
as may be reasonably requested for purposes of verification. Failure to provide such notice and any requested
supporting documentation will result in the person forfeiting their rights to continuation of coverage under this
provision.

Within fourteen (14) days of the receipt of a properly completed Qualifying Event Notification, the plan
administrator (or its designee) will notify the employee or dependent of his rights to continuation of coverage,
and what process is required to elect continuation of coverage. This notice is referred to below as "Election
Notice.”
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2.

When eligibility for continuation of coverage resulis from any qualifying event under the Plan other than the
ones described in Paragraph 1 above, the plan administrator {(or its designes) will furnish an Election Notice
to the emplovee or dependent nol later than forty-four (44) days after the date on which the employee or
dependent loses coverage under the Plan due to the qualifying event.

In the event it is determined that an individual secking continuation of coverage {or extengion of continuation
coverage) is not ¢ntitled to such coverage, the plan administrator (or its designee) will provide to such
individual an cxplanation as to why the individual is not entitled to continuation coverage. This notice is
referred to here as the "Non-Eligibility Notice.” The Non-Eligibility Notiee will be furnished in accordance
with the same time frame as applicable to the fumishing of the Eleetion Notice.

In the event an Election Notice 1s furnished, the eligible employee or dependent has sixty (60) days to decide
whether to elect continued coverage. Each person who is described in the Election Notice and was covered
under the Plan on the day Lefore the qualifying event has the right to elect continuation of coverage on an
individual basis, regardless of family enrollment. Tf the emplayee or dependent chooses to have continuation
coverage, he must advise the plan administrator (or its designee) of this choice by remurning to the plan
administrator (or its designee) a properly completed Election Notice not later than the last day of the sixty
{60) day period. If the Election Notice is mailed to the plan administrator (or its designee), it must be
postmarked on or before the last day of the sixty (60) day period. This sixty {60) day period begins on the
later of the following:

a, The date coverage under the Plar would otherwise end; or
b. The date the person receives the Election Notlice (rom the plan administrator (or ils designee).

Within forty-five (45) days after the date the person notifies the plan administrator {or its designee) that he
has chosen to continue coverage, the person must make the initial payment. The initial payment will be the
amount needed to provide coverage from the date continued benefits begin, through the last day of the month
in which the initial payment is made. Thereafter, payments for the continuation coverage are to be made
monthly, and are due in advance, on the first day each month.

COST OF COVERAGE

The Plan requires that covered persons pay the entire costs of their continuation coverage, plus a two percent
(2%) administrative fee. Except for the initial payment {see above), payments must be remitted to the plan
administrator (or 1ts designee) by or betore the first day of each month during the continuation period. The
payment must be remitted on a timely basis in order to maintain the coverage in force.

For a person originally covered as an employee or as a spouse, the cost of coverage is the amount applicable
to an employee if coverage is continued for himself alone. For a person originally covered as a child and
continuing coverage independent of the family unit, the cost of coverage is the amount applicable to an
employee.

WHEN CONTINUATION COVERAGE BEGINS

When continuation coverage is elected and the initial payment is made within the time period required, coverage is
reinstated back to the date of the loss of coverage, o that no break in coverage oceurs, Coverage for dependents
acquired and properly enrolled during the continuation period begins in accordance with the enrollment provisions of
the Plan.

FAMILY MEMBERS ACQUIRED DURING CONTINUATION

A spousc or dependent child newly acquired during continuation coverage is eligible to be enrolled as a dependent.
The standard cnrollment provision of the Plan applics to enrollees during continuation coverage. A dependent acquired
and cnrolled after the original qualifying cvent, other than a child horn to or placed for adoption with a covered
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employee during a period of COBRA continuation coverage, is not €ligible for a separate continuation if a subsequent
event results in the person's loss of coverage.

EXTENSION OF CONTINUATION COVERAGE

I. In the event any of the following events occur during the period of continuation coverage resulting from an
I 8-Month Qualifying Event, it is possible for a dependent’s continuation coverage to be extended:

a. Death of the employee.
b. Divoree or legal separation from the employee.
C. The chuld’s loss of dependent status.

Written notice of such event must be provided by submitting a completed Additienal Extension Event
Notification form to the plan administrator (or its designee) within sixty (60) days of the latest of:

a. The date of that event;

b. The dale on which coverage under the Plan would be losi as a resull of thal evenl il the (irst qualilying
evenl had notl occurred; or

. The date on which the emplayee or dependent is furnished with a copy of the Plan Document and
Summary Plan Description.

A copy of the Additional Extension Event Notification form is available from the plan administrator (or its
designec). In addilion, the dependent may be required Lo promplly provide any supporling documentalion as
may be reasonably required [or purposes ol verilication. Failure lo properly provide the Addilional Exlension
Event Notilication and any requested supporting documentation will result in the person (orfeiling their righls
1o extend continualion coverage under this provision. In no event will any exlension of conlinualion coverage
extend beyond thirty-six {36) months from the later of the date of the first qualifving event or the date as of
which continuation coverage began.

Only a person covered prior to the original qualifying event, or a child born to or placed for adoprion with a
covered employee during a period of COBRA coverage may be eligible to continue coverage through an
extension of continuation coverage as described above. Any other dependent acquired during continuation
coverage is not eligible to extend continuation coverage as described above,

2. A person who loses coverage on account of an 18-Month Qualifying Event may extend the maximum period
of continuation coverage trom eighteen {18) months to up to twenty-nine {29) months in the event both of the
following occur:

(i) That person (or another person who is entitled to continuation coverage on account of the same 18-
Month Qualifying Event) is determined by the Social Security Administration, under Title IT or Title

XVI of the Social Security Act, to have been disabled before the sixdeth (60™) day of continuation
coverage; and

{ii.) The disability status, as determined by the Social Security Administration, lasts at least until the end
of the initial eighteen (18) month period of continuation coverage.

The digabled person {or his representative) must submit written proof of the Social Sceurity Administration's
disability determination to the plan administrator (or its designee) within the initial cighteen (18) month
period of continuation coverage and no later than sixty (60) days after the latest of:

{A) The date of the disability determination by the Social Security Administration;
(B The date of the 18-Month Qualifying Event;
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(C) The date on which the person loses (or would lose) coverage under the Plen as a result of the 18-
Month Qualifying Event; or

(D) The date on which the person is furnished with a copy of the Plan Document and Summary Plan
Description.

Should the disabled person fail to notify the plan administrator (or its designee) in writing within the time
frame deseribed above, the disabled person (and others entitled to disability extension on account of that
person) will then be entitled to whatever period of continuation he or they would otherwise be entitled to, if
any. The Plan may require that the individual pay one hundred and fifty percent (150°%) of the cost of
continuation coverage during the additional eleven (11) months of continuation coverage. In the event the
Social Security Administration makes a final determination that the individual 18 no longer disabled, the
individual must provide notice of that final determination no later than thirty {30) days after the later of:

a. The date of the final determination by the Social Security Administration; or
b. The date on which the individual is furnished with a copy of the Plan Document and Surmmary Plan
Description,

END OF CONTINUATION

Conlinualion of coverage under this provision will end on the earliest of the [ollowing dales:

L.

[

6.

Eighteen {18) months {or twenty-nine (29) months if continuation coverage is extended due to certain
disability status as described above) from the date continuation began because of an 18-Month Qualifying
Event or the last day of leave under the Family and Medical Leave Act of 1993,

Twenty-four (24) months from the date continuation began because of the call-up to military duty.

Thirly-six (36) months (rom the dale conlinuation began lor dependenis whose coverage ended because of the
death of the employee, divorce or legal separation from the employee, or the child’s loss of dependent status.

The end of the period for which contributions are paid if the covered person fails to make a payment by the
date specified by the plan administrator (or its designee). In the event continuation coverage is terminated
for this reason, the individual will receive a notice describing the reason for the termination of coverage, the
effective date of termination, and any rights the individual may have under the Plan or under applicable law
to elect an alternative group or individual coverage, such as a conversion right. This notice is referred to below
as an "Early Termination Notice."

The date coverage under the Plan ends and the emploper otfers no other group health benefit plan. In the
event continuation coverage is terminated for this reason, the individual will receive an Early Termination
Notice,

The date the covered person first becomes entitled, after the date of the eovered person’s original election of
continuation coverage, to Medicare benefits under Title XVIII of the Social Security Act. In the event
continuation coverage is terminated for this reason, the individual will receive an Early Termination Notice.

The date the covered person first becomes covered under any other employer’s group health plan after the
original date of the covered person's election of continuation coverage.

For the spouse or dependent child of a covered employee who becomes entitled to Medicare prior to the
spouse’s or dependent’s clection for continuation coverage, thirty-six (36) months from the date the covered
employee becomes entitled to Medicare.
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SPECIAL RULES REGARDING NOTICES

L. Any notice required in connection with continuation coverage under the Plar must, at minimum, contain
sufficient information so that the plen administrator (or its designee) is able to determineg from such notice
the employee and dependent(s) (if any), the qualifying event or disability, and the date on which the qualifying
event occurred.

[

In connection with continuation coverage under the Plan, any notice required to be provided by any individual
who is either the employee or a dependent with respect to the qualifying event may be provided by a
representative acting on behalf of the employee or the dependent, and the provision of the notice by one
individual shall satisty any responsibility to provide notice on behalf of all related cligible individuals with
respecet to the qualifying cvent.

3 As to an Election Notice, Non-Eligibility Notice or Early Ternunation Notice:

a. A single notice addressed to both the emplayee and the spouse will be sufficient as to both individuals
if, on the basis of the most recent information available to the Plan, the spouse resides at the same
location as the employee; and

b. A single notice addressed to the employee, or the spouse will be sufficient as to each dependent child
of the employee it, on the basis of the most recent information available to the Plan, the dependent
child resides at the same location as the individual to whom such notice is provided.

MILITARY MOBILIZATION

I an employee is called lor aclive duly by the Uniled States Armed Services {including the Coast Guard, the National
Guard or the Public Health Service), the employee and the employee’s dependent may conlinug their health coverages,
pursuant lo the Unilormed Services Employment and Reemployment Righis Act {USERRA).

When the leave is less than thirty-one (31) days, the employee and the employee’s dependent may not be required to
pay more than the employee's share, if any, applicable to that coverage. If the leave is thirty-one (31) days or longer,
then the plan administrator (or its designee) may require the employee and the emplayee’s dependent to pay no more
than one hundred and two percent (102%) of the full contribution.

The maximum length of the continuation coverage required under the Unitormed Services Employment and
Reemployment Rights Act {USERRA) is the lesser of:

1. Twenty-tour {24) months beginning on the day that the leave commences, or

2. A period beginning on the day that the leave began and ending on the day after the employee fails to return to
employment within the time allowed.

The period of continuation coverage under USERRA will be counted toward any continuation coverage period

concurrently available under COBRA. Upon return from active duty, the employee and the employee's dependent will
be reinstated without a waiting period, regardless of their election of COBRA continuation coverage,

PLAN CONTACT INFORMATION

Questions concerning the Plan, including any available continuation coverage, can be directed to the plan
administrator (or its designee).

ADDRESS CHANGES

In order to help ensure the appropriate protection of rights and benefits under the Plan, covered persons should keep
the plan administrator {(or its designee) informed of any changes to their current addresses.
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MEDICAL CLAIM FILING PROCEDURE

A “pre-service claim” is a claim for a Plan benefit that is subject to the prior certification rules, as described in the
section, Pre-Service Claim Procedure. All other claims for Plan benefits are “post-service claims™ and are subject to
the rules described in the section, Posi-Service Claim Procedure.

POST-SERVICE CLAIM PROCEDURE
FILING A CLAIM

Claims should be submitted to the claim administrator. The date of receipt will be the date the claim is received by
the claim administrator.

All claims submitted for benefits must contain all of the following:

L. All claims subnutied lor benelils must contain all of the lollowing:
a. Name of patient.
b. Patient’s date of birth.
<. Name of employee.
d. Address of employee.
e Name of employer and group number.
f, Name, address and tax identification number of provider,
1 Employee Trustmark Health Benefits, Inc. Member Identitication Number,
h. Date of service.
i Diagnosis and diagnosis code.
i Description of service and procedure number.
k. Charge for service,
I

The nature of the accident, infury o iflness being treated.

2. Timely Filing: All claims not submitted within twelve (12) months from the date the services were rendered
will be considered not timely file, will not be a covered expense and will he denied.

The covered person may ask the health care provider to submit the claim directly to the elaim administrator or 1o the
Preferved Provider Organization as outlined above, or the covered person may submit the bill with a claim form.
However, it is ultimately the covered person’s responsibility to make sure the claim for benefits has been filed.

NOTICE OF AUTHORIZED REPRESENTATIVE

The covered person may provide the plan administrator {ov its designee) with a written authorization for an authorized
representative to represent and act on behalf of a covered person and consent to the telease of information related to
the covered person 1o the authorized representative with respect to a claim for benefits or an appeal. Authorization
forms may be obtained from the Human Resources Department.

NOTICE OF CLAIM

A claim for benefits should be submitted to the claims administrator within ninety (90) calendar days after the
occurrence of commencement of any services by the Plan, or as soon thercafter as reasonably possible.
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Failure to file a claim within the time provided shall not invalidate or reduce a claim for benefits if: (1) it was not
reasonably possible to file a elaim within that time; and (2) that such claim was furnished as soon as possible, but no
later than twelve (12) months after the loss occurs or commences unless the claimant is legally incapacitated.

Notice given by or on behalf of a covered person or his beneficiary, if any, to the plan administrator or to any
authorized agent of the Plan, with information sufficient to identify the covered person, shall be deemed notice of
claim.

TIME FRAME FOR BENEFIT DETERMINATION

After a completed elaim has been submitted to the claims administrator, and no additional information is required, the
claims administrator will generally complete its determination of the claim within thirty {30) calendar days of reecipt
of the completed elaim unless an extension is necessary due to circumstanecs beyond the Plan’s control.

After a completed claim has been subnutted to the elefms administrafor, and if additional wnformacon is needed for
determination of the claim, the claims administrator will provide the covered person (or authorized representative)
with a notice detailing information needed. The notice will be provided within thirty (30) calendar days of receipt of
the completed claim and will state the date as of which the Plan expects to make a decision. The covered person will
have forty-five (45) calendar days to provide the information requested, and the Plan will complete its determination
of the claim within fifteen {15) calendar days of receipt by the claims administrator of the requested information.
Failure to respond in a timely and complete manner will result an adverse benefit deterntingation.

NOTICE OF ADVERSE BENEFIT DETERMINATION

It the claim for benefits is denied, the plar administrator {or its designee) shall provide the covered person (or
authorized representative) with a written Notice of Adverse Benefit Determination within the time frames described
immediately above,

The Notice of Adverse Benelil Determination shall include an explanation of the denial, including:

L. Information sufficient to identify the claim involved.
The specific reasons for the wdverse benefit determination, Lo include:
a. The denial code and its specific meaning, and
b. A description of the Plan’s standards, it any, used when denying the claim.
3 Reference to the Plan provisions on which the adverse benefit determination is based.
4. A description of any additional material or information needed and an explanation of why such material or
information is necessary.
A A description of the Plan’s claim appeal procedure and applicable time limits,
6. A statement that it the covered person’s appeal (Refer to Appealing an Adverse Benefit Determination on a

Post-Service Cluim below) is denied, the covered person has the right to bring a civil action under section 502
{a) of the Employee Retirement Income Security Act of 1974,

7. If an internal rule, guideline, protocol or other simular criterion was relied upon, the Notice of Adverse Benetit
Determination will contain either:
a A copy of that criterion, or
b. A statement that such criterion was relied upon and will be supplied free of charge, upon request.

8. If the adverse benefit determination was based on medical necessity, experimenial/investigationa treatment
or similar exclusion or limit, the plan administrator (or its designee) will supply either:
a An explanation of the scientific or clinical judgment, applying the terms of the Plan to the covered

person’s medical circumstances, or

b. A statement that such explanation will be supplied free of charge, upon request.
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APPEALING AN ADVERSE BENEFIT DETERMINATION ON A POST-
SERVICE CLAIM

A covered person, or the covered person’s authorized representative, may request a review of an adverse benefit
determination on a Post-Scrvice claim by making written request to the claims administrator within onc hundred
cighty (180) calendar days from receipt of notification of the adverse benefit determination and stating the reasons the
covered person fecls the claim should not have been denied,

The following describes the review process and rights of the eovered person for a full and fair review:

[

The covered persen has the right to submit documents, information and comments and to present evidence
and testimony.

The covered person has the right to access, free of charge, relevant information to the claim for benefits.

Before a final adverse benefit determination on appeal is rendered, the covered person will be provided, free
of charge, with any new or additional rationale or evidence considered, relied upon, or generated by the Plan
in comnection with the claim. Such information will be provided as soon as possible and sufficiently in
advance of the notice of final internal adverse benefit determination. However there could be circumstances
where the new or additional evidence or rationale could be received so late that it would be impossible to
provide to the covered person in time to have a reasonable opportunity to respond. In these circumstances,
the period for providing notice of final determination on appeal will be tolled until the eacliest of the following
dates:

a. The dale the eovered person responds lo the new or additional ralionale or evidence; or
b. Three (3) weeks [rom the dale the new or additional ralionale or evidence was mailed (o the covered
PeFson.

The review takes inlo account all information submilted by the covered person, even il il was nol considered
in the initial benetfit determination.

The review will not afford deference to the original adverse benefit determination.

The review will not be performed by:

a. The individual who originally denied the elaim, nor
b. Subordinate to the individual who originally denied the claim.

It the original adverse benefit determination was, in whole or in part, based on medical judgment:

a. The review will consult with a professional provider who has appropriate training and experience in
the field involving the medical judgment; and
b. The professional provider will be neither:

i. An individual who was consulted in conncction with the original adverse benefit
determination, nor

ii. A subordinate of any other professional provider who was consulted in connection with
the original adverse benefit determination.

If requested, the review will identify the medical or vocational expert(s) who gave advice in connection with
the original adverse benefit determination, whether or not the advice was relied upon.
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NOTICE OF BENEFIT DETERMINATION ON APPEAL

The plan administrator (or ils designee) shall provide the eovered person {or authorized representative) with a written
notice of the appeal decision within sixty (60) calendar days of receipt of a written request for the appeal.

If the appeal is denied, the Notice of Appeal Decision will contain an explanation of the Decision, including:

The speceific reasons for the adverse benefit determination.

Reference to specific Plan provisions on which the adverse benefit determination is based.

A statement that the covered person has the right to aceess, free of charge, relevant information to the claim

for benefits.

4. A statement of the covered person's right to request an external review of whether items or serviees are subject
to the requirements specified w numbers 1. through 6. in the Nonpreferred Provider subsection, under the
Preferred Provider or Nonpreferred Provider section, and a description of the process for requesting such a
review.

5. A slalement thal if the covered person’s appeal is denied, the covered person has the right 10 bring a civil
aclion under section 502 (a) ol the Employee Reliremenl Income Securily Acl ol 1974

6. If an internal rule, guideline, protocol or other similar ¢riterion was relied upon, the Notice of Appeal Decision
will contain either:

a. A copy of that criterion, or
b. A statement that such criterion was relied upon and will be supplied free of charge, upon request.

1. If the adverse benefit determination was based on medical necessity, experimental/investigational treatment

or similar exclusion or limit, the plan administrator (or its designee) will supply either:

a. An explanation of the scientific or clinical judgment, applying the terms of the Plan to the claimant’s
medical circumstances, or

b. A statement that such explanation will be supplied free of charge, upon request.

FOREIGN CLAIMS

W~

In the event a covered person incurs a covered expense in a foreign country, the covered person shall be responsible
for submitting the claim form, provider invoice and any documentation required to process the claim in the English
language to the claims administrator betore payment of any benefits due are payable.

PRE-SERVICE CLAIM PROCEDURE
CARE COORDINATION PROGRAM

To best assist covered persons with navigation of the healtheare system, this Plan includes a “Care Coordination
Program” provided by Quantum Health. The Care Coordination Program is intended to help covered persons better
understand their available health benefits, obtain quality healthcare and services in the most appropriate setting, reduce
unnecessary medical costs, and allow early identification of complex medical conditions using “Care Coordinators,”
“Medical Management Standards” and “Care Management.” The Care Coordinators are available to covered persons
and their providers for information, help, and guidance, and can be reached toll-free by calling Quantum Health’s Care
Coordinators ar 1-833-346-1478.

THE CARE COORDINATORS

Quantum Health provides a single point of contact through “Care Coordinators”™ or “Patient Service Representatives™
tor covered persons and providers to help the covered person with navigation through their individual healtheare
Jjourney. including, but not limited to:

L. Answering questions about cligibility, Plan benefits and coverage levels;
2. Locating providers based on network status and an individual covered person’s needs,
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i Outreaching to covered persons and educating them about the benefits of using preferred providers and other
resources available under this Plan,

4. Identifying and educating covered persons about availability of conumunity resources;

5. Initiating and coordinating referrals;

6. Tdentifying covered persons who may benefit from Care Management;

7. Facilitating pre-certification determinations as “pre-service” and concurrent care claims in accordance with
this Plan’s Medical Claim Filing Procedures®,

8. Advising on claim and appeal statug, how-to-understand explanations of benefits (“EOBs™) and health care
bills, and

9. Other general customer service functions on behalf of this Plan,

*As an added courtesy, if a covered person or provider inquirics about coverage for a service that would generally be
subjeet to a medical judgment review in a “post-scrvice elaim™ as defined under this Plgn, the Care Coordinators will
offer an opportunity for a “pe-determination,”  Pre-determinations are not considered “claims’™ under this Plan’s
Medical Claim Filing Procedures and are generally suggested for services being rendered in an office or an outpatiert
sefting where medical judgment may be involved and there is no pre-certification requirement under this Plan. This
allows the covered person and provider to beller estimale coverage levels lor services under this Plan prior Lo incurring
the expense and Lo provide the covered person wilh an opporiunily Lo seek and receive care (rom a preferred provider
or facility and maximize benelits under this Plan. To [ind oul il a polential service requires pre-ceriilicalion or is
eligible for a pre-delerminalion, the covered person should reach oul 1o the Care Coordinators at 1-833-346-1478.

If the covered persen has any guestions about their benetits under this Plan, they should reach out to
the Care Coordinators at 1-833-346-1478.

THE COVERED PERSON’S ROLE IN CARE COORDINATION

Covered persons play a vilal role in the Care Coordinatlion process. To maximize benslils available under this Plan,
the covered person should become familiar with and [ollow the Care Coordinalion processes oullined below and any
other applicable Plan provisions. Please note that failure to comply with requirements under this Plan can result
in significant benetit reductions, which may include penalties, higher copays and cost sharing, balance billing or
denials of coverage for certain services. When in doubt, contact the Care Coordinators at 1-833-346-1478.

l Use Preferved Providers where Possible to Reduce Qut-of-Pocket Costs,

This Plan offers a broad network of providers and the benefits under this Plan may be more gencerous when a
covered person receives services from a preferved provider (aka, “in-network™). To find in-network
providers, please visit the Plan’s website at www.mvCSUSAHealthPlan.com or call the Care
Coordinators at 1-833-346-1478. The section Schedule of Benefits and the Summary of Benefits and
Coverage (“SBC”) provided by the employer identifies the coverage differences between services provided
in-network and out-of-network. Generally, receiving services from nonpreferred providers (aka, “out-of-
network™) will result in increased financial responsibility and could result in balance billing by the provider
for many non-emergency services as otherwise explained in this Plan.

[

Designate an In-Network Primary Carve Physician.

While not required, to maximize benefits under this Plan and streamline the coordination of care,
covered persons are strongly encouraged to designate an in-network Primary Care Physician (PCP). A
successful healthcare joumey generally beging with a PCP who maintains a relationship with the covered
person, coordinates with the Plan and other providers and supplies ongoing general healtheare evaluation,
guidance, and care management.

Covered persons are encouraged to begin all healthcare events or inquiries with a call or visit to their
designated PCP. Because the PCP takes part in Care Coordination, they will help with submission of pre-
certitication requests and may receive updates from this Plan to enable the PCP to supply ongoing healthcare
guidance,
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If you have trouble finding a PCP, the Care Coordinators can supply a list of in-network PCPs based on
individual needs. Care Coordinators: 1-833-346-1478.

3. Understand what Serviees Require Pre-Certification.

Tao provide Care Coordination and to maximize benefits payable under this Plan, the following care, services,
and procedures must be authornized before they are provided (“pre-certification™) under tlus Plan’s Medical
Management Standards (also commonly referred to as utilization review).

Services Requiring Pre-Certification
{In-Network and Qut-of-Network)

Medical/Surgical Services Mental Health/Substance Use Disorder Services
s Inpatient Hospital Admissions {Inpatient) o Inpatient Hospital Admissions (Inpatient)
¢«  Skilled Nursing Facility Admissions {Inpatient) +  Residential Treatment Facility Admissions
s Hospice Care (Inpatient and Outpatient) {Inpatient)
¢ Organ, Tissue and Bone Marrow Transplants e Partial Hospitalizalion {Quipatient)
{(Inpatient) s Intensive Outpatient Services {Quipatient)

¢ QOuipatient Services provided in a Hospital Selling
{Outpatient)

s Ambulatory Surgical Facility (Outpatient)

s  Home Health (Qutpatient)

+  Diagnoslics MRI/MRA/PET { Quipatient)

¢ Genetic Testing (Quipatient)

¢« Oncology Services — Chemotherapy, Radiation and
Clinical Trials {Quipatient)

»  Dialysis (Quipatient)

e Durable Medical Equipment over $1,500
{Outpatient)

4. Understand the Pre-Certification Process.

a Timing of Request.

Pre-certification requests should be made to the Care Coordinators at least three business days before a
scheduled service, treatment, procedure, impatient admission or any other service requiring pre-certification
except in the following circumstances:

1. For an emergency medical condition hospital admission or eutpatient procedure, notification
to the Care Coordinators should be made on or before the next business day after the admission
or procedure.  For the purposes of this subsection only, emergency medical condition is
defined as a procedure that has not been previously scheduled and cannot be delayed without
harming the covered person’s health.

ii. Notification should be made upon a covered person’s identification as a potential organ or
tissue transplant recipient.

1ii. Maternity admission notifications should be submitted thirty (30) days betore the expected
delivery date.

b. Submission of a Request.
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6.

Covered persons are ultimately responsible for ensuring that all pre-certifications are approved
and on file prior to the provision of service to maximize benefits under this Plan. Most pre-
certification requests are submitted to the Care Coordinators by a designated PCP, other PCP, or other
healthcare provider via this Plan’s provider portal, facsimile or by calling the Care Coordinators:
1-833-346-1478 as listed on the back of the covered person’s identification card.

c. Evaluation of the Request.

Submitted pre-certification requests are considered pre-service claims and are reviewed to deternune 1if the
requested service is: {a) specifically covered or excluded under the terms of this Plen or (b) considered
experimental/investigational and (¢) 15 medically necessary wnder the Plan’s Medical Management
Standards discussed below. Depending on the request, the Care Coordinators may contact the requesting
provider and/or treating provider to obtain additional clinical nformation to support the request and will
suspend the claim for 45 days to allow the provider to send the information. At the end of the 45-day period,
the claim will be denied as an administrative demal if the information 1s not provided.

d. Ongoing Courses of Treatment.

Inpatient hospital stays, other institutional admissions, and ongoing courses of treatment are
regularly monitored by Quantum to evaluate continued medical necessity and appropriate level of
ongoing care or sile ol care, il necessary, under the Medical Management Slandards discussed below.
Quantum Health will communicale regularly with atlending providers, discharge planners of
[acililies, the eovered person and/or heir family (o monilor the covered person’s progress and expecl
and iniliate planning lor discharge needs.

If an already-approved course of reatment is reduced or terminated or is an engoing course of
treatment in a claim involving urgent care, the claim shall be treated as a concurrent care claim
under this Plan’s Medical Claim Filing Procedures. Otherwise, it shall be treated as a pre-service or
post-service claim as applicable.

Understand the Impact of Failure to Reguest Pre-Certification.

Failure to timely submit a pre-certification request will result in the amount of benetits payable for covered
expenses incurred reduced by fifty percent (50%). This reduction shall not apply when the agreement between
a preferred provider and preferved provider organization prohibits a reduction in benefits for failure to pre-
certify.

It Quantum Health declines to grant the full pre-certification requested, benefits for days not certitied as
medically necessary shall be denied.

Howaever, a eovered person will not be penalized for tailure to obtain pre-certitication if a prudent layperson,
who has an average knowladge of health and medicine, could reasonably expect that the absence of immediate
medical attention would jeopardize the lite or long-term health of the individual. Covered persons who receive
care on this basis should contact the Care Coordinators no later than two (2) business days after receiving care
or a hespital admittance.

Understand that Participation in the Program is not a Guarantee of Benefits.

Quantum Health strives to supply accurate and up-to-date information about previder network status, benetit estimates
and Plan coverage through the Program. However, engagement with the Care Coordinators for any reason, including
pre-determinations. is not a guarantee of benefits. Covered persons are still responsible for educating themselves on

the benefits available to them (under this Plan and as otherwise provided by the plar spensor, or by other community
resources).

Further, pre-certification approvals issued by Quantum Health mean that the medical condition, services, and care
settings meet the Medical Management Standards adopted by this Plen. The approvals do not guarantee that the service
will be a covered benefit at the time the claim is submitted for processing as a post-service claim, that the covered
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person is eligible for such benefits, that other benefit conditions such as copays, deductibles, coinsurance, or oul-of-
pocket limits have been satisfied or that the covered person will not be subject to balance billing where services are
provided by an out-of-network provider. Final determinations of coverage and eligibility for benefits are made by this
Plan when the claim is submitted for payment.

THE PLAN’S MEDICAL MANAGEMENT STANDARDS

Determinations involving medical judgment (i.e., experimental/investigational and medical necessify) that require
interpretation of clinical information are reviewed by a clinician under the terms of this Plan and the clinical review
criteria approved by the plan administrator. 11 the clinician is not able to justify coverage basced on the cstablished
criteria or no applicable eriteria is available, it is referred to a medieal director for review using the general elinical
review eriteria, medical dircetor eriteria or is referred to a *“Peer Reviewer.” A Peer Reviewer is a staff medical director
or an independent reviewer but will be a Doctor of Medicine or a Doctor of Osteopathic Medicine or in the same
licensure category as the ordering provider.

I an inilial adverse benefit determination 1s pending or issued by Quanium Health based on medical judgment, the
ordering provider may requesl a peer-lo-peer conversalion with lhe Peer Reviewer Lo discuss the determination and
supply more information that may support coverage. The peer-to-peer must be requested by the ordering provider prior
to the covered person (or authorized representative) filing an appeal under this Plan’s Medical Claim Filing
Procedures.

COMPLIANCE WITH THE MENTAL HEALTH PARITY AND
ADDICTION EQUITY ACT

The Menial Health Parity and Addiclion Equily Acl and regulalions issued thereunder ("MHPAEA™) generally require
that the Plan may not impose a financial requirsment or treatment limitation on any mental health disorder/substance
use disorder benefits offered under the Plan unless the requirement or treatment limitation meets certain requirements,
as documented by a comparative analysis.

Certain components of the Care Coordination Program, including the pre-certification and concurrent care review
requirements and the use of other “Medical Management Standards™ (medical judgment determinations of medical
necessity, medical appropriatencss and designation as experimental/investigational (reatment to make benefit
determinations) are generally considered non-quantitative treatment limitations (NQTL’s) under MHPAEA.

The Care Coordination Program is intended to be compliant with the MHAEA in its design and application because:

I. The Plan’s pre-certification and cencurrent care review and Medical Management Standards are reasonably
designed to detect or prevent fraud, waste and abuse,

2. The processes, strategies, evidentiary standards and other factors used to design the pre-certification,
concurrent care review and Medical Management Standards requirements for mental health disorder or
substance use disorder benefits in each classification are comparable to and no mors restrictive than those
processes, strategies, evidentiary standards, or other factors used to design the pre-certification, conecnrrent
care review and Medical Management Standards to substantially all of the medical and surgical benefits in
the same classitication as reflected above.

3. The clinical criteria applied by the Plan under the Medical Management Standards as written and in operation
for medical/surgical and mental health disorder/substunce use disorder benefits are generally recognized
independent professional medical or clinical standards (generally, InterQual, the Plan’s medical criteria and
Quantum Health medical director criteria consistent with generally accepted standards of care).

4. The Plan’s pre-certitication, concurrent cave review and Medical Management Standards, as written and in
operation, are not applied to mental health or substance use disorder benefits in any classification more
restrictively or more stringently than and are impartially applied comparably to the pre-certification,
concurrent care review and Medical Management Standards applied to substantially all medical/surgical
benefits in the same classificanon.
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NOTICE OF AUTHORIZED REPRESENTATIVE

The covered person may provide the plen administrator (or its designee) with a written authorization for an authorized
representative o represent and act on behalf of a covered person and consent to release of information related to the
covered person (o the authorized representative with respect to a claim for benefits or an appeal. Authorization forms
may be obtained from the Human Resource Department. Notwithstanding the foregoing, requests for pre-certification
and other pre-service claims or requests by a person or entity other than the covered person may be processed without a
written authorization if the request or claim appears to the plan administrator {or its designee) to come from a reasonably
appropriate and reliable source (e.g., physician’s office, individuals identifying themselves as immediate relatives, ete.).

TIME FRAME FOR PRE-SERVICE CLAIM DETERMINATION

1. In the event the Plan reecives from the covered person (or authorized representative) a communication that fails
to follow the pre-certification procedure as described above but communicates at least the name of the covered
person, a specific medical condition or symptom, and a specific treatment, service or product for which prior
approval is requested, the covered person (or the authorized representative) will be orally notified (and in writing
it requested), within five (5) calendar days of the failure of the proper procedure to be followed.

2. Aller a compleled pre-cerlificalion request [or non-urgenl care has been submilled 10 the Plan, and il no
addilional information is required, the Plan will generally complele ils determuinalion of the claim within a
reasonable period of lime, bul no later than [ifieen {15) calendar days [rom receipl of the request.

3, After a pre-certification request for non-urgent care has been submitted to the Plan, and if an extension of time
to make a decision is necessary due to circumstances beyond the control of the Plan, the Planr will, within fifteen
{15) calendar days from receipt of the request, provide the covered person (or authorized representative) with a
notice detailing the circumstances and the date by which the Plan expects to render a decision. If the
circumstances include a failure to submit necessary information, the notice will specitfically describe the needed
information, The covered person will have forty-five (45) calendar days to provide the information requestad,
and the Plar will complete its determination of the claim no later than fitteen {15) calendar days atter receipt by
the Plan of the requested information. Failure to respond in a timely and complete manner will result in an
adverse henefit determination.

CONCURRENT CARE CLAIMS

If an extension beyond the original certification is required, the envered person {or authorized representative) shall call
the BCBSMT/HCSC for continuation of certification.

I a covered person {or authorized representative) requests to extend a previously approved hospitalization or an
ongoing course of treatment, and;

a. The request involves non-urgent care, then the extension request must be processed within fifteen {15)
calendar days after the request was received.

b. The inpatient admission or ongoing course of treatment involves wrgent care, and

{i) The request is received at least twenty-four (24) hours before the scheduled end of a hospitalization or
course of treatment, then the request must be ruled upon, and the covered person (or authorized
representative) notified as soon as possible taking into consideration medical exigencies but no later
than twenty-four {24) hours after the request was received; or

{ii.) The request is reccived less than twenty-four (24) hours before the scheduled end of the
hospitalization or course of trecatment, then the request must be ruled upon, and the esvered person
{or authorized representative) notified as soon as possible but no later than seventy-two {72) hours
after the request was reccived; or
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{iii.) The request is received less than twenty-four (24) howrs hefore the scheduled end of the
hospitalization or course of treatmient and additional information is required, the covered person {(or
authorized representative) will be notified within twenty-four (24) hours of the additional information
requited. The covered person {or authorized representative) has forty-eight {(48) hours to provide
such information (may be oral unless written is requested). Upon amely response, the covered person
{or authonized representative) will be notified as soon as possible but no later than forty-cight (48)
hours after receipt of additional information. Failure to submit requested information timely will
result in an adverse benefit determination of such request.

It the Health Care Management Organization determines that the hospital stay or course of treatment should be
decreased or terminated before the end of the fixed number of days and/or treatments, or the fixed time period that was
previously approved, then the Health Care Management Orvganization shall:

L. Notify the covered persen of the proposed change, and
2. Allow the covered persen to file an appeal and obtain a decision, before the end of the fixed number of days

and/or treatments, or the fixed time period that was previously approved.

If, at the end of a previously approved hospitalization or course of treatment, the Health Care Management
Organization determines that continued corfinement is no longer medically necessary, additional days will not be
certitied. {Refer to Appealing an Adverse Benefit Determination of a Pre-Service Claim discussion below.)

NOTICE OF ADVERSE BENEFIT DETERMINATION ON A PRE-
SERVICE CLAIM

It a pre-certification request is denied in whole or in part, the plan administrator {or its designee) shall provide the
covered person (or authorized representative) with a written Notice of an Adverse Benefit Determination on a Pre-
Service Claim within the time frames above,

The Notice ot Adverse Benefit Determination on a Pre-Service Claim shall include an explanation of the denial,
including:

Information sufficient to identify the claim involved.

The speeitic reasons for the denial, to include:

a. The denial code and its specific meaning, and

b. A description of the Plan’s standards, it any, used when denying the claim.

Reference to the Plan provisions on which the adverse benefit determination is based.

4. A description of any additional material or information needed and an explanation of why such material or
information is necessary.

5. A description of the Plar’s claim appeal procedure and applicable time limits.

6. A statement that it the covered person’s appeal (Refer to Appealing an Adverse Benefit Determination on a
Pre-Service Claim below) 1s denied, the covered person has the right to bring a civil action under section 502
{a) of the Employee Retirement Income Security Act of 1974,

7. If an internal rule, guideline, protocol or other simular criterion was relied upon, the Notice of Adverse Benetit
Determination on a Pre-Service Claim will contain either:
a. A copy of that criterion, or
b. A statement that such criterion was relied upon and will be supplied free of charge, upon request.

8. If the adverse benefit determination was based on medical necessity, experimenial/investigationa treatment

or similar exclusion or limit, the plan administrator (or its designee) will supply either:

a An explanation of the scientific or clinical judgment, applying the terms of the Plan to the covered
person’s medical circumstances, or

b. A statement that such explanation will be supplied free of charge, upon request.

M=
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APPEALING AN ADVERSE BENEFIT DETERMINATION OF A DENIED
PRE-SERVICE CLAIM

A covered person (or authorized representative) may request a review of an Adverse Bencfit Determination of a Pre-
Scrvice claim by making a verbal or written request to the claims administrator within onc hundred cighty (180)
calendar days from receipt of notification of the adverse benefit determination and stating the rcasons the cevered
person tecls the elaim should not have been denicd. T the covered person (or authorized representative) wishes to
appeal the adverse benefit determination when the services in question have already been rendered, such an appeal
will be considered as a separate post-service claim. {Refer to Post-Service Claim Procedure discussion above.)

The following describes the review process and rights of the covered person for a full and fair review:
l. The covered person has the right to submit documents, information and comments and to present testimony.

The covered person has the right to access, free of charge, relevant information to the claim for benefits.

ba

i Before a final determination on appeal is rendered, the covered person will be provided, free of charge, with
any new or additional rationale or evidence considered, relied upon, or generated by the Plan in connection
with the claim. Such information will be provided as soon as possible and sufficiently in advance of the notice
of final internal determination to give the covered person an apportunity to respond. The period for providing
notice of final determination on appeal will be tolled until the earliest of the following dates:

a. The date the covered person responds to the new or additional rationale or evidence; or
b. Three (3) weeks from the date the new or additional rationale or evidence was mailed to the covered
person.

4. The review takes inlo account all information submilted by the covered person, even il il was nol considered
in the initial benelil delerminalion.

5. The review will not atford deference to the original adverse benefit determination.
6. The review will not be performed by:

a. The individual who originally denied the claim, nor
b. Subordinate to the individual who originally denied the claini.

7. If the original adverse benefit determination was, in whole or in part, based on medical judgment;

a. The review will consult with a professional provider who has appropriate training and experience in
the field involving the medical judgment,
b. The professional provider will be neither:

i An individual who was consulted in connection with the original adverse henefit
determination, nor

ii. A subordinate of any other professional provider who was consulted in connection with
the original adverse henefit determination.

8. If requested, the review will identify the medical or vocational expert(s) who gave advice in connection with
the original adverse benefit determination, whether or not the advice was relied upon.

CARE MANAGEMENT

Quantum Health’s Approach to Care Manarement

Quantum Health uses a primary nurse model for chronic condition as well as acute condiion management. This
enhanced approach supplies one nurse to address clinical needs for all chronic and acute issues.
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Our primary nurse model has three foundational drivers for change:

I. Humanistic: Help covered persons with acute and chronic needs by assigning a Personal Care Guide (PCG)
to the covered person and their family and a heightened attention to psychosocial issues that can negatively
affect health, quality of life and financial outcomes.

2. Clinical: Identify and prioritize covered persons in need of elinical outrcach. Improve adherence to quality
measures for preventive health and management of chronic conditions.
3 Financial: Identify and outreach to eovered persons at risk for future high costs while encouraging preventive

care and chronie condition management to improve health and reduce costs.

Initial Qutreach and Intake

During outrcach, the PCG will discuss the covered person’s trcatment, perform a physical asscssment, perform a
medication reconciliation to ensure there are no duplications or interactions, perform a depression screening with
subsequent referrals to EAP or in-network providers, as well as focus on the physical and emotional needs of the
covered person,

The PCG will 1ook at the covered person’s barriers Lo care and individual needs. In addilion (o the depression screening,
they will evaluale the covered person’s (inancial issues, knowledge deficils, and any cullural barriers.

The PCG nurse will consult with the covered person, their family (if requested), the attending physician, and other
members of the covered person’s treatment team to aid in facilitating/implementing proactive plans of care which
supply the most appropriate health care and services in a prompt, efficient and cost-effective manner. They help with
benefits, incidental health care issues, becoming healthier, finding resources or navigating an unexpected healtheare
journey.

Ongoing Support

Conversations with the covered person would occur at least monthly, if not more often, and continue until the covered
person’s health goals and needs are met.

The primary PCG nurse will align with the covered person and be the single point of contact them, their family and
caregivers, and providers, Each covered person’s journey is different, and the types of services provided by the PCG
will differ based on the condition managed and the needs of the individual covered person, but generally the PCG nurse
will:

L. Provide comprehensive benefit education/utilization support
2, Drive PCP designation and steerage to in-network providers

3, Encourage provider involvement

4. Deliver pre-certification help

5. Perform pre-admission, pre-discharge, and post-discharge engagement

6. Coordinate for utilization review and discharge planning

7. Identify gaps in care and alleviate clinical, financial, and humanistic barriers

3. Coordinate second opinions, drive utilization to other third-party vendor tools, and introduce commumnity
resources

9. Pertorm behavioral health screening.
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POST-SERVICE AND PRE-SERVICE CLAIM EXTERNAL APPEALS
PROCEDURE

EXTERNAL APPEAL

A covered person, or the covered person’s authorized representative, may request a review of an adverse benefit
determination appeal if the ¢laim determination involves medieal judgment or a rescission by making written request
to the claims administrator within four (4) months of reecipt of notification of the final intcrnal adverse bernefit
determination. Mcdical judgment includes, but is not limited to:

L. Medical necessity;

2. Appropriateness;

3, Experimental or investicational treatment;
4. Health care setting;

5. Level of care; and

6. Effectiveness of a covered expense.

It there is no corresponding date four (4) months after the date of receipt of such a notice, then the request must be
made by the first day of the fifth month following the receipt of the notice of final internal adverse benefit
determination. {Note: If the date of receipt of the notice is October 3 because there is no February 30, the request
must be filed by March 1, or the next day if March ¥ falls on a Saturday, Sunday or Federal holiday.}

RIGHT TO EXTERNAL APPEAL

Within five (5) business days of receipt of the request, the elaims administrator will pertorm a preliminary review of
the request to determine if the request is eligible for external review, based on confirmation that the final internal
adverse henefit determination was the result of:

L. Medical judgment; or
2. Rescission of coverage under this Plan.

NOTICE OF RIGHT TO EXTERNAL APPEAL

The plan administrator (or its designee) shall provide the covered person (or authorized representative) with a written
notice of the decision as to whether the claim is eligible for external review within one (1) business day after completion
of the preliminary review.

The Notice of Right to External Appeal shall include the following:

I The reason for ineligibility and the availability of the Employee Benefits Security Administration at
866-444-3272 if the request is complete but not eligible for external review.

2. If the request is incomplete, the information or materials necessary to make the request complete and the
opportunity for the covered person to perfect the external review request by the later of the following:

a The four {4) month filing period; or

b. Within the forty-eight {48) hour time period following the covered person’s receipt of notification.
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INDEPENDENT REVIEW ORGANIZATION

For external reviews by an Independent Review Organization (IRO), such IRO shall be accredited by URAC or a similar
nationally recognized accrediting organization and shall be assigned to conduct the external review. The assigned TRO
will timely notify the covered person in writing of the request’s eligibility and acceptance for external review.

NOTICE OF EXTERNAL REVIEW DETERMINATION

The assigned TRO shall provide the plan administrator (or its designee) and the cavered person {(or authorized
representative) with a written notice of the final external review decision within forty-five (45) days after receipt of the
external review request.

The Notice of Final External Review Decision from the TRQ is binding on the cevered person, the Plan and claims
administrator, cxeept 1o the extent that other remedies may be available under State or Federal law.

EXPEDITED EXTERNAL REVIEW

The plan administrator (or ils designee) shall provide the covered person (or authorized represenlalive) the righl Lo
requesl an expediled exlernal review upon the covered person’s receipl ol eilher ol the following:

L. An adverse benefit determination involving a medical condition for which the timeframe noted above for
completion of an internal appeal would seriously jeopardize the health or life of the covered person or the
covered person’s ability to regain maximum function and the covered person has filed an internal appeal
request.

ra

A final internal adverse benefit determination of benefits involving a medical condition for which the
timeframe for completion of a standard external review would seriously jeopardize the health or life of the
covered person or the covered person’s ability to regain maximum function or it the final internal adverse
benefit determinafion involves any of the following;

An admission,
Availability of care,
Continued stay, or

=S

A health care item or service for which the covered person received emergency services but has not
vet been discharged trom a facility.

Immediately upon receipt of the request for Expedited External Review, the Plan will do all of the following:

L. Perform a preliminary review to determine whether the request meets the requirements in the subsection, Right
to External Appeal.
2. Send notice of the Plan ‘s decision, as described in the subsection, Norice of Right to External Appeal.

Upon determination that a request is eligible for external review, the Plan will do all of the following:

1. Assign an TRO as described in the subsection, Independent Review Organization.

2. Provide all necessary documents or information used to make the adverse benefit determination or final
adverse benefit defermination to the IRO either by telephone, facsimile, electronically or other expeditious
method.

The assigned TRO will provide notice of final external review decision as expeditiously as the covered person’s medical
condition or circumstances require, but in no event more than seventy-two (72) hours after receipt of the expedited
external review request. The notice shall follow the requirements in the subsection, Notice of External Review
Determination. Tf the notice of the expedited external review determination was not in writing, the assigned TRO shall
provide the plan administrator {or its designee) and the eovered person (or authorized representative) written
confirmation of its decision within forty-cight (48) hours after the date of providing that notice.
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COORDINATION OF BENEFITS

The Coordination of Benefils provision is intended to prevent duplication of benefits. Tt applies when the covered
person is also covered by any Other Plan{s). When more than one coverage exists, one plan normally pays its benefits
in full, referred to as the primary plan. The Other Plan{s), referred to as secondary plan, pays a reduced benefit. When
coordination of benefits oceurs, the total benefit payable by all plans will not exceed one hundred percent {100%) of
"allowable cxpenscs.” Only the amount paid by this Plan will be charged against the Essential Health Benefits/non-
Essential Health Benefits maximum benefif.

The Coordination of Benefits provision applies whether or not a claim is filed under the Other Plan{s). If another plan
provides benefits in the form of services rather than cash, the reasonable value of the service rendered shall be deemed
the benefit paid.

DEFINITIONS APPLICABLE TO THIS PROVISION

"Allowable Expenses” means any reasonable, necessary, and cuslomary expenses fnenrred while covered under this
Plan, part or all of which would be covered under this Plan. Allowable Expenses do not include expenses contained
in the "Exclusions" sections of this Plan.

When this Plan is secondary, "Allowable Expense” will include any deductible or ceinsurance amounts not paid by
the Other Plan(s).

This Plan is nol ¢ligible 1o be elecled as primary coverage in lieu of aulomobile benelils. Paymenis [rom automobile
insurance will always be primary and this Plan shall be secondary only.

When this Plan is secondary, "Allowable Expense” shall not include any amount that is not payable under the primary
plan as a result of a contract between the primary plan and a provider of service in which such provider agrees to accept
a reduced payment and not to bill the covered person for the difference between the provider’s contracted amount and
the provider's regular billed charge.

"Other Plan” means any plan, policy or coverage providing benetits or services for, or by reason of medical, dental or
vision care. Such Other Planis) de not include tlexible spending accounts {FSA), health reimbursement accounts
{HRA), health savings accounts {HSA), or individual medical, dental or vision insurance policies. "QOther Plan” also
does not include Tricare, Medicare, Medicaid or a state child health insurance program (CHIP). Such Other Plan(s) may
include, without limitation:

L. Group insurance or any other arrangement for coverage for covered persons in a group, whether on an insured
or uninsured basis, including, but not limited to, Aespital indemnity benefits and hospitaf reimbursement-type
plans;

2, Hospital or medical service organization on a group basis, group practice, and other group prepayment plans

or on an individual basis having a provision similar in eftect to this provision;

3. A licensed Health Maintenance Organization {HMQ);

4. Any coverage for students which is sponsored by, or provided through, a school or other educational
mstitution;

5. Any coverage under a government program and any coverage required or provided by any statute;

4. Group automobile insurance;

7. Individual automobile insurance coverage;
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9.

10.

Individual automobile insurance coverage based upon the principles of "No-fault" coverage;

Any plan or policies funded in whole or in part by an employer, or deductions made by an employer from a
person's compensation or retirement benefits;

Labor/management trusteed, union welfare, employer organization, or employee benefit organization plans.

"This Plan" shall mean that portion of the employer's Plan which provides benefits that are subject to this provision.

"Claim Determination Period" means a calendar year or that portion of a calendar vear during which the covered person
for whom a claim is made has been covered under this Plan.

ORDER OF BENEFIT DETERMINATION

Except as provided below in Coordination with Medicare, each plan will make its ¢laim payment according to the first
applicable provision in the following list of provisions which determine the order of benefit payment:

L

ba

No Coordination of Benefits Provision

I the Other Plan contains no provisions [or coordination ol benelils, then its benelils shall be paid before all
Other Plan(s).

Member/Dependent

The plan which covers the claimant directly pays before a plan that covers the claimant as a dependent.

Dependeni Children of Parenls not Separaled or Divorced

The plan covering the parent whose birthday fmonth and day) occurs earlier in the year pays first. The plan
covering the parent whose birthday falls later in the year pays second. If both parents have the same birthday,
the plan that covered a parent longer pays first. A parent's year of birth is not relevant in applying this rule.

Dependent Children ot Separated or Divorced Parents

When parents are separated or divorced, the birthday rule does not apply, instead:

c. If a court decree has given one parent financial responsibility for the child's health care, the plan of
that parent pays first. The plan of the stepparent married to that parent, if any, pays second. The plan
of the other natural parent pays third. The plan of the spouse of the other natural parent, if any, pays
fourth.

d. In the absence of such a court decree, the plan of the parent with custody pays first. The plan of the
stepparent married to the parent with custody, it any, pays second. The plan of the parent without
custody pays third. The plan of the spouse of the parent without custody, it any, pays tourth.

Active/Inactive

The plan covering a person as an active (not laid off or retired) employee or as that person's dependent pays
first. The plan covering that person as a laid off or retired employee. or as that person's dependent pays second.

Longer/Shorter Length of Coverage

It none of the above rules determine the order of benefits, the plan covering a person longer pays first. The
plan covering that person for a shorter time pays scecond.
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COORDINATION WITH MEDICARE

Individuals may be eligible for Medicare Part A at no cost if they: {i) are age 65 or older, {ii) have been determined by
the Social Security Administration to be disabled, or (1ii) have end stage renal disease. Participation in Medicare Part
B and D is available to all individuals who make application and pay the full cost of the coverage.

I. When an employee becomes entitled to Medicare coverage {(due to age or disability) and is still actively at
work, the employee may continue health coverage under this Plan at the same level of benefits and
contribution rate that applied before reaching Medicare entitlement.

[

When a deperdent becomes entitled to Medicare coverage (due 1o age or disability) and the employee is still
actively at work, the dependent may continue health coverage under this Plan at the same level of benefits
and contribution ratc that applied before reaching Medicare entitlement.

3 It the employee and/or dependent are also enrolled in Medicare (due to age or disability), this Plan shall pay
as the primary plan. If, however, the Medicare enrollment is due to end stage renal disease, the Plan s primary
payment obligation will end at the end of the thirty {30) month “coordination period™ as provided in Medicare
law and regulations. If the employee and/or dependent does not elect Medicare but 1s otherwise eligible due
to end stage renal disease, benefits will be paid as if Medicare has been elected and this Plar will pay
secondary benefits upon completion of the thirty (30) month “coordination period.”

4, Notwithstanding Paragraphs [ to 3 above, if the emploper {including certain atfiliated entities that are considered
the same employer for this purpose) has fewer than one hundred (100) employees, when a covered dependent
becomes entilled o Medicare coverage due lo fotal disability, as determined by the Social Securily
Administration, and the employee is actively-al-work, Medicare will pay as (he primary payer [or claims ol the
dependent and this Plan will pay secondary.

5. If the employee and/or dependent clect to discontinue health coverage under this Plar and enroll under the
Medicare program, no benefits will be paid under this Plan. Medicare will be the only payor.

This section 18 subject to the terms of the Medicare laws and regulations. Any changes in these related laws and
regulations will apply to the provisions of this section.

LIMITATIONS ON PAYMENTS

In no event shall the covered person recover under this Plan and all Other Plan(s) combined more than the total
Allowable Expenses offered by this Plan and the Other Plan{s). Nothing contained in this section shall entitle the
covered person to benetits in excess of the total Essenfial Health Benefits/non-Essential Health Benefits maximum
henefit of this Plan during the claim determination period. The covered person shall refund to the emploper any excess
it may have paid.

RIGHT TO RECEIVE AND RELEASE NECESSARY INFORMATION

For the purposes of determining the applicability of and implementing the terms of this Coordination of Benefits
provision, the Plen may, without the consent of or notice to any person, release to or obtain from any insurance
company or any other organization any information, regarding other insurance, with respect to any covered person.
Any person claiming benefits under this Plan shall furnish to the employer such information as may be necessary to
implement the Coordination of Benefits provision.

FACILITY OF BENEFIT PAYMENT

Whenever payments which should have been made under this Plan in accordance with this provision have been made
under any Other Plan, the employer shall have the right, exercisable alone and in its sole discretion, to pay over to any
organization making such other payments any amounts it shall determine to be warranted in order to satisfy the intent
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of this provision. Amounts so paid shall be desmed (o be benefits paid under this Plar and, to the extent of such
payments, the employer shall be fully discharged from liability.

AUTOMOBILE ACCIDENT BENEFITS

The Plan’s liability for expenses arising out of an automobile accident shall always be secondary to any automobile
insurance, irrespective of the type of automobile insurance law that is in effect in the covered person's state of residence.
Currently, there are three (3) types of state automobile insurance laws,

1. No-fault automobile insurance laws
2. Financial responsibility laws
3. Other automobile liability insurance laws

No Fault Automobile Tnsurance Laws. In no event will the Plan pay any claim presented by or on behalf of a covered
person for medical benetits that would have been payable under an automobile insurance policy but for an election
made by the principal named insured under the automobile policy that reduced covered levels and/or subsequent
premium, This is intended to exclude, as a covered expense, a covered person's medical expenses arising from an
automobile accident that are payable under an automobile insurance policy or that would have been payable under an
automobile insurance policy but for such an election,

1. In the evenl a covered person incurs medical expenses as a resull ol injuries suslained in an aulomobile
accident while “covered by an automobile insurance policy,” as an operator of the vehicle, as a passenger, or
as a pedestrian, benefits will be further limited to medical expenses, that would in no event be payable under
the automobile insurance; provided however that benefits payable due to a required deductible under the
automobile insurance policy will be paid by the Planr up to the amount equal to that deductible.

[

For the purposes of this section the following people are deemed “covered by an automobile insurance policy.”

a An owner or principal named nsured individual under such policy.
b. A family member of an insured person for whom coverage is provided under the terms and conditions

of the automobile insurance policy.

o

Any other person who, except for the existence of the Plan, would be eligible for medical expense
benefits under an automaobile insurance policy.

Financial Responsibility Laws. The Plan will be secondary to any potentially applicable automabile insurance even if
the state’s “financial responsibility law” does not allow the Plan to be secondary.

Other Automobile Liabilicy Insurance. If the state does not have a no-fault automobile insurance law or a “financial
responsibility” law, the Plan is secondary to automobile insurance coverage or to any other person or entity who caused
the aecident or who may be liable for the covered person’s medical expenses pursuant to the general rule for
Subrogation/Reimbursement.
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SUBROGATION/REIMBURSEMENT

The Plan is designed to only pay covered expenses for which payment is not available from anyone ¢lse, inchuding any
insurance company or another health plan. Tn order to help a covered person in a time of need, however, the Plan may
pay covered expenses that may be or become the responsibility of another person, provided that the Plan later receives
reimbursement for those payments (hereinafter called “Reimbursable Payments™).

Therefore, by enrolling in the Plan, as well as by applying for pavment of covered expenses, a covered person 18 subject
to, and agrees to, the following terms and conditions with respeet to the amount of covered expenses paid by the Plan:

L.

Assignment of Rights {Subrogation). The covered person automatically assigns to the Plan any rights the
covered person may have to recover all or part of the same covered expenses Trom any party, including an
insurer or another group health program (except flexible spending accounts, health reimbursement accounts
and health savings accounts), but limited to the amount of Reimbursable Payments made by the Plan. This
assignment includes, without limitation, the assignment of a right to any funds paid by a third party to a
covered person or paid to another for the benefit of the covered person. This assignment applies on a first-
dollar basis {7.¢., has priority over other rights), applies whether the funds paid to {or for the benefit of) the
covered person constitute a full or a partial recovery, and even applies to funds actually or allegedly paid for
non-medical or dental charges, attorney fees, or other costs and expenses. This assignment also allows the
Plan to pursue any claim that the covered person may have, whether or not the covered person chooses to
pursue that claim, By this assignment, the Plagn s right to recover from insurers includes, withourt limitation,
such recovery rights against no-fault auto insurance carriers in a situation where no third party may be liable,
and from any uninsured or underinsured motorist coverage,

Equilable Lien and other Equilable Remedies. The Plan shall have an equilable lien against any rights the
covered person may have lo recover lhe same covered expenses [rom any parly, including an insurer or another
group healih program, bul limited Lo the amount ol Reimbursable Payments made by the Plan. The equilable
lien also attaches to any right to payment from workers’ compensation, whether by judgment or settlement,
where the Plan has paid covered expenses prior to a determination that the covered expenses arose out of and
in the course of employment. Payment by workers’ compensation insurers or the employer will be deemed to
mean that such a determination has been made.

This equitable lien shall also attach to any money or property that is obtained by anybody {(including, but not
limited to, the covered person, the covered person’s attorney, andfor a trust) as a result of an exercise of the
covered person’s rights of recovery (sometimes referred to as “proceeds™). The Plan shall also be entitled to
seek any other equitable remedy against any party possessing or controlling such proceeds. At the discretion of
the plan administrator, the Plan may reduce any future covered expenses otherwise available to the covered
person under the Plan by an amount up to the total amount of Reimbursable Payments made by the Plan that 1s
subject to the equitable lien.

This and any other provisions of the Plan concerning equitable liens and other equitable remedies are intended
to meet the standards for enforcement under ERISA that were enunciated in the United States Supreme Court’s
decision entitled, Great-West Life & Annuity Insurance Co. v. Knudson, 534 US 204 (2002). The provisions
of the Plun concerning subrogation, equitable liens and other equitable remedies are also intended to supercede
the applicability of the federal common law doctrines commonly referred to as the “make whole™ mule and the
“common fund” rule.
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i Assisting in Plan’s Reimbursement Activities. The covered person has an obligation to assist the Plan to
obtain reimbursement of the Reimbursable Payments that it has made on behalf of the covered person, and to
provide the Plan with any information concerning the covered person’s other insurance coverage {(whether
through automobile insurance, other group health program, or otherwise) and any other person or entity
{(including their insurer(s)) that may be obligated to provide payments or benefits to or for the benefit of the
covered person. The covered person is required to (a) cooperate fully in the Plan’s (or any Plan fiduciary’s)
enforcement of the terms of the Plan, including the exercise of the Plan’s right to subrogation and
reimbursement, whether against the covered person or any third party, {(b) not de anything to prejudice those
enforcement efforts or rights (such as settling a claim against another party without including the Plan as a
co-payce for the amount of the Reimbursable Payments and notifying the Plan), (¢) sign any document deemed
by the plan administrator o be relevant to proteeting the Plan’s subrogation, reimbursement or other rights,
and (d) provide relevant information when requested.  The term “information™ includes any documents,
insurance policies, police reports, or any reasonable request by the plan administrator or claims administrator
to enforee the Plan’s rights.

The plan administrator has delegaled lo (he elaims administrator [or medical claims the right (o perform minisierial
[unctions required Lo asserl the Plan's rights with regard 10 such claims and benelits; however, the plan administrator
shall relain discretionary authorily with regard 1o asserting the Plan's recovery righls.
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GENERAL PROVISIONS

ADMINISTRATION OF THE PLAN

The Plan is administered through the Human Resources Department of the employer. The employer is the plan
administrator. The plan administrator shall have full charge of the operation and management of the Plan. The
employer has retained the services of an independent claims administrator experienced in claims review.

The employer is the named fiduciary of the Plan. The employer maintaing diserctionary authority to interpret the
terms of the Plan, including but not limited to, determination of cligibility for and entitdement to Plan benefits in
accordance with the terims of the Plan. Any interpretation ot determination made pursuant to such diserctionary
authority shall be given full foree and effeet unless it can be shown that the interpretation or determination was arbitrary
and capricious.

APPLICABLE LAW

All provisions of the Plan shall be construed and administered in a manner consistent with the requirements under the
Employee Retirement Income Security Act of 1974 {ERISA), as amended.

ASSIGNMENT

Coverage and the covered person’s rights under this Plan may nol be assigned. A direclion lo pay a provider 1s nol an
assignment of any righl under this Plan or ol any legal or equilable right 1o inslitule any courl proceeding.

Payment of Benefits

Benefits will be processed as soon as the necessary proof to support the claim is received. Written proof must be
provided for all benefits, All covered health benefits are payable to the covered person. However, the Plan has the
right to pay any health benefits to the service provider. This will be done unless the covered person has told the claims
administrator otherwise by the time the covered person tiles the claim and a reasonable amount of time for the claims
administrator to process the covered person’s request,

Preferved providers normally bill the Plan directly. If services, supplies or treatments have been received from such a
provider, benefits are antomaltically paid to that provider. The covered person’s portion of the negotiated rate, after

the Plan's payment, will then be billed to the covered person by the preferred provider.

The Plar will pay benefits to the responsible party of an alfernate recipient as designated in a Qualified Medical Child
Support Order (QMCSO) or National Medical Support Notice (NMSN).

Additional Provisions
The Plan’s, Plan Sponsor’s, or claim processor’s failure to implement or insist upon compliance with any provision

of this Pfen at any given time or times, shall not constitute a waiver of the right to implement or msist upon
compliance with that provision at any other time or times.

BENEFITS NOT TRANSFERABLE

Except as otherwise stated herein, no person other than an eligible covered person is entitled to receive benefits under
the Plan. Such right to benefits is not transferable.
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CLAIM EDITS

Claim edits derived from nationally recognized standards, including but not limited to: CPT, HCPCS, ICD-10 and
modifiers, may be applied to covered expenses 1o ensure appropriate valid code relationships and to identify bundling
and unbundling scenarios. As a result, covered expenses may be reduced.

CLERICAL ERROR

No clerical ervor on the part of the emplover or claims administrator shall operate to defeat any of the rights, privileges,
services, or benefits of any employee or any dependent(s) hereunder, nor create or continue coverage which would not
otherwise validly become effective or continue in force hereunder. An equitable adjustment of contributions and/or
benefits will be made when the error or delay is discovered. However, if more than six {6) months has elapsed prior o
discovery of any crror, any adjustment of contributions shall be waived. No party shall be liable for the failure of any
other party to perform.

CONFORMITY WITH STATUTE(S)

Any provision of the Plan which is in conflict with statutes which are applicable to the Plan is hereby amended to
conform to the minimum requirements of said stature(s).

EFFECTIVE DATE OF THE PLAN

The effective date ol the modilicalions conlained herein is January 1, 2026,
FRAUD OR INTENTIONAL MISREPRESENTATION

If the covered person or anyone acting on behalf of a covered person makes a false statement on the application for
enrollment, or withholds information with intent to deceive or affect the acceptance of the enrollment application or
the risks assumed by the Plen, or otherwise misleads the Plan, the Plan shall be entitled to recover its damages,
including legal fees, from the covered person, or from any other person responsible for misleading the Pfan, and from
the person for whom the benefits were provided. Any fraud or intentional misrepresentation of a material fact on the
part of the covered persen or an individual seeking coverage on behalf of the individual in making application for
coverage, or any application for reclassitication thereof, or for service thereunder is prohibited and shall render the
coverage under the Plar null and void.

PROHIBITIONS ON RESCISSION

The Plan will not rescind Plas coverage (i.e., cancel or discontinue coverage retroactively) with respect to a covered
person, except in the case where the covered person (or an individual seeking coverage on behalt of the covered person)
has performed an act or practice that constitutes fraud or makes an intentional misrepresentation of a material fact. The
Plan will provide thirty (30) days advance written notice to each such covered persor who would be affected before
such coverage is rescinded. Notwithstanding the foregoing, the Plan may still cancel or discontinue coverage effective
retroactively to the extent it is attributable to a failure to timely pay required premiums or contributions towards the
cost of coverage. Nothing in this Scction will prohibit the Plan from cancelling or discontinuing such coverage
prospectively for any reason provided under the Plen.

FREE CHOICE OF HOSPITAL AND PHYSICIAN

Nothing contained in the Plan shall in any way or manner restrict or interfere with the right of any person entitled to
benefits hereunder o select a hospifal or to make a free choice of the attending physician or prafessional provider.
However, benefits will be paid in accordance with the provisions of the Plan, and the covered person will have higher
out-of=pocket expenses if the covered person uses the services of a nonpreferred provider.
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INCAPACITY

If, in the opinion of the employer, a covered person for whom a claim has been made is incapable of furnishing a valid
receipt of payment due him and in the absence of written evidence to the Plan of the gualification of a guardian or
personal representative for his estate, the employer may on behalf of the Plan, at his discretion, make any and all such
payments to the provider of services or other person providing for the care and support of such person. Any payment
50 made will constitute a complete discharge of the Plan's obligation to the extent of such payment.

INCONTESTABILITY

All statements made by the employer or by the employee covered under the Plan shall be deemed representations and
not warranties. Such statements shall not void or reduce the benefits under the Plan or be used in defense to a claim
unless they are contained in writing and signed by the employer or by the covered person, as the case may be. A
statement made shall not be used in any legal contest unless a copy of the instrument containing the statement is or has
been furnished to the other party to such a contesr,

INFORMATION AND RECORDS

You agree that it is your responsibility to insure that any provider, other Blue Cross and Blue Shield Plan, insurance
company, employee benelil associalion, governmenl body or program, any other person or enlily, having knowledge
ol or records relating (o (a) any illness or injury lor which a claim or ¢laims lor benelils are made under the Plan, (b)
any medical history which might be pertinent o such illness, injury, claim or claims, or (¢) any benefils or indemnily
on account ol such illness or injury or on account of any previous illness or injury which may be perlinent lo such claim
or claims, (urnish Lo the elaim administrator or 11s agent, and agree thal any such provider, person or olher enlily may
furnish 1o the claim administrator or ils agenl, al any lime upon ils requesl, any and all information and records
{(including copies of records) relating to such illness, injury, claim or claims. In addition, the claim administrator may
furnish similar information and records {or copies of records) to providers, Blue Cross and Blue Shield Plans, insurance
companies, governmental bodies or programs or other entities providing insurance-type benefits requesting the same.
It is also your responsibility to furnish the claim administrator and/or your employer or group administrator
information regarding your or your dependents becoming eligible for Medicare, termination of Medicare eligibility or
any changes in Medicare eligibility status in order that the claim administrator be able to make claim payments in
accordance with MSP laws,

LEGAL ACTIONS

The decision by the plan admiinistrator/clains administrator on review will be final, binding, and conclusive, and will
be afforded the maximum deference permitted by law. All claim review procedures provided for in this Plan Document
must be exhausted before any legal or equitable action is brought. Notwithstanding any other state or federal law, any
and all legal actions to recover benefits, whether against the Plan, plan administrator/claims administrator, any other
person or fiduciary, or their employees, must be filed within one (1) year from the date all claim review procedures
provided for in this Plan Document have been exhausted.

REIMBURSEMENT PROVISION

Notwithstanding anything to the contrary undcer this Plan document, if a cavered person incurs expenses tor illness or
injury that occurred due to negligence of a third party and benetits are provided tor covered services described in this
Plun, the covered person agrees:

a. the claim administrator has the rights to reimbursement for all benefits the claim administrator provided from
any and all damages collected from the third party for those same expenses whether by action at law, settlement,
or compromise, by the covered persen or their legal representative as a result of illness or injury, in the amount
of the total covered expenses or provider’s claim charge for covered services for which the claim administrator
has provided benefits to the covered person, reduced by any nerwork adjustments or other adjustments (e.g.,
Average Discount Percentuge (“ADD™)) applicable to the covered person’s claim or claims.
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b. the claim administrator is assigned the right to recover from the third party, or his or her insurer, to the extent
of the benefits the claim administrator provided for that illness or injury.

The claim administrator shall have the right to first reimbursement out of all funds the covered person, or their legal
representative, are or were able to obtain for the same expenses for which the claim administrator has provided benefits
as a result of that #Iness or injury.

The covered person is required to furnish any information or assistance or provide any documents that the claim
administrafor may reasonably require in order to obtain our rights under this provision. Tlus provision applies whether
or not the third party admits liability. (See provisions of this Plan regarding “Claim Adminisirator s Separate Finaneial
Arrangements with Providers.™)

LIMITS ON LIABILITY

Liability hereunder is limited to the services and benefits specified, and the employer shall not be liable for any
obligation of the covered person incurred in excess thereof, The employer shall not be liable for the negligence,
wronglul acl, or omission ol any physician, professional provider, hospital, or olher instilulion, or their employees, or
any other person. The liability ol the Plan shall be limiled Lo the reasonable cosl of covered expenses and shall nol
include any liability for sullering or general damages.

LOST DISTRIBUTEES

Any benelil payable hereunder shall be deemed lorleiled il the plan administrator is unable 1o locale the covered
person 1o whom payment is due, provided, however, that such benefits shall be reinstated if a claim is made by the
covered person for the forfeited benefits within the time prescribed in the applicable Claim Filing Procedure section of
this document.

MEDICAID ELIGIBILITY AND ASSIGNMENT OF RIGHTS

The Plan will not take into account whether an individual is eligible for, or is currently receiving, medical assistance
under a state plan for medical assistance as provided under Title XIX of the Social Security Act {"State Medicaid Plan™)
gither in enrolling that individual as a covered persen or in determining or making any payment of benefits to that
individual. The Plan will pay benefits with respect to such individual in accordance with any assignment of rights
made by or on behalf of such individual as required under a state Medicaid plan pursuant to § 1912(a) 1) A) of the
Social Security Act. To the extent payment has been made to such individual under a state Medicaid Plan and this Plan
has a legal liability to make payments for the same services, supplies or treatment, payment under the Plan will be
made in accordance with any state law which provides that the state has acquired the rights with respect to such
individual to payment for such services, supplies or treatment under the Plan.

PHYSICAL EXAMINATIONS REQUIRED BY THE PLAN

The Plan. at its own expense, shall have the right to require an examination of a person covered under the Plen when
and as often as it may reasonably require during the pendency of a claim.

PLAN IS NOT A CONTRACT

The Plan shall not be deemed to constitute a contract between the employer and any employee or to be a consideration
for, or an inducement or condition of, the employment of any employee. Nothing in the Plan shall be deemed to give
any employee the right to be retained in the service ot the employer or to intertere with the right of the employer to
terminate the employment of any emplopee at any time,
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PLAN MODIFICATION AND AMENDMENT

The employer may modify or amend the Plan from time to time at its sole discretion, and such amendments or
modifications which affect covered persons will be communicated to the covered persons. Any such amendments
shall be in writing, setting forth the modified provisions of the Plan, the effective dute of the modifications, and shall
be signed by the employer's designee.

Such modification or amendment shall be duly incorporated in writing into the master copy of the Plan on file with the
employer, or a written copy thereof shall be deposited with such master copy of the Plan. Appropriate filing and
reporting of any such modification or amendment with governmental authoritics, if applicable, and to covered persons
shall be timely made by the employer.

PLAN TERMINATION

The employer reserves the right to terminate the Plan at any time, Upon termination, the rights of the covered persons
1o benelils are limited o claims imeurred up 1o the dale of lerminalion. Any lermination of the Plan will be
communicaled Lo the covered persons.

Upon termination of this Plan, all claims incarred prior to termination, but not submitted to either the employer or
claims administrator within three (3) months of the effective date of termination of this Plan, will be excluded from
any benefit consideration.

PRIOR PLAN COVERAGE

Employees and dependents who are covered under the employer's prior plan as of the day immediately prior to the
effective date of this Plan shall be covered hereunder, provided they have elected coverage under this Plan. Employees
who have not satisfied the prier plan’s waiting period shall become effective under this Plan upon completing the
waiting period of the prior plan.

PRONOUNS

All personal pronouns used in the Plaa shall include either gender unless the context ¢learly indicates to the contrary,

RECOVERY FOR OVERPAYMENT

It this Plan pays benetits for eovered expenses incurred by you or your dependents and it is found that the payment
was more than it should have been, or it was made in error (“Overpayment™), this Plan or the claim administrator has
the right to obtain a retund of the Overpayment amount from: (1) the person to, or for whom, such benefits were paid,
or (ii) any insurance company ot plan, or (iii) any other persons, entities, or organizations, including, but not limited to
preferred providers or nonpreferred providers.

If no refund is received, this Plan and/or Blue Cross and Blue Shield {in its capacity as insurer or administrator) has
the right to deduct any refund for any Overpayment due up to an amount equal to the Overpayment, from:

a. Any future benefit payment made to any person or entity under this Plan, whether for the same or a
different member; or

b. Any future benefit payment made to any person or entity under another Blue Cross and Blue Shield
administered ASO benefit program; or

c. Any future benefit payment made to any person or entity under another Blue Cross and Blue Shield
insured group benefit plan or individual policy; or

d. Any future benetit payment, or other payment, made to any person or entity; or

2]

Any future benetit payment owed to one or more preferved providers or nonpreferred providers.
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Further, the claim administrator has the right to reduce your benefit plan’s payment to a Provider by the amount
necessary to recover another Blue Cross and Blue Shield’s plan Overpayment to the same Provider and to remit the
recovered amount to the other Blue Cross and Blue Shield’s plan.

REIMBURSEMENT PROVISION

Notwithstanding anything to the contrary under this Plan document, if a covered person incurs expenses for illness or
injury that occurred due to negligence of a third party and benefits are provided for covered services deseribed in this
Plan, the covered person agrees:

L. the claims administrator has the rights to reimbursement for all benefits the claims administrator provided
from any and all damages collected from the third party for those same expenses whether by action at law,
settlement, or compromise, by the covered person or their legal representative as a result of illness or injury,
in the amount of the total covered expenses or provider’s claim charge for covered services for which the
claims administrator has provided benefits to the covered person, reduced by any network adjustments or
other adjustments (e.g., average discount percentage ("ADP™Y) applicable to the covered person’s claim or
claims.

ra

the claims administrator is assigned the right to recover from the third party, or his or her insurer, to the extent
of the benefits the claims administrator provided for that iflness or injury.

The elaims administrator shall have the right to firsl reimbursement out of all lunds the covered person, or their legal
representative, are or were able to obtain for the same expenses for which the claims administrator has provided
benelils as a resull of thal #lness or injury.

The covered person is required o [urnish any information or assistance or provide any documents that the claims
administrator may reasonably require in order to obtain our rights under this provision. This provision applies whether

or nol the third parly admiis liabilily. (See provisions ol this Plan regarding “Claims Administrator's Separate
Financial Avrangements with Providers and other Entities.”)

STATUS CHANGE

1t an employee or dependent has a status change while covered under this Plan (i.e., dependent 1o employee, COBRA
to active) and no interruption in coverage has occurred, the Plan will provide continuous coverage with respect to any
deductible(s), coinsurance and Essential Health Benefits/non-Essential Health Benefits muximum benefit.

TIME EFFECTIVE

The effective time with respect to any dates used in the Plan shall be 12:01 am. as may be legally in effect at the
address of the plan administrator.

WORKERS' COMPENSATION NOT AFFECTED

This Plan is not in licu of, and does not aftect any requirement for, coverage by Workers' Compensation Insurance.
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HIPAA PRIVACY

The following provisions are intended to comply with applicable Plan amendment requirements under Federal
regulation implementing Section 264 of the Health Tnsurance Portability and Accountability Act of 1996 (HIPAA).

DISCLOSURE BY PLAN TO PLAN SPONSOR

The Plan may take the following actions only upon receipt of a Plan amendment certification:
I. Disclose protected health information to the plan sponsor.

2, Provide for or permit the disclosure of protected health information to the plan spenser by a health insurance

issuer or HMO with respect to the Plan.

USE AND DISCLOSURE BY PLAN SPONSOR

The plan sponsor may use or disclose protected health information received from the Plar to the extent not inconsistent
with the provisions of this HIPAA Privacy section or the privacy rule.

OBLIGATIONS OF PLAN SPONSOR

The plan sponsor shall have the following obligations:
L. Ensure that:

a. Any agents (including a subcontractor) to whom it provides protected health information received
from the Plan agree 1o the same restrictions and conditions that apply to the plan spenser with respect
to such information; and

b. Adequate separation between the Plan and the plan sponsor is established in compliance with the
requirement in 45 C.F.R. 164 504(1){2)(iii).

2. Not use or further disclose protected health information received from the Plan, other than ag permitted or
required by the Plan documents or as required by law.

i Not use or disclose protected health information received trom the Plan:
a. For employment-related actions and decisions; or
b. In connection with any other benefit or employee benefit plan of the plan sponsor.
4. Report to the Plan any use or disclosure of the protected health information received from the Plan that is

inconsistent with the use or disclosure provided for of which it becomes aware.

5. Make available protected health information received from the Plan, as and to the extent required by the
privacy vule:
a. For access to the individual;
b. For amendment and mcorporate any amendments to protected health information received from the
Plan; and
<. To provide an accounting ot disclosures,
6. Make its internal practices, books, and records relating to the use and disclosure of protected health

information received from the Plan available to the Secretary of the U.S. Department of Health and Human
Services for purposes of determining compliance by the Plan with the privacy rule.
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11.

Return or destroy all protected health information received from the Plan that the plan sponsor still maintains
in any form and retain no copies when no longer needed for the purpose for which the disclosure by the Plan
was made, but if such retum or destruction is not feasible, limit further uses and disclosures to those purposes
that make the return or destruction of the information infeasible.

Provide protected health information only to those individuals, under the control of the plan sponsor who
perform administrative functions for the Plan; (ie., eligibility, enrollment, payroll deduction, benefit
determination, claim reconciliation assistance), and to make clear to such individuals that they are not to use
protected health information for any reason other than for Plan administrative functions nor to release
protected health information to an unauthorized individual.

Provide proteeted health information only to those entities required to receive the information in order to
maintain the Plan (ie, claim administrator, case management vendor, pharmacy benefit manager, claim
subrogation, vendor, ¢laim auditor, network manager, stop-loss insuranee carricr, ingurance broker/consultant,
and any other eatity subeontracted to assist in administering the Pla).

Provide an effective mechanism for resolving issues of noncompliance with regard to the items mentioned in
this provision,

Reasonably and approprialely saleguard eleclronic protecled health inlormation created, received, maintained,
or lransmilled (o or by the plar sponsor on behall of the Plan. Specilically, such saleguarding enlails an
abligation lo:

a Implement administralive, physical, and technical saleguards thal reasonably and approprialely
protect the conlidentiality, integrily, and availability of the electronic prolecied health information

that the plan sponsor creales, receives, mainlains, or lransmils on behall of the Plan;

b. Ensure that the adequate separation as required by 45 C.F.R. 164.504(f)(2)(iii) 1s supported by
reasonable and appropriate security measures;,

<. Ensure that any agent, including a subcontractor, to whom it provides this information agrees to
implement reasonable and appropriate security measures to protect the information; and

d. Report to the Plan any security incident of which it becomes aware.

EXCEPTIONS

Notwithstanding any other provision of this HIPAA4 Privaey section, the Plun {or a health insurance issuer or HMO
with respect to the Plan) may:

[

Disclose summary health information to the plan sponsor it the plan sponsor requests it tor the purpose of’

a. Obtaining premium bids from health plans for providing health insurance coverage under the Plan;
or
b. Modifying, amending, or terminating the Plarn;

Disclose to the plan sponsor information on whether the individual is participating in the Plan, or is enrolled
in or has disenrolled from 4 health insurance issuer or HMO offered by the Plan,

Usc or disclose protected health information:

a. With (and consistent with) a valid authorization obtained in accordance with the privacy rule;
b. To carry out treatment, payment, or health care operations in accordance with the privacy rule; or
c. As otherwise permitted or required by the privacy rule.
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Comfort Systems USA, Inc.
Privacy Oificer
9753 Katy Freeway Suite 700
Houston, TX 77024
713-830-9000

www.comfortsystemsusa.com

NOTICE OF PRIVACY PRACTICES

Effeclive Dalte of this Nolice: Same as the effeclive date on the cover page of this Plan

This notice describes how medical information about you may be used and disclosed and how you can get access to this information.
Please review it carefully.

YOUR RIGHTS
You have the right to;

Get a copy of your health and claims records

Correct your health and claims records

Request confidential communication

Ask us to limit the information we share

Get a list of those with whom we’ve shared yvour information
(et a copy of this privacy notice

Choose someone 1o act for you

B e e o T

File a complaint if you believe your privacy rights have been violated
YOUR CHOICES

You have some choices in the way that we use and share information as we:

a. Answer coverage questions from vour family and friends
b. Provide disaster relief
€. Market our services and sell your information

OUR USES AND DISCLOSURES

We may use and share your information as we:

a. Help manage the health care treatment you receive

b. Run our organization

. Pay for your health services

d. Administer your health plan

€. Help with public health and satety issues

f. Do research

g Comply with the law

h. Respond to organ and tissuc donation requests and work with a medical examiner or funcral director
i Address workers’ compensation, law enforcement, and other government requests

i Respond to lawsuits and legal actions
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YOUR RIGHTS

When it comes to your health information, you have certain rights. This section explains your rights and some of
our responsibilities to help you,

Get a copy of health and claims records

. You can ask to see or get a copy of your health and claims records and other health information we
have about you. Ask us how to do this,

. We will provide a copy or a summary of your health and claims records, usually within 30 days of
your request. We may charge a reasonable, cost-based fee.

Ask us to correct health and claims records

» You can ask us to correct your health and claims records if you think they are incorrect or incomplete.
Ask us how to do this.
. We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications

. You can ask us to contact you in a specific way (for example, home or office phone) or to send mail
10 a different address.

. We will consider all reasonable requests, and must say “yes” if you tell us you would be in danger if
we do not.

Ask us to limit what we use or share

a. You can ask us not to use or share certain health information for treatment, payment, or our
operations,
b. We are not required to agree to yvour request, and we may say “no” if it would atfect your care.

Get a list of those with whom we’ve shared information

a. You can ask for a list (accounting) of the times we’ve shared your health information for six years
prior to the date you ask, who we shared it with, and why.
b. We will include all the disclosures except for those about treatment, payment, and health care

operations, and certain other disclosures (such as any vou asked us to make). We'll provide one
accounting a yvear tor free but will charge a reasonable, cost-based fee if you ask for another one
within 12 months.

Get a copy of this privacy notice

You can ask for a paper copy of this notice at any time, even it you have agreed to receive the notice cleetronically.
We will provide you with a paper copy promptly.

Choose someone fo act for you

a. It you have given someone medical power of attorney or it someone is your legal guardian, that
person ¢an exercise your rights and make choices about your health information,
b. We will make sure the person has this authority and can act for you before we take any action.
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File a complaint if vou feel your rights are violated

. You can complain if you feel we have violated your rights by contacting us using the information on
page 1.
. You can file a complaint with the U.S. Department of Health and Human Services Office for Civil

Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-
877-696-6775, or visiting www.hhs.gev/ocr/privacy/hipaa/complaints/.
. We will not retaliate against you for filing a complaint.

YOUR CHOICES

For certain health information, vou can tell us your choices about what we share, Tf you have a clear preference
for how we share your information in the situations described below, talk to us. Tell us what you want us to do, and we
will follow your instructions.
In these cases, you have both the right and choice to tell us to:

a. Share information with your family, close friends, or others involved in payment for your care

b. Share information in a disaster relief situation
If you are not able to tell us vour preference, for example if you are unconscious, we may go ahead and share your
information if we believe it is in your best intevest. We may also shave your information when needed to lessen a serious
and imminent threat 1o health or safety.

In these cases we never share your information unless you give us written permission:

a. Marketing purposes
b. Sale of your information

OUR USES AND DISCLOSURES

How do we typically use or share your health information?

We typically use or share your health information in the following ways.

Help manage the health care treatment yvou receive

We can use your health information and share it with professionals who are treating you.

Example: A doctor sends us information about your diagnosis and treatment plan so we can arrange additional
services.

Run our organization

. We can use and disclose your information to run our organization and contact you when necessary.
. We are not allowed to use genetic information to decide whether we will give you coverage and the

price of that coverage. This does not apply Lo long term care plans.
Example: We use healih information about you to develop beiter services for you.
Pay for your health services

We can use and disclose your health information as we pay for your health services.
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Example: We share information about you with vour dental plon to coordinate pavment for vour dental work.
Administer your plan
We may disclose your health information to your health plan sponsor for plan administration,

Example: Your company contracts with us to provide a health plan, and we provide your company with certain stalistics
to explain the premiums we charge.

How else can we use or share your health information?

We are allowed or required to share your information in other ways — usually in ways that contribute to the public
@ood, such as public health and rescarch. We have to meet many conditions in the law before we can share your
information for these purposcs. For more information sce:

www.hhs. gov/ocr/privacy/hipaa/undersianding/consumers/index himl.

Help with public health and safety issues
We can share health information about you for certain situations such as:

Prevenling disease
Helping with product recalls
Reporting adverse reactions to medications
Reporting suspected abuse, negleet, or domestic violence
€. Prevenling or reducing a serious threal 10 anyone’s health or safely
Do research

/o TR

We can use or share yvour information for health research.
Comply with the law

We will share information about vou if state or federal laws require it, including with the Department of Health and
Human Services if it wants to see that we’re complying with federal privacy law.

Respond to organ and tissue donation requests and work with a medical examiner or tuneral director

a We can share health information about you with organ procurement organizations.

b. We can share health information with a coroner, medical examiner, or funeral director when an
individual dies.

Address workers® compensation, law enforcement, and other government requests
We can use or share health information about you:

For workers’ compensation claims

For law enforcement purposes or with a law enforcement official

With health oversight agencies for activities authorized by law

For special government functions such as military, national security, and presidential protective
scrvices

=

Respond to lawsuits and legal actions
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We can share health information about you in response to a court or administrative order, or in response to a subpoena.

OUR RESPONSIBILITIES

a. We are required by law to maintain the privacy and security of your protected health information,

b. We will let you know promptly if a breach oceurs that may have compromised the privacy or sceurity
of your information.

¢ We must follow the duties and privacy practices described in this notice and give you a copy of it.

d. We will not use or share your information other than as described here unless you tell us we can in

writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.
For more information see: www.hhs.soviocr/privacy/hipaa/imderstanding/consumers/moticepp.himl.

CHANGES TO THE TERMS OF THIS NOTICE

We can change the terms of this notice, and the changes will apply to all information we have about you. The new
nolice will be available upon request, on our web sile, and we will mail a copy Lo you.
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Certain words and terms used herein shall be defined as follows and are shown in bold and italics throughout the
document:

Accident
An unforeseen event resulting in infurp.
Adverse Benefit Determination

Adverse benefit determination shall mean any of the following;:

1. A denial in benefits.

2. A reduclion in benelils.

3. A rescission of coverage, even if the rescission does not impact a current claim for benefits.

4, A termination of benefits.

5. A failure to provide or make payment {in whole or in part) for a benefit, including any such denial, reduction,

lermination, or failure (o provide or make payment thal s based on a delermination of a covered person’s
eligibility to participale in the Plan.

6. A denial, reduction, or termination of, or a failure to provide or make payment (in whole or in part) for, a
benefit resultng from the application of any utilization review.

7. A failure to cover an item or service for which benefits are otherwise provided because it is determined to be
experimental/investipational or not medically necessary or appropriate,

Affordable Care Act

The Patient Protection and Affordable Care Act, as amended by the Health Care and Education Reconciliation Act of
2010 and all applicable regulations and regulatory guidance.

Air Mileage Rate

A contracted rate expressed in dollars per loaded mile (statute miles not nautical miles) flown.
Alternate Recipient

Any child of an employee or thelr spouse who is recognized in a Qualified Medical Child Support Order (QMCSO) or
National Medical Support Notice (NMSN) which has been issued by any court judgment, decree, or order as being
entitled to enrollment for coverage under the Plan.

Ambulatory Surgical Facility

A faciliey provider with an organized staft of physicians which has been approved by the Joint Commission on the
Accreditation of Healthcare Organizations, or by the Accreditation Association tor Ambulatory Health, Tne., or by
Medicare; or that has a contract with the Preferved Provider Organization as a preferved provider. An gambulatory

surgical facility s a facility that:

l. Has permanent facilitics and equipment for the purpose of performing surgical procedures on an outpatient
basis;
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2. Provides treatment by or under the supervision of physicians and nursing services whenever the covered
person is in the ambulatory surgical fucility;
3. Does not provide inpatient accommodations; and
4, Is not, other than incidentally, a facilify used as an office or clinie for the private practice of a physician.
Anesthesia Conversion Factor
A median contracted rate expressed in dollars per unit.
Approved Clinical Trial

A Phase T, Phase 1T, Phase TIT, or Phase TV clinical trial that is conducted in relation to the prevention, detection, or
treatment of cancer or other” life-threatening discase or condition™ and is further deseribed in accordance with federal
law and applicable federal regulations.

Average Discount Percentage (“ADP”)

A percenlage discount determined by the elaim administrator thal will be applied Lo a pravider’s cavered expense [or
covered services rendered Lo covered persons by hospitals and cerlain olher health care facifities (or purposes of
caleulaling coinsurance amounis, deductibles, out-ol-pockel maximums and/or any benelil maximums. The ADP will
ollen vary from claim-to-claini. The ADP applicable (o a pariicular claim lor covered expenses is the ADP, current on
the date the covered expense is rendered, that is determined by the claim administrator 1o be relevant to the particular
claim. The ADP reflects the claim administrator’s veasonable estimate of average payments, discounts and/or other
allowances that will result from its contracts with hospitals and other facilities under circumstances similar to those
involved in the particular claim, reduced by an amount not to exceed 15% of such estimate, to reflect related costs. {See
provisions of this Plan document regarding “Claim Administrator’s Separate Financial Arrangements with
Providers.”) In determining the ADP applicable to a particular claim, the claim administrator will take into account
differences among hospitals and other facilities, the claim administrator’s contracts with hospitals and other facilities,
the nature of the covered expenses involved and other relevant factors. The ADP shall not apply to covered expenses
when benefits under this Plan are secondary to Medicare and/or coverage under any other group program.

Base Unit

For an anesthesia service code, hase unifs are specitied 1n the most recent edition (as of the date of service) of the
American Society of Anesthesiologists Relative Value Guide.

Birthing Center

A faciligy that meets professionally recognized standards and complies with all licensing and other legal requirements
that apply.

Certified IDR Entity

An entity responsible for conducting payment determinations, through the Federal independent dispute resolution
process, that has been certified by the Secretarics ot Labor, Health and Human Services and the Treasury.

Chiropractic Care

Services as provided by a licensed Chiropractor, M.D., or D.O. for manipulation or manual medalities in the treatment
of the spinal colunm, neck, extremities or other joints, other than for a fracture or surgery.

Claims Administrator

Refer to the Summary Plan Descripiion (SPD) section of this document.
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Close Relative

The employee's spouse, children, brothers, sisters, or parents; or the children, brothers, sisters or parents of the
employee’s spouse.

Coinsirance

The benefit percentage of covered expenses payable by the Plan for benefits that are provided under the Plan. The
coinsurance 1s applied to covered expenses after the deductible(s) have been met, if applicable.

Complications of Pregnancy

A discasc, disorder or condition which is diagnoscd as distinct from pregnancy but is adversely affected by or caused
by pregrancy. Some cxamplces arc:

L. Intra-abdominal surgery {but not clective Cesarean Section).
2. Eclopic pregnancy.

3. Toxemia with convulsions (Eclampsia).

4. Pernicious vomiting (hyperemesis gravidarum).

5. Nephrosis.

6. Cardiac Decompensation.

7. Missed Abortion,

8. Miscarriage.

These conditions are not included: false labor; occasional spotting; rest during pregrancy even it prescribed by a
physician; morning sickness; or like conditions that are not medically termed as complications of pregnancy.

Concurrent Care

A request by a covered person (or their authorized representative) to the Health Care Management Ovganization prior
to the expiration of a covered person’s current course of treatment to extend such treatment OR a deternunation by the
Health Care Management Ovganization to reduce or terminate an ongoing course of treatment.

Confinement

A request by a covered person (or their authorized representative) to the Health Care Management Organization prior
to the expiration of a covered person’s current course of treatment to extend such treatment OR a determination by the
Health Care Management Organization to reduce or terminate an ongoing course of treatment.

Contracted Rate

The total amount (including cost sharing) that plans administered by elaim administrator is contractually agreed to
pay a preferved provider for covered expenses.

Copay

A cost sharing arrangement whereby a covered person pays a set amount to a provider for a specific service at the time
the service is provided.
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Continuing Care Patient

A covered person who, with respect to a participating provider is:

I.  Undergoing a course of treatment for a serious and complex condition from the participating provider;

2, Undergoing a course of institutional or inpatient care from the participating provider,

3. Scheduled to undergo nonclective surgery from the participating provider, including postoperative care;

4. Pregnant and undergoing a course of treatment for the pregnancy from the participating provider; or

5. Determined to be terminally ill with a life expectancy of 6 months or less and is receiving treatment for such ilfness
from the participating provider.

Contracted Rate

The total amount {including cost sharing) that plan sponsors of self-funded plans administered by claims administrator
are contractually agreed to pay a preferved provider for covered expenses.

Cosmetic Surgery
Surgery for the restoration, repair, or reconstruction of body structures directed toward altering appearance.
Cost Sharing

The amounl a covered person is responsible for paying [or covered expenses. Cost sharing includes applicable copays,
coinsurance and deducuible. Cost sharing does nol include balance billing by nonpreferred providers, or the cosl of
ilems or services thal are nol covered expenses.

Covered Expenses

Medically necessary services, supplies or treatments that are recommended or provided by a physician, professional
provider or covered facility tor the treatment of an illness or injury and that are not specifically excluded from coverage
herein, Covered expenses shall include specitied preventive care services,

Covered Person

A person who is eligible for coverage under the Plan, or becomes eligible at a later date, and for whom the coverage
provided by the Plan is in effect.

Custodial Care

Care provided primarily for maintenance of the covered person, or which is designed essentially to assist the covered
person in meeting his activities of daily living and which is not primarily provided for its therapeutic value in the
treatment of an #lness or injury. Custodial care includes but is not limited to help in walking, bathing, dressing,
feeding, preparation of special diets and supervision over self-administration of medications. Such services shall be
considered custodial care without regard to the provider by whom or by which they are prescribed, recommended or
performed.

Room and bourd and skilled nursing services are not, however, considered custodial care (1) if provided during
confinement in an institution for which coverage is available under the Plan. and (2) if combined with other medically
necessary therapeutic services, under accepted medical standards, which can reasonably be expected to substantially
improve the covered person's medical condition,

Customary and Reasonable Amount

The customary and reasonrable amount will be (a) inthe case ot a health carc provider, other than a professional provider,
which does not have a written agreement with the claim adntinistrator or another Blue Cross and/or Blue Shield Plan to
provide care to covered persons, or is not designated as a preferred provider by any Blue Cross and/or Blue Shield Plan
al the time covered services are rendered, the following amount:
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{i) the lesser of (unless otherwise required by applicable law or arrangement with the nonpreferred provider) (a)
the provider’s billed charges, and {b) an amount determined by the claim administrator to be approximately
100% of the base Medicare reimbursement rate, excluding any Medicare adjustment{s) which is/are based on
information on the claim; or

{il) ifthere is no base Medicare reimbursement rate available for a particular covered service, or if the base Medicare
reimbursement amount cannot otherwise be determined under subsection (i) above based upen the information
submitted on the claim, the lesser of {unless otherwise required by applicable law or arrangement with the
nonpreferred provider) (2) the provider’s billed charges and (b) an amount determined by the claim
administrator 10 be 150% of the regotiated rafe that would apply if the services were rendered by a preferred
professional provider on the date of service; or

{111} if the base Medicare reimbursement amount and the custormary and reasonable amount cannot be determined
under subsections {1} or {i1) above, based upon the information subnutted on the claim, then the amount will be
50% of the provider's billed charges (unless otherwise required by applicable law or arrangement with the
nonpreferred provider), provided, however, that the claim administrator may limit such amount to the lowest
contracted rate that the elaim adntinistrator has with a preferred provider for the same or similar services based
upon the type of provider and the information submitted on the claim, as of January | of the same year that the
covered services are rendered to the covered person.

The claim administrator will utilize the same claim processing rules, edits or methodologies that it utilizes in processing
preferred provider claims for processing claims submitted by nonpreferred providers which may also alter the customary
and reasonable amount for a particular service. In the event the claim administrator does not have any claim edits, rules
or methodologies, the claim administrator may ulilize the Medicare claim rules or edils thal are used by Medicare in
processing Lhe claims. The customary and reasonable amount will nol include any additional paymenis thal may be
permilled under the Medicare laws or regulations which are nol directly aliribulable Lo a specific claim, including, bul not
limiled to, disproportionale share payments and graduale medical education paymenis. In the event the customary and
reasonable amount does nol equale o the nonpreferred provider’s claim charge, the covered persan will be responsible
for the difference between such amount and the claim charge, along with any applicable copay, coinsurance and
deductible amount(s).

Any change to the Medicare reimbursement amount will be implemented by the claim administrator within one hundred
and ninety (190 ) days after the effective date that such change is implemented by the Centers for Medicaid and Medicare
Services, or 18 SUCCesSOr.

The customary and reasonable amonnt will be (b) in the case of nonpreferred professional providers, the lesser of
{unless otherwise required by applicable law or arrangement with ronpreferred providers):

{1) the provider’s claim charge, or;

(i) the cluim adninistrator's customary und reasonable amount. Except as otherwise provided in this section, the
customuary and reasonable amount is developed from base Medicare reimbursements and represents
approximately 100% of the base Medicare reimbursement rate and will exclude any Medicare adjustment(s)
which is/are based on information on the claim. Notwithstanding the preceding sentence, (1) the customary and
reasonable amount for home health carve covered services will be 50% of the nonpreferred professional
provider’s standard claim charge tor such covered services, (2) the customary and reasonable amount tor
ambulance services provided by providers (other than providers that bill through a preferred provider, which
use a negotioted rate) will be such provider’s billed charge, and (3) the customary and reasonable amount for
other unsolicited providers will be the same as the negotiated rate.

When a Medicare reimbursement rate is not available for a covered serviee or is unable to be determined based on the
information submitted on the claim, the customary and reasonable amount tor nonpreterred professional providers will
bhe 100% of the claim administrator’s rate for such covered services according to its current schedule of maximum
allowances. If there is no rate according to the schedule of maximum allowances, then the customary and reasonable
amount will be 25% of claim charges.
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The claim administrator will utilize the same claim processing rules, edits or methodologies that it utilizes in processing
preferred professional provider claims for processing claims submiitted by nonpreferred professional providers which
may also alter the customary and reasonable amount for a particular covered service. In the event the claim administrator
does not have any claim edits, rules or methodologies, the claim administrator may utilize the Medicare claim rules or
edits that are used by Medicare in processing such claims. The customary and reasonable amount will not inchude any
additional payments that may be permitted under the Medicare laws or regulations which are not directly attributable to a
specific claim, including, but not limited to, disproportionate share payments and graduate medical education payments.
In the event the customary and reasonable amount does not equate to the nonpreferred professional provider’s claim
charge, the covered person will be responsible for the difference berween such amount and the elaim charge, along with
any applicable copay, coinsurance and deductible amount(s).

Any change to the Medicare reimbursement amount will be implemented by the claim administrator within one hundred
and ninety (190) days afier the cffective date that such change is implemented by the Centers for Medicaid and Medicare
Serviecs, or its successor.

Dentist

A Doctor of Dental Medicine (D.M.D.), a Doctor of Dental Surgery (D.D.8.), a Doctor of Medicine (M.D.), or a Doctor
of Osteopathy (D.0.), other than a close relative of the covered person, who is practicing within the scope of his license.

Dependent

Refer to the FEligibility, Enrollment and Effective Date, Dependent(s) Eligibilin' section for what constitutes a
dependent,

Durable Medical Equipment

Medical equipment which:

L. Can withstand repeated use;

2. Is primarily and customarily used to serve a medical purpose;
3. Is generally not used in the absence of an ilfness or injury;,

4, Is appropriate for use in the home,

All provisions of this definition must be met before an item can be considered durable medical equipment. Durable
medical equipment includes, but 13 not limited to crutches, wheelchairs, hospital beds, etc.

Effective Date

The date of the Plan or the date on which the covered person’s coverage commences, whichever occurs later.
Emergency Medical Condition

A medical condition, including a mental and nervous disorder or substance use disorder, manifesting itself acute
symptoms of sufficient severity {including scvere pain) so that a prudent layperson, who possesscs an average

knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to result in:

L. Placing the covered person's life (or with respect to a pregnant woman, the health of the woman or her unborn
child) i serious jeopardy, or

2. Causing serious impairment to bodily functions, or
K} Causing scrious dysfunction of any bodily organ or part.
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ergency Service:
Emergency Services

l. With respect to an emergency medical condition, a medical screening examination that is within the capability
of the emergency department of a hespitel or of an independent freestanding emergency department,
including ancillary scrvices routinely available to the emergency department to evaluate such emergeney
medical condition, and such further medical examination and treatment, to the extent they are within the
capabilities of the staff and facilities available at the haospital or an independent freestanding emergency
department, as arc required to stabilize the patient

2. and
3. Additional items and services,
a. For which benefits are provided or covered under this Plan; and
b. That are furnished by a nenpreferred provider (regardless of the department of the hospital or
independent freestanding emergency department in which such ilems or services are [urnished) aller
the covered person is stabilized and as parl of ouwtpatient observalion or an inpatient or outpatient
slay wilh respect Lo the visil in which the services provided by the emergency departmenl are
furnished; however, such ilems and services shall nol be included as emergency services il
1. The attending physician or treating provider determines that the covered person is able to
wavel using nonmedical transportation or nonemergency medical transportation to an
available preferred provider or facility located within a reasonable ravel distance, taking
mto account the individual’s medical condition;
ii. Notice and Consent Criteria is satistied, as specitied in section, Preferred Provider or
Nonpreferred Provider, under number 6, of subsection Nonpreferred Provider; and
1ii. The covered person {or an authorized represenlalive) is in a condilion (o receive the nolice
and consent described in the Notice and Consent Criteria as determined by the attending
emergency physician or treating provider using appropriate medical judgement, and to
provide informed consent in accordance with applicable law.
Employee

An individual is not eligible if any of the following apply:

+ classitied, by the employer, in its sole discretion under its customary worker classification procedures as a
part-time employee,

*  aleased employee,

+ an independent contractor,

¢ an employee who is 4 nonresident alien and who receives no earned income {within the meaning of Code
Section 911{d)(2)) from the emploper which constitutes income from sources within the United States,

¢ notreported on the payroll records of the employer as a common law employee.

The determination of who is an “eligible employee”™ will be made by the P-plan adminisirator and, if the person 1s
excluded from being considered an “employee” under the employer’s customary worker classification procedures
{whether or not the person is actually an associate) will, during such period, be excluded from the definition of “eligible
employee,” regardless of the person’s reclassitication for the period (1) by the Tnternal Revenue Service for tax-
withholding purposes; or (2) by any other federal, state, or local administrative agency, tribunal, or court.

Employer

The employer is Comfort Systems USA, Inc.
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Essentiul Health Benefits

Those benefits identified by the U.S. Secretary of Health and Human Services, including benefits for covered expenses
incurred for the following services:

Ambulatory paticnt scrvices;

Emergency services,

Hospitalization;

Maternity and newborn care;

Mental health and substance use disorder services, including behavioral health treatment (mental and nervous
disorder and substance use disorder);

6 Prescription drugs;

7. Habilitative services, rehabilitative services and habilitative and rehabilitative devices,
8. Laboratory services;

9, Preventive and wellness services and chronic disease management;

10. Pediatric services, including oral and vision care.

ke —

Experimental/Investigational

Services, supplies, drugs and treatment which do not constitute accepted medical practice properly within the range of
appropriale medical practice under the slandards of the case and by the slandards ol a reasonably subslantial, qualified,
responsible, relevanl segment ol the medical communily or governmenl oversighl agencies al the lime services were
rendered.

The claims administrator, employer/plan administrator, or their designee must make an independent evaluation of the
experimental/non-experimental standings of specific technologies. The claims adminisirator, employer/plan
administrafor or their designee shall be guided by a reasonable interpretation of Plan provisions and information
provided by qualified independent vendors who have also reviewed the information provided. The decisions shall be
made in good faith and rendered following a factual background investigation of the claim and the proposed treatment.
The clains administrator, employer/plan administrator or their designee will be guided by the following examples of
experimental services and supplies:

I. If the drug or device cannot be lawfully marketed without approval of the U.S. Food and Drug Administration
and approval for marketing has not been given at the time the drug or device is furmished; or

[

It the drug, device, medical treatment or procedure, was not reviewed and approved by the treating facility’s
nstitutional review board or other bedy serving a similar function, or it federal law requires such review or
approval; or

3 If “reliable evidence™ shows that the drug, device, medical treatment or procedure is the subject of on-going
Phase [ or Phase I clinical trials, 1s in the research, experimental, study or investigational arm of on-going
Phase III clinical trials, or 1s otherwise under study to determine its maximum tolerated dose, its toxicity, its
safety, or its efficacy as compared with a standard means of treatment or diagnosis; or

4. If “reliable evidence”™ shows that prevailing opinion among experts regarding the drug, device, medical
reatment or procedure is that further studies or clinical trials are necessary to determine its maximum tolerated

dose, its toxicity, its safety, or its efficacy as compared with standard means of treatment or diagnosis.

“Reliable evidence™ shall mean only published reports and articles in the authoritative medical and scientitic literature;
the written protocol or protocols used by the treating facility or the protocol(s) of another facility studying substantially
the same drug, device, medical treatment or procedure; or the written intormed consent used by the treating tacility or
by another facility studying substantially the same drug, device, medical treatment or procedure,

Facility
A healtheare institution which meets all applicable state or local licensure requircments.
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Final Internal Adverse Benefit Determination

An adverse benefit determination that has been upheld by this Plan at the conclusion of the internal claim and appeal
process, or an adverse benefit determination with vespect to which the internal claim and appeal process has been
deemed exhausted.

Final Post-Service Claim Appeal

A post-service appeal, which constitutes the last internal level of appeal available to the covered person, to be filed
with the plan administrator (or its designee) or other named fiduciary assigned authority and the duty to otherwise
handle appeals. A final post-service claim appeal shall only apply to medical claims. Upon and the conclusion of this
level of appeal, this Plen’s internal appeal process is deemed to be exhausted.

Foster Child

A child who is placed with the employee by an authorized placement agency or by judgment, decree, or other order of
any court of competent jurisdiction,

Full-time

Employees who are regularly scheduled to work not less than the hours per work week as listed in the section titled
Eligibility, Envollinent and Effective Date, Employee Eligibility.

Generic Drug

A prescriplion drug (hal is generally equivalent lo a higher-priced brand name drug with the same use and metabolic
disintegration. The drug must meel all Federal Drug Administration (FDA) bioavailabilily slandards and be dispensed
according o the prolessional slandards of a licensed pharmacist or physician and must be clearly designaled by the
pharmacist or physician as generic.

Rehabilitative Devices

Medically necessary devices that are designed to assist a covered persen in acquiring, improving, or maintaining,
partially or fully, skills and tunctioning for daily living. Such devices include, but are not limited to, durable medical
equipment, orthotics, prosthetics, and low vision aids,

Habilitative Services

Medically necessary health care services that help a covered person keep, learn or improve skills and functioning for
daily living. Examples of habilitative services include therapy for a dependent child who is not walking or talking at
the expected age. These services may include physical and occupational therapy, speech-language pathology and other
medically necessary services for people with disabilities in a variety of inpatient and/or outpatient settings. Habilitative
services that are not medically necessary, tor example when therapy has reached an end point and goals have been
reached, will not be a covered expense.

Health Care Management

A process of evaluating if services, supplies or treatment are medically necessary and appropriate to help ensurs cost-
effective care.

Health Care Management Ovganization
The individual or organization designated by the emploper for the process of evaluating whether the scrvice, supply, or

trcatment is medically necessary. The Health Care Management Organization may be contacted by calling the
telephone number for pre-certitication found on the covered person’s 1D card.
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Home Health Aide Services

Services which may be provided by a person, other than a Registered Nurse, which are medically necessary for the
proper care and treatment of a person,

Home Health Care

Includes the following services: private duty nursing,

skilled nursing visits, fiospice and TV Tnfusion therapy for the purposes of pre-service ¢laims only,
Home Health Cave Agency

An agency or organization which mects fully every ong of the following requircments;

L. It is primarily engaged in and duly licensed, if licensing is required, by the appropriate licensing authority, to
provide skilled nursing and other therapeulic services.

2. It has a policy established by a professional group associated with the agency or organization to govern the
services provided. This professional group must include at least one physician and at least one Registered
Nurse. It must provide for full-time supervision of such services by a physician or Registered Nurse.

3. It maintaing a complete medical record on each covered person.

4. I has a full-lime administrator.

5. It qualifies as a reimbursable service under Medicare,

Hospice

An agency thal provides counseling and medical services and may provide room and board Lo a lerminally i1l covered
person and which meets all of the following tests:

L. It has obtained any required state or governmental Certificate of Need approval.
2. It provides service twenty-four (24) hours-per-day, seven (7) days a week.

3. It is under the direct supervision of a physician.

4. It has a Nurse coordinator who is a Registersd Nurse.

5. It has a social service coordinator who s licensed.

6. It is an agency that has as its primary purpose the provision of Bespice services,
7. It has a full-time administrator.

8. It maintains written records of services provided to the covered person.

9. Tt is licensed if licensing is required.

Hospital

An institution which meets the following conditions:

L. It is licensed and operated in accordance with the laws of the jurisdiction in which it is located which pertain
o hospitals.
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2. It is engaged primarily in providing medical care and treatment to # and injured persons on an inpatient basis
at the covered person’s expense.

3. Tt maintains on its premises all the facilities necessary to provide for the diagnosis and medical and surgical
treatment of an ifiness or infury; and such treatment is provided by or under the supervision of a physician
with continuous twenty-four (24) hour nursing services by or under the supervision of Registered Nurses.

4, It qualifics as a hespital and is accredited by the Joint Commission on the Accreditation of Healtheare
Organizations. This condition may be waived in the case of treatment for an emergency medical condition in
a hospital outside of the United States.

5. Tt must be approved by Medicare. This condition may be waived in the case of treatment for an emergency
medical condition in a hospital outside of the United States,

Under no circumstances will a hespital be, other than incidentally, a place for rest, a place for the aged, or a nursing
home.

Hospital shall include a lacility designed exclusively lor physical rehabilitative services where the covered person
received realment as a resull of an illness or injuryp.

The term hospital, when used in conjunction with inpatient confinement for mental and nervous disorders or
substance use disorder, will be deemed to include an institution which is licensed as a mental hospital or substance
use disorder rehabilitation and/or detoxification facifity by the regulatory authority having responsibility for such
licensing under the laws of the jurisdiction in which it is located.

Hiness

A bodily disorder, disease, physical sickness, or pregnancy ol a covered person.

Incurred or Incurred Date

With respect to a covered expense, the date the services, supplies or treatment are provided.

Independent Freestanding Emergency Department

A health care facility that is geographically separate and distinct and licensed separately tfrom a hespital under
applicable State law and provides emergency services.

Injury
A physical harm or disability which is the result of a specific incident caused by external means. The physical harm or
disability must have occurred at an identifiable time and place. Injury does not include ilfness or infection of a cut or
wound.

Inpatient

A confinement of a covered person in a hospital, hospice, or skilled nursing facility as a registered bed patient, for
twenty-three (23) or more consecutive hours and for whom charges are made for room and board.

Intensive Care

A service which is reserved for critically and seriously ill covered persons requiring constant audio-visual surveillance
which is prescribed by the attending physician.

Intensive Care Unit

L. A separate, clearly designated service area which is maintained within a haspital solely for the provision of
intensive care. It must meet the following conditions:
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2. Facilities for special nursing care not available in regular rooms and wards of the hospifal;

3. Special life saving equipment which is immediately available at all times;

4. At least two beds for the accommodation of the eritically ill; and

5. At least one Registered Nurse in continuous and constant attendance twenty-four (24) hours-per-day.

This term does not inchude care in a surgical recovery room but does inchude cardiac care unit or any such other similar
designation.

Intensive Outpatient Treatment

An outpatient substance use disorder program that opgrates a minimum of {3) three hours per day at least (3) three
days per week, which includes an individualized wreatment plan consisting of assessment, counseling, crisis
intervention, and activity therapies or education.

Late Enrollee

A covered person who did not enroll in the Plan when first eligible or as the result of a special enrollment period.
Layoff

A period of lime during which the employee, al the employer's request, does nol work lor the employer, bul which is
olaslaled or imiled duration and aller which lime the employee 1s expecled (o relurn Lo full-time, aclive work. Layoffs
will atherwise be in accordance with (he employer’s standard personnel practices and policies.

Leave of Absence

A period of time during which the employee does not work, but which is of a stated duration after which time the
employee is expected to return to active work.

Maximum Benefit [for Essential Health Benefits/non-Essential Health Benefits]
Any one of the following, or any combination of the following Essential Health Benefits/non-Essential Health Benefirs:

I. The maximum amount paid by the Plan for any one covered person during the entire time he is covered by
the Plan.

2. The maximum amount paid by the Plan for any one covered person tor a particular covered expense. The
maximunm amount can be for:

a. The entire time the covered person is covered under the Plan, or
b. A specified period of time, such as a calendar year,
K} The maximum number as outlined in the Plan as a covered expense. The maximum number relates to the
number of:
a. Treatments during a specified period of time, or
b. Days of confinement, or
c. Visits by a home health care agency.

The maximum benefit tor Essential Health Benefits and non-Essential Health Benefits is tracked separately.
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Measurement Period

The period of time, as determined by the emploper and consistent with Federal law, regulation and guidance, utilized by
the employer 1o determine whether a variable hour employee worked on average thirty {30) hours per week for the
emplover.

Median Contracted Rate

The rate calculated by arranging in order from least to greatest all of the contracted rates In a geographic arca for the
same or similar item or service that 18 provided by a provider or facilify in the same or similar specialty or facilify type
and selecting the middle number. If there are an even mumber of confracied rates, the median contracied rate 1s the
average of the middle two contracted vates. Median confracted rates are:

caleulated separately for CPT code modifiers 26 (professional component) and TC (technical component);
based on an anesthesia conversion factor for cach anesthesia service code;

based on air mileage service codes (A0435 and A0436) for air ambulance services; and

calculated separately for each service code-modifier, when contracted rates vary based on application of a
modifier.

/o o

Medically Necessary (or Medical Necessity)

Service, supply or treatment which is determined by the claims administrator, employper/plan administrator (or its
designee) to be:

1. Appropriale and consistent with the symploms and provided lor the diagnosis or (reatment of the covered
person’s illness or injury and which could nol have been omiiled withoul adversely allecting the covered
person’s condilion or the qualily of the care rendered; and

2. Supplied or performed in accordance with current standards of medical practice within the United States; and

3 Not primarily for the convenience of the covered person or the covered person’s family or professional
provider; and

4. Is an appropriate supply or level of service that safely can be provided: and

5. Is recommended or approved by the attending professional provider.

The fact that a prefessional provider may prescribe, order, recommend, perform or approve a service, supply or
treatment does not, in and of itself, make the service, supply or treatment medically necessary and the claims
administrator, employer/plan administrator (or its designee), may request and rely upon the opinion of a physician or
physicians. The determination of the claims administrator, emplover/plan administrator (or its designee) shall be
final and binding.

Medicare

The programs established by Title XVIIT known as the Health Insurance for the Aged Act, which includes Part A,
Hospital Benefits For The Aged; Part B, Supplementary Medical Insurance Benefits For The Aged; Part C,
Miscellaneous provisions regarding both programs; and Part D, Medicare Prescription Drug Benefit, including any
subsequent changes or additions to those programs.

Mental and Nervous Disorder

An emotional or mental condition characterized by abnormal functioning of the mind or emotions. Diagnosis and
classifications of these conditions will be determined based on standard DSM (diagnostic and statistical manual of
mental disorders) or the current edition of International Classification of Discasces, published by the U.S. Department
of Health and Human Serviees.
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Negotiated Rate
The rate the preferred providers have contracted to accept as payment in full for covered expenses of the Plan.
Nonpariicipating Pharmacy

Any pharmacy, including a hospitel pharmacy, physician or other organization, licensed to dispense prescription drugs
wluch does not fall within the definition of a parficipating pharmacy.

Nonpreferred Provider

A physician, hospital, or other health carc provider who docs not have an agreement in effect with the Preferred
Provider Organization at the time serviees are rendered.

Nurse

A licensed person holding the degree Regislered Nurse (R.N.), Licensed Practical Nurse {L.P.N.), Licensed Vocational
Nurse {L.V.N.) or Doclorale of Nursing Praclice {D.N.P.) who is praclicing within the scope of their license.

Outpatient
A covered person shall be considered to be an oufpatient if he is treated at:

L. A hospital as other than an inpatient;

b

A physician's office, laboratory or x-ray facility, or

3, An ambulatory surgical facility; and

The stay is less than twenty-three {23) consecutive hours.

Out-of-Network Rate

The final payment amount under this Plan for covered expenses from a nenpreferred provider is:

L. Subject to number 3. below, in a State that has in effect an applicable specified State law, the amount
determined in accordance with such law.

r2

Subject to number 3, below, if no applicable specified State law:

a Subject to number 2.b. below, the agreed amount it the nonpreferred provider and this Plan agree
on an amount of payment {including if the amount agreed upon is the initial amount paid by this Plan
or is agreed through negotiations); or

b. The amount determined by the certified IDR entity.

3 In a State that has an all-payer model agreement that applies to this Plan, the provider, and the item or service,
the amount that the State approves under the all-payer model agreement for that item or service.

Partial Confinement

A period of at least six (6) hours but less than twenty-four {24) hours per day of active treatment up to five (5) days per
week in a facility licensed or certified by the state in which treatment is received to provide once or more of the following:

L. Psychiatric services.
2. Treatment of mental and nervous disorders.
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i Substunce use disorder trealment.

It may include day, early evening, evening, night care, or a combination of these four.

Participating Pharmacy

Any pharmacy licensed to dispense prescription drugs which is contracted with the pharmacy benefit manager.
Part-time

Employees who are regularly scheduled to work less than the hours per work week as listed in the section titled
Eligibility, Fnrollment and Effective Date, Employee Fligibilily.

Pharmacy Benefit Manager
The pharmacy benefit manager is Caremark.

Physical Status Modifier

The standard modifier describing the physical status of the patient used to distinguish between various levels of
complexity of an anesthesia service provided expressed as a unit with a value between zero (0) and three (3).

Physician

A Daoclor of Medicine (M.D.) or a Doctor of Osleopathy (D.0)), other than a close relative of Lhe covered person who
138 praclicing within the scope ol his license.

Placed For Adoption

The date the employee assumes legal obligation for the total or partial financial suppert of a child during the adoption
process.

Plan

"Plan" refers to the benefits and provisions for payment of same as described herein. The Plan is the Comfort Systems
USA, Inc.  Silver Plan.

Plan Administrator

The plan administrator is responsible for the day-to-day tunctions and management of the Plan. The plan
administrator is the employer.

Plan Sponsor

The plan sponsor is Comfort Systems USA, Inc.

Preferred Provider

A physician, facility or other health care provider who has an agreement in etffect with the Preferred Provider
Organization at the time services are rendered.  Preferred providers agree to accept the megotiated rate as payment in
full.

Preferred Provider Organization

The organization, designated by the plan administrator, who selects and contracts with certain hospitals, physicians,

and other health care providers to provide services, supphes and treatment to covered persons at 4 negotiated rate. The
Preferved Provider Organization’s name and/or logo is shown on the front of the covered person’s 1D card.
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Pregnancy
The physical state which results in childbirth or miscarriage.
Primary Care Physician (PCP)

A licensed Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.0.) who is a general or family practitioner,
pediatrician, gynecologist/obstetrician or general internist.

Prior Plan

Any plan of group accident and health benetits provided by the employer {or its predecessor) for an ecmployee group
which has been replaced by coverage under this Plan,

Privacy Rule

Health Insurance Porlabilily and Accountability Acl of 1996 {HIPAA) and ils implemeniing regulalion concerning
privacy of individually identifiable health information, as published in 65 Fed. Reg. 82461 (Dec. 28, 2000) and as
modified and published in 67 Fed. Reg. 53181 (Aug. 14, 2002).

Professional Pravider

A licensed physician; surgeon; or any other licensed practitioner required to be recognized by state law, it applicable,
and performing services within the seope of such license, who is not a family member.

Provider

Any hespital, health care facility, laboratory, person, or entity duly licensed to render covered expenses to a covered
person or any other provider of medical or dental services, products, or supplies which are covered expenses.

Qualified Prescriber

A physician, dentist or other health care practitioner other than a close relative of the covered person who may, in the
legal scope of their license, prescribe drugs or medicines.

Qualifying Payment Amount

a. For items or services furnished during 2022, the median contracied rate on January 31, 2019;
b. For items or services furnished after 2022, the median contracted rate in the immediately preceding year,
€. For items or services for which there 13 insufficient information to calculate the mediun contracted rate, the

qualifying payment amount will be calculated by identifying the rate that is equal to the median of the
negotiated rates for the same or similar item or service provided in the geographic region in the year
immediately preceding the year in which the item or service is furnished determined through the use of any
eligible database;

The amount in a., b., or ¢. above is increased tor inflation in accordance with the CPT-U published by the Bureau of
Labor Statistics of the Department of Labor,

d. For items or scrvices furnished during 2022 and billed under a new service code where there is insufficient
information to calculate the median contracted rates, 2 rcasonably related service code that existed in the
immediately preceding year will be identified.

1. If the Centers for Medicare & Medicaid Services has established a Medicare payment rate for the
itemn or service billed under the new service code, the gualifying payment amount will be calculated
by first calculating the ratio of the rate that Medicare pays for the new service code compared to the
rate that Medicare pays for the related service code. This ratio is then multiplied by the gualifying
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payment amount for the related service code for the year in which the item or service is furnished.

ii. It the Centers for Medicare & Medicaid Services has not established a Medicare paymentrate for the
itemn or service billed under the new service code, the gualifying payment amount will be calculated
by first calculating the ratio of the rate that this Plan reimburses for the new service code compared
to the rate this Plan reimburses for the related service code.  This ratio is then multiplied by the
gualifying payment amounnt for the related serviee code.

For items or services furnushed after 2022 and billed under a new service code, the gualifying payment amount
deseribed in letter d. above will be increased for nflation in accordance with the percentage increase in the
CPI-U published by federal regulators.

For anesthesia services furnished during 2022, the median contracted rate for the gnesthesia conversion

Jactor on January 31, 2019, increased for inflation in accordance with the increase in the CPT-U published by

federal regulators (referred to as the indexed median contracted rate for the gnesthesia conversion factor),
multiplied by the stumn of the base uniz, time unit (measured in 15-minute increments or a fraction thereof),
and physical status modifier vnit. For anesthesia services furished during 2023 or later, the indexed median
contracted rate for the anesthesia conversion factor will be based on the same or similar item or service in
the immediately preceding year,

For air ambulance services billed using air mileage service codes (A0435 and A0436), the median contracted
rate increased [or inflation in accordance with the increase in the CPI-U published by lederal regulators
{relerred (o as the indexed median air mileage rate), multiplied by the number of loaded miles (the number of
miles a patient is transporled in the air ambulance vehicle). The qualifying payment amount (or other service
codes associated with air ambulance services is caleulaled consistent with a. through ¢ above.

For any other items or services where payment is determined by multiplying a contracted rate by another unit
value, the gualifying payment amount for such items or services will be based on a calculation methodology
similar to f. and g. above.

Recognized Amount

With respect to covered expenses furnished by a nonpreferved provider:

a.

Subject to letter ¢. of this definition, in a State that has in effect an applicable specified State law, the amount
determined in accordance with such law;

Subject to letter ¢. of this definition, in a State that does not have in effect an applicable specitied State law,
the lesser of:

I The provider’s actual charge; or
1. The qualifying payntent antount,

In a State that has an all-payer model agreement that applies to this Plan, the provider, and the item or
service, the amount that the State approves under the all-payer model agreement for that item or service.

Reconstructive Surgery

Surgical repair of abnormal structures of the body, caused by congenital defects, developmental abnormalities, trauma,
infection, tumors or discase.

Rehabilitative Services

Medically necessary health care services that help a covered person get back, keep, or improve skills for daily living
that have been lost or impaired after sickness, fnjuryp, or disability. These services assist individuals in improving or
maintaining, partially or tully, skills and functioning tor daily living. Rehabilitative services include, but are not limited
to, physical therapy, occupational therapy, speech-language pathology and audiology, and psychiatric rehabilitation.
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Relevant Information

Refevant information, when used in connection with a claim for benefits or a claim appeal, means any decument,
record or other information:

1. Relied on in making the benefit determination; or

2. That was submitred, considered or generated in the course of making a benefit determination, whether or not
relied upon; or

3 That demonstrates compliance with the duties to make benefit decisions in accordance with Plan documents
and to make consistent decisions; or

4, That constitutes a statement of policy or guidance for the Plan concerning the denied treatment or benetit for
the covered person’s diagnosis, cven if not relied upon.

Required By Law

The same meaning as the term “required by law” as defined in 45 CFR 164.501, to the extent not preempted by ERISA
or other Federal law.

Retail Clinic

A clinic whose primary [unclion is Lo provide limiled rouline medical services in a relail-based store localion slafled
wilh licensed professional providers.

Room and Board

Room and linen service, dietary service, including meals, special diets and nourishments, and general nuwrsing service.
Room and beard does not include personal items.

Semiprivate

The daily reom and board charge which a facility applies to the greatest number of beds in its semiprivate rooms
containing two {2) or more beds.

Serious und Conmplex Condition

In the case of an acute fllness, a condition that is serious enough to require specialized medical treatment to avoid the
reasonable possibility of death or permanent harm, Tn the case of a chronic illuess or condition, a condition that;

I. Is lite-threatening, degenerative, potentially disabling, or congenital; and

2. Requires specialized medical care over a prolonged period of time.

Skilled Nursing Fucility

An institution, or distingt part thereot, operated pursuant to law and one which meets all of the following conditions:

l. Tt is licensed to provide, and is engaged in providing, on an inpatient basis, for persons convalescing from
illness or injury, professional nursing services, and physical restoration scrvices to assist eovered persons to
reach a degree of body functioning to permit self-care in essential daily living activitics. Such services must

be rendered by a Registered Nurse or by a Licensed Practical Nurse under the direction of a Registered Nurse.

2. Tis services are provided for compensation from its covered persons and under the full-time supervision of a
physicien or Registered Nurse.

3 Tt provides twenty-four (24) hour-a-day nursing services,

4. It maintaing a complete medical record on cach covered person.
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5. It is not, other than incidentally, a place for rest, a place for the aged, a place for drug addicts, a place for
alcoholics, a place for custodial or educational care, or a place for the care of mental and nervous disovders.

6. It is approved and licensed by Medicare.

This term shall also apply to expenses ineurred in an institution referring to itsclf as a skilled nursing facility,
convaleseent nursing facility, or any such other similar designation.

Stability Period

The period of time as determined by the employer and congistent with Federal law, regulation and guidance, after the
megsurement period has been completed,

Stabilize

To provide medical treatment of an emergency medical condifion as necessary, to assure within reasonable medical
probability, that no material deterioration of the condition is likely to result from or occur during the transfer of the
covered person (rom a facility, including delivery with respecl Lo a pregnanl woman who is having conlraclions.
Substance Use Disorder

Any disease or condition that is classified as a substance use disorder in the current edition of the International
Classification of Diseases, in effect at the time services are rendered. The fact that a disorder is listed in the Intermnatonal
Classification of Diseases, or any other publication does not mean that treatment of the disorder is covered by this Plan.

Telemedicine Services

Telephone or web-based video consultations and health inlormalion provided by a slale licensed physician. Such
services include telebehavioral health or mental and nervous disorder heallh services provided by a physician or olher
Licensed provider.

Telemedicine Services Vendor

The telemedicine services vendor is Teladoc

Total Disability or Totally Disabled

The employee is prevented from engaging in his or her regular, customary occupation due to ilfness or accident, and is
performing no work of any kind for compensation or profit; or a dependent is prevented from engaging in all of the
normal activities of a person of like age and sex who is in good health due to iliness or gccident.

Treatment Center

I. An institution which does not quality as a hespital, but which does provide a program of effective medical
and therapeutic treatment for substance use disorder, and

2. Where coverage of such treatment is mandated by law, has been licensed and approved by the regulatory
authority having responsibility for such licensing and approval under the law, or

3 Where coverage of such treatment is not mandated by law, meets all of the following requirements:
a. Tt is established and operated in accordance with the applicable laws of the jurisdiction in which it is
located.
b. It provides a program of treatment approved by the physician.
<. It has or mamtains a written, specific, and detailed regimen requiring full-time residence and full-

lime participation by the covered person.
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d. It provides at 1zast the following basic services:
(i) Room and board
{ii.) Evaluation and diagnosis
{11L.) Counseling
{1v.) Referral and orientation to specialized community resources.
Drgent Cave
An emergency medical condifion or an onsct of scvere pain that cannot be managed without immediate treatment,
Urgent Care Center
A facility which is engaged primarily in providing minor emergency and episodic medical care and which has:
L. a board-certified physician, a Registered Nurse (RN) and a registered x-ray technician in attendance at all times;
2. has x-ray and laboratory equipment and life support systems.
An urgent care center may include a clinic localed al, operaled in conjunction with, or which is parl of a regular hospital.
Variable Hour Employee

An employee as defined by Federal law, regulation and guidance.
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APPENDIX A
PROGRAMS AND SERVICES

TELADOC® HEALTH CHRONIC CONDITION MANAGEMENT PLUS
PROGRAM

This Plan includes the Teladoc™ Health Chronic Condition Management Plus {CCM+) Program which combines
comnected technology, data science and virtual care capabilities with expert coaches for a comprehensive and integrated
experience that streamlines chronic condition management and helps improves ¢linical outcomes for covered persons
with certain chronic conditions, Teladoc® Health’s CCM+ solution offers three programs, each characterized by an
anchor condition, that helps provide an effective way for covered persons to manage their health challenges:

L. Teladoc® Health Diabetes Management Program;
2. Teladoc® Health Hypertension Management Program; and
3. Teladoc® Health Prediabetes Management Program.

To participate in the Teladoc® Health CCM+ Program, a covered persom must register online at
hitp./fwww. livongo.com/).

Teladoc® Diabetes Management Program

The Diabeles Managemenl Program is available lo covered persons wilh (ype 1 or type 2 diabeles. The program is
designed to assist a covered person with blood glucose contrel via a connected blood glucose meter, coaching, and
member support. There is no additional cost to the covered person to enroll and participate in this program. Once
enrolled, a covered person receives a blood glucose meter, strips and lancets from Teladoc® Health, access to the
member website, mylivongo.com, and may begin testing. A diabetes specialist has real-time access to a covered
person’s readings and may contact a covered person conceming any aclite out-of-range blood glucese readings.
Covered persons may access their blood ghucose readings, reorder strips, contact a coach, or share their health report
directly from their blood glucose meter. Alternatively, covered persons may also log into their account at
mylivongo.com or on the Livongo™ mobile app or contact Teladoc® member support at 1-800-945-4355.

A covered person may opt-out of the program at any time by accessing their account at mylivengo.com and selecting
“Noufications” from the menu.

Teladoc® Health Hypertension Program

The Hypertension Management Program is available to covered persons that have been diagnosed with hypertension.
The program is designed to assist a covered person manage their blood pressure with a connected blood pressure
monitor, coaching, and member support. There is no additional cost to the covered person to cnroll and participate in
this program. Once the covered persen cnrolls in the program, Teladoe® will provide the covered person with a
connected blood pressure monitor and aceess to the member web portal where the covered person may access their
personal health account at mylivongo.com and may begin testing. Covered persons also have access to Teladoc
Health's wireless and mobile access and may reach customer support at 1-800-945-4355.

Key features of the program include step-by-step action plans based on a eovered person’s soals, tips on nutrition and
Y prog p-oy-step p P g p

activity tracking, one-orn-one support from experienced coaches using evidence-based practices, and medication
support for covered persons finding it difficult to adhere to this program.

120



BlueCross BlueShield
@ @ of Mlinois

Teladoc® Health Prediabetes Management Program

The Prediabetes Management Program is available to covered persons that meet the Centers for Disease Control and
Prevention diabetes prevention program qualification criteria. The program is designed to assist a covered person
manage thewr weight through coaching and member support to reduce the covered person’s risk for type 2 diabetes.
There 1s no additional cost to the covered person to enroll and participate in this program. Once the covered person

enrolls in the program, Teladoc® Health will provide the covered person with the following tools:

1. Cellular connceted smart scale that synes with the covered person’s online account to help the covered person
to sct goals, view weight trends and track their progress all in one place;

[

Coaching support on nutrition and meal planning by telephone or on the Teladoe Health app;

3 Guidance and support designed to educate, motivate, and empower the covered person through the Teladoc™
Health app aor portal to help eovered persons reduce their risk of type 2 diabetes.

The Teladoe®™ Health’s CCM+ solution also includes tools and support to help manage weight and mental health for a
covered person age cighteen (18) or older.

A covered person that participates in at least one of the above anchor programs and meets body mass index
requirements also has access 1o the lollowing programs:

Weight Management: An evidence-based solulion thal helps the covered person manage lheir weighl by [ocusing on
Lifestyle behavior change. Eligible parlicipants will receive a digilal cellular connected scale; unlimiled one-on-one
coaching; guidance on crealing healthy habils; and weighl, aclivily, and lood (racking abilily.

Digital Mental Health: Digital Mental Health offers programs, information, and activities that can be found on the
app or website.  Eligible participants have online access to support via self-guided, evidence-based digital prograns
and tools that can be privately accessed from anywhere. Note: The Digital Menital Health solution doesn 't include talk
therapy or medication management.

HINGE

Hinge is a digital musculoskeletal solution that provides a covered person with access to personalized care and
coaching, and educational tools to assist the covered person with their chronie back and joint pain. With the help of a
personal coach and physical therapist, the covered person can access focused exercise therapy and feedback through
the Hinge app.

The covered person will receive the following after signing up for this program:

1. Wearable sensors to guide stretches that can connect to the Hinge Health app and give the envered persan live
feedback on their positioning during stretehes and exerciscs.

2. Personalized exercise therapy three (3) times cach weck that guides the covered person through fifteen {(15)
minute scssions that increase in difficulty as the covered person progresscs.

3. Unlimited ong-on-one health coaching via text, email or call that is tailored to the covered person’s goals.

A covered person may access the Hinge solution at www.myBlueElementIl..com.
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[ATTENTION: Tf you speak a different language, language assistance services are available to you free of charge.
Call 1-833-346-1478.

Espartiol (Spanish)
ATENCION: si habla ¢spafiol, ticne a su disposicion servicios gratuitos de asistencia lingiifstica. Llame al 1-833-
346-1478.

28y (Chinese)
HE PRI, SRR BEAESIEMEE, FEE 1-833-346-1478.

Tiéng Yiét (Vietnamese) ) )
CHU Y: Néu ban ndi Tiéng Viét, co cac dich vu ho trg ngdén ngilt mién phi danh cho ban. Goi s6 1-833-346-1478.

3l o] (Korean)
9] Flago] B AL AT A, 2o A AR 28 FALR o] A S G U Tl 1-833-346-1478 HE &
Akl T4 A8

Tagalog (Tagalog — Filipino)
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-833-346-1478.

Pycexuii (Russian)

BHMMAHHWE: Ecnu BLI FOBOPHTE HA PYCCKOM S3BIKE, TO BAM JIOCTYIIHLL OECIUIATHEIE YCIYTH IEpeBOa. 3BOHMTE 1-
833-346-1478.

4w = (Arabic)

S s puall Bl Q8 5) 3333-222-008-1 & e Glaally S 85 A el Bae Lsall Cland o8 ARl K31 Gt i€ 1Y Ak pale
1-833-346-1478

Kreydl Avisyen (French Creole)

ATANSYON: Siw pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele 1-833-346-1478.

Francais (French)

ATTENTION : Si vous parlez francais, des scrvices d'aide linguistique vous sont proposés gratuitcment. Appelez le
1-833-346-1478.

Polski (Polish)
UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezplatnej pomocy jezykowe]. Zadzwon pod numer 1-833-

346-1478.

Portugués (Portuguese)
ATENCAOQ: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-833-346-1478.

Italiano (Ttalian)
ATTENZIONE: Tn caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti,
Chiamare il numero 1-XXX-XXX-XXXX,

Dcutsch (German)
ACHTUNG: Wenn Sic Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufhummer: 1-833-346-1478.
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B AGE {Japancse)
AR AAFER SN DT, MEOFTE RS SRR AT F90 1-833-346- 1478 £°T, B
12T AR SR,

.~ 4 (Farsi)
Ry e 1-833-346- 1478 L 23l e bt Lad (g5 S ey G5 S0k oS e K b s 4 81 A
&4} hindi)

= . —. - T L T = - - . b - Lo
SITE T TR ATT 31 ATAA 3 AT AT A0 T8 | JqTAT JAZ AT T T34 2N

Lsisdears A7 Al el

<wbipnbl (Armenian)

NFGUW M IHE3NFY Beb fununod bp huygbipbi, wwwe alg windGup upon Lo wpudwegpdly bgdudui
wywlgni @il dwouynnibibp: 2wbgquibwplp 1-833-346-1478.

a1l (Gujarati)
yaell: Bl Al a2l cledl &, dl FLaes eumt dsia Aol dHiRl HI2 GUdsy &,

gl 521

1-833-346-1478

Hmoob (Hmong)
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj.  Hu ran 1-833-346-

1478.

}:\_}i {Urdu)

1-833-346-1478 (i8S S+ o i (e ibe ard (S22 (S0 Sl $igm e st G 81 lua

tei (Cambodian)

(it diferacurifannr manias, endgtdEtm A hEdeit A Gmomeentdman o eon | -833-346-1478 +
i I L S 3 g g gl

YATER (Punjabi)
firrs (@6, 1 3T At g2 J. 3 99 @9 Aoy Ber 3972 &8 Hes Susmgy I
r333-3u6-rs 3 A T

Il (Bengali)

T Fpels WM OBMAGT FEAL FH] TE0E CTEA. BRE FRAART ®FE) REe] EEd) e il (S
Pl | g3a 2461478

R (Yiddish)
917 IRYON 112 70 DYDMIIED 97%7 TRISW TR IRD IRAIRD DIV LIOTR BT TR W ORIPIVNINR1-833-346- 1478,

AT (Ambharic
MO, PTG RIR RCTCT hry PRCRIS ACRS BCEFTY (192 ALPSNPT FUIE FPAL 0L TLha-
ETL B 1833.346-1478,
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ATH I8 (Thai)

a8 1 ) 9o A WO
Geou: dmagan neauannraldudnsyendonwnnn oW Tng 1-235-245-1478.

QOroomiffa (Oromo)
XIYYEEFFANNAA: Afaan dubbattu Oroomifta, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa
1-833-346-1478.

Ilokano {Ilocana)
PAKDAAR: Nusaritacm ti Illocano, ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para
kenvam. Awagan ti 1-833-346-147%.

wrgro {130) ‘
TU0R90: 09 1HDMIFT 290, NMVOIMvIoeciiadwwiz, loetcdyes, cundvanltvm. tns
1-833-346-1478.

Shqip {Albanian)
KUJIDES: Nése flitni shqip, pér ju ka né€ dispozicion shérbime t& asistencés gjuhésore, pa pagesé. Telefononi né 1-
833-346-1478.

Srpsko-hrvatski (Serbo-Croatian)
OBAVIESTENIE: Ako govorite srpsko-hrvatski, usluge jeziéke pomodi dostupne su vam besplatno. Nazovite |-
833-346-1478.

Yxpairceka {Ukrainian)
YBATA! Skiuo BU pO3MOBUAETE YKPATHCBKOK MOBOK), BU MOKETS 3BCPHYTHCH 10 OC3KOUITOBHOL CliyxOu MOBHOT
uinrpumku. Teuedonyiite 3a Homepom 1-833-346-1478.

ﬂtﬂ?ﬁgNepali)
I AR AT S Aelges MW TWsE [T AT HEOA WAE e T 3O T | W

a = 1-833-346-1478

Nederlands {Dutch)
AANDACHT: Als u nederlands spreekt, kunt u gratis gebruikmaken van de taalkundige diensten. Bel 1-833-346-
1478.

unD {Karen)

hasnohoni- peimmof oo cal, se1h mooar.on onnetionhocmet Eondmanhansfiol A
d ¥4 % e g 240

1-833-346-1478

Gagana fa'a Samoa (Samoean)

MO LOU STLAFTA: At e te tautala Gagana fa'a Samoa, o loo iai auaunaga fesoasoan, ¢ fai fua ¢ leai se totogi, mo
oe, Telefoni mai: 1- 833-346-1478,

Kajin M;aiél {(Marshallese)
LALE: Ne¢ kwdj kdnono Kajin Majdl, kwomarofi bok jerbal in jipaf ilo kajin ne am ¢jjelok wdnaan. Kaalok 1-833-
346-1478.

Romini {(Romanian)
ATENTIE: Daca vorbiti limba romina, vi stau la dispozitic servicii de asistenta lingvistica, gratuit. Sunati 1a [-833-
346-1478.
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Foosun Chuuk {Trukese)
MEI AUCHEA: Tka iei foosun fonuomw: Foosun Chuuk, iwe en mei tongeni omw kopwe angei aninisin chiakku,
ese kamo. Kori 1-833-346-1478.

Tonga {Tongan)
FAKATOKANGA'T: Kapau ‘oku ke Lea-Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai atu ha tokoni
ta’etotongi, pea teke lava ‘o ma’uia. Telefoni mai 1-833-346-1478.

Bisaya (Bisayan)
ATENSYON: Kung nagsulti ka og Cebuano, aduna kay magamit nga mga scrbisyo sa tabang sa lengguwahe, nga
walay bayad. Tawag sa 1-833-346-1478.

Ikirundi {Bantu — Kirundi)
ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu. Woterefona [ -833-
346-1478.

Kiswahili (Swahili)
KUMBUKA: Tkiwa unazungumeza Kiswahili, unaweza kupala, huduma za lugha, bila malipo. Piga simu 1-833-346-
1478.

Bahasa Indonesia (Indonesian)
PERHATIAN: Jika Anda berbicara dalam Bahasa Indonesia, lavanan bantuan bahasa akan tersedia secara gratis.
Hubungi 1-833-346-1478.

Tiirkce (Turkish)
DIKKAT: Eger Tiirkce konusuyor iseniz, dil vardimi hizmetlerinden ficretsiz olarak yararlanabilirsiniz, [-833-346-
1478 irtibat numaralarini arayin,

3235 (Kurdish)
A (5 gy Aol gy B e ) R e ) (e e S )1 5580 Ja i umSon auad (00 ) € e oy afad 1o )11 478-346-833- 1
A

Senth { (Teluga)
303 Digoct. wsHY Dach DU gEa HTEREBA) ond, Do T Bux e HFog Ddew
Er)eolT™ LETT0N.

Thuonjan {Nilotic — Dinka)
PID KENE: Na ye jam né Thuanjan, ke kusny yen& koc waar thook at3 kuka 18u y8k abac ke c¢in wénh cuaté piny.
Yuopé 1-833-346-1478

1-833-346-1478

Norsk {Norwegian)
MERK: Hvis du snakker norsk, er gratis sprikassistansetjenester tilgjengelige for deg. Ring 1-833-346-147K.

Catala (Catalan)
ATENCIO: Si parleu Catala, teniu disponible un servei d”ajuda lingiifstica sense cap cirrec. Truqueu al 1-833-346-
1478.

Abnpvikd (Greek)
TTPOZOXH: Av [UAdTe cAlnvikd, oTh duddeaq o Pplokoviol vIpeaicg YA SGIKNE VTOSTHPLENS. oL 0TolEg
mopéyovial dopedy. Kardote [-833-346-1478,

Tgbo asusu (Tho)

Tge nti: O buru na asu Tho asusu, enyemaka diti gi site na call 1-833-346-1478,

&de Yoruba {Yoruba)
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AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowao lori ede wa fun yin o. E pe ero ibanisoro yi 1-833-346-1478.

Lokaiahn Pohnpei (Pohnpeian)

Ni songen mwohmw ohte, komw pahn sohte anahne kawehwe mesen nting me koatoantoal kan ahpw wasa me
ntingie [Lokaiahn Pohnpei] komw kalangan oh ntingidieng ni lokaiahn Pohnpei.

Call 1-833-346-1478.

Deitsch (Pennsylvania Dutch)
Wann du [Deitseh {Pennsylvania German / Duteh)] schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dilr
helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-833-346-147%.

ho‘okomo ‘alelo (Hawaiian)
ENANA MALI: Ind ho‘opuka ‘oc i ka ‘Glelo [ho*okome ‘5lelo], loa®a ke kdkua manuahi i3 “oc.
E kelepona id 1-833-346-1478.

Adamawa (Fullulde)
MAANDO: To a waawi [Adamawa], & woodi ballooji-ma 1o ekkilaaki wolde cashu. Noddu 1-833-346-1478.

Lsalagl gawonihisdi (Cherokee)
Hagsesda: iyuhno hyiwoniha [1salagi gawonihisdi]. Call 1-833-346-1478.

I linguahén Chamoru (Chamoiro)
ATENSION: Yanggen un tungd [I linguahén Chamoru], 1 setbision linguahé gaige para hagu dibatde ha . Agang
11-833-346-1478.

hice (Assyrian)
1-833-346-1478

M Lo L le N s whios hcaly

T (Burmese)

DDOO)LISGHJ - %mt@ﬁ Q)&C)g -.'.degommg O‘o? GLIU‘J(ﬂO’DI 02200007038 S‘BORS‘BQQI 3’33%\ &)903“3@(}?

o%@eaa';am@;@e&ognﬂegu LP?"«':%U’]O? 1-833-346-1478 a;L)Pu/l. Gai':a(;a?(_ﬂu

Diné Bizaad (Navajo)

D baa aled nindzin: THI saad bee yanilfl go Dine Bizaad . saad bee aks'andda’1we'dés’. t'aa
jikely, ¢i na helg, ket hediilnidi:

1-833-346-1478

Basdd-widiu-po-nyd (Bassa)
D¢ de nid ke dyédé gbo: 3 jii ké m [Basds-widu-po-ny3] jii ni, nii, 4 wudu ka ko do po-pod b&in m gbo kpda. Da 1-
833-346-1478.

Chahta (Choctaw)
ANOMPA PA PISAH: [Chahta] makilla ish anompoli hokma, kvna hosh Nahollo Anompa va pipilla hosh chi
tosholahinla.  Atoko, hattak yvmma im anompoli chi bynnakmvt, holhtina pa payah: 1-833-346-1478.]
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Comfort Systems USA, Inc. has caused this Comfort Systems USA Health & Welfare Plan — Silver Plan (Plan) to take
effect as of the first day of January 2026, at Houston, Texas. This is a revision of the Plan previously adopied JTanuary
I, 2021. I have read the document herein and certify the document reflects the terms and conditions of the employee
welfare benefit plan as established by Comfort Systems USA, Ine.

BY Olga Osborne st oo DATE:
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