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AMENDMENT

This Amendment modifies the coverage described in your Certificate/Benefit Book and is effective at the time
of your plan’s next renewal occuring on or after May 1, 2016. It is subject to all the terms and conditions of the
plan, except as stated. This Amendment terminates concurrently with the plan to which it is attached. Please
place this Amendment with your Certificate/Benefit Book for future reference.

1. The following definition is added:

Specialty Prescription Drugs - A Prescription Drug that:

is approved only to treat limited patient populations, indications or Conditions; and•

• is normally, but not always, injected, infused or requires close monitoring by a Physician or clinically trained
individual; and

• meets one of the following:

• the FDA has restricted distribution of the drug to certain facilities or Providers; or

• requires special handling, Provider coordination or patient education that cannot be met by a retail Pharmacy.

2. The following is added to the Drugs and Biologicals Health Care Benefit:

Specialty Prescription Drugs require prior approval from Medical Mutual.•

• Medical Mutual, along with your Physician, will determine which setting is most appropriate for these drugs and
biologicals to be administered to you.

• Medical Mutual may, in its sole discretion, establish quantity and/or age limits for specific Prescription Drugs.
Covered Services will be limited based upon Medical Necessity, quantity and/or age limits established by Medical
Mutual or utilization guidelines. Medical Mutual may require utilization programs, such as Step Therapy
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CERTIFICATE/BENEFIT BOOK AMENDMENT
(Telehealth)

This Amendment modifies the coverage described in your Certificate Book/Policy and is effective on May 1,
2016. It is subject to all the terms and conditions of the plan, except as stated. This Amendment terminates
concurrently with the plan to which it is attached. Please place this Amendment with your Certificate Book/Policy
for future reference.

1. The following exclusion is added and replaces any existing exclusion for telephone or online consultations:

For telephone consultations or consultations via electronic mail, facsimile or internet/web site, except as required by
law, authorized by Us, or as otherwise described in this Certificate Book/Policy.

2. The following is added to the office visit section of the Health Care Benefit entitled, “Medical Care:”

Services not performed in-person. When performed by a Provider with whom Medical Mutual has an agreement
to perform these services, your coverage will include Providers’ charges for consulting with Covered Persons by
telephone, facsimile machine, electronic mail systems or online visit services. Online Covered Services include a
medical consultation using the internet via a webcam, chat or voice. Non Covered Services include, but are not
limited to, communications used for:

• Reporting normal lab or other test results

• Office appointment requests

• Billing, insurance coverage or payment questions

• Requests for referrals to doctors outside the online care panel

• Benefit precertification

• Physician-to-Physician consultation

IN WITNESS
WHEREOF:

Medical Mutual

Steven C. Glass
President & CEO

Please Note: Products marketed by Medical Mutual may be underwritten by one of its subsidiaries, such as Medical
Health Insuring Corporation of Ohio© or Consumers Life Insurance Company.©
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Any Excess Charges you pay for claims will not accumulate toward any applicable Coinsurance Limit or toward
the Out-of-Pocket Maximum.

Deductible and Coinsurance Limit accumulations are separate.

You may be charged more than one Copayment per visit if multiple types of examinations are performed.

It is important that you understand how Medical Mutual calculates your responsibilities under this Benefit Book. Please
consult the "HOW CLAIMS ARE PAID" section for necessary information.

To receive maximum benefits, you must use PPO Network Providers. PPO Network Providers may change. Medical
Mutual will tell you 60 days before a PPO Network Hospital becomes Non-PPO Networ





Institutional and Professional
Charges

Institutional and Professional
Charges

COINSURANCE PAYMENTS

For Covered Services received from
a Non-PPO Network or a

Non-Contracting Provider, you pay
the following portion, based on the

applicable Allowed Amount or
Non-Contracting Amount  (3)

For Covered Services received from
a PPO Network Provider,

you pay the following portion, based
on the Allowed Amount

TYPE OF SERVICE

IF A DEDUCTIBLE APPLIES, ALL COVERED SERVICES ARE SUBJECT TO THE DEDUCTIBLE, UNLESS "NOT
SUBJECT TO THE DEDUCTIBLE" IS SPECIFICALLY STATED.

40%0%, not subject to the Deductible
Routine Colonoscopy and
Sigmoidoscopy
(Ages 40-75)

40%0%, not subject to the Deductible

Routine Anoscopy and
Proctosigmoidoscopy (all ages) and
Routine Colonoscopy and
Sigmoidoscopy (other than ages 40-75)

40%0%, not subject to the Deductible
Routine Laboratory Services, Medical
Tests and X-rays

40%0%, not subject to the DeductibleRoutine Mammograms

40%0%, not subject to the DeductibleRoutine Pap Tests

40%0%, not subject to the Deductible
Routine Physical Examinations
(Age 21 and over)

40%0%, not subject to the Deductible

Routine Testing Services:

• Bone Density Test

• Chlamydia Screening

• Cholesterol Screening

• Colon Cancer Screening 

• Prostate Specific Antigen (PSA)
Tests

40%0%, not subject to the Deductible
Well Child Care Services
(Under age 21)

SURGICAL SERVICES

40%20%Inpatient Surgery

40%0%, not subject to the Deductible
Medically Necessary Endoscopic
Procedures (i.e, Colonoscopy,
Sigmoidoscopy, etc.)

40%20%Outpatient Surgery

OTHER SERVICES

40%20%All Other Covered Services

Comprehensive Major Medical Notes

1. Prescription Drug benefits that accumulate toward the Out-of-Pocket Maximum are provided under a separate
arrangement between the Group and the Group's pharmacy benefits manager and are not part of this Plan administered
by Medical Mutual.

2. "Aggregate processing" - A family plan that has one Deductible and one Out-of-Pocket Maximum for everyone in
the family. However, for Covered Services provided by PPO Network Providers, each Covered Person's Out-of-Pocket
Maximum will not exceed the PPO Network Out-of-Pocket Maximum applicable to self-only coverage permitted by
the Affordable Care Act and its associated regulations.
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3. The Coinsurance percentage will be the same for Non-Contracting Providers as Non-PPO Network Provider Providers
but you may still be subject to balance billing and/or Excess Charges. Payments to Contracting Non-PPO Network
Provider Providers are based on Allowed Amount. Payments to Non-Contracting Providers are based on the
Non-Contracting Amount.

4. Preventive services include evidence-based services that have a rating of "A" or "B" in the United States Preventive
Services Task Force, routine immunizations and other screenings, as provided for in the Patient Protection and
Affordable Care Act.
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PPO NETWORK MAJOR MEDICAL HEALTH CARE BENEFIT BOOK

This Benefit Book describes the health care benefits available to you as a Covered Person in the Self Funded Health
Benefit Plan (the Plan) offered to you by your Employer or your Union (the Group). It is subject to the terms and conditions
of the plan document. This is not a summary plan description or an Employee Retirement Income Security Act (ERISA)
plan document by itself. However, it may be attached to or included with a document prepared by your Group that is
called a summary plan description.

There is an Administrative Services Agreement between Medical Mutual Services, LLC (Medical Mutual) and the Group
pursuant to which Medical Mutual processes claims and performs certain other duties on behalf of the Group.

All persons who meet the following criteria are covered by the Plan and are referred to as Covered Persons, you or
your. They must:

• pay for coverage if necessary; and

• satisfy the Eligibility conditions specified by the Group.

The Group and Medical Mutual shall have the exclusive right to interpret and apply the terms of this Benefit Book. The
decision about whether to pay any claim, in whole or in part, is within the sole discretion of Medical Mutual, subject to
any available appeal process.
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Custodial Care -  care that does not require the constant supervision of skilled medical personnel to assist the patient
in meeting their activities of daily living. Custodial Care is care which can be taught to and administered by a lay person
and includes but is not limited to:

• administration of medication which can be self-administered or administered by a lay person; or

• help in walking, bathing, dressing, feeding or the preparation of special diets.

Custodial Care does not include care provided for its therapeutic value in the treatment of a Condition.

Custodian - a person who, by court order, has permanent custody of a child.

Deductible - an amount, usually stated in dollars, for which you are responsible each Benefit Period before the Plan will
start to provide benefits.

Drug Abuse - a Condition classified as a mental disorder and described in the International Classification of Diseases,
Ninth Revision, Clinical Modification (ICD-9-CM) or the most recent version, as drug dependence abuse or drug psychosis.

Emergency Medical Condition -  a medical Condition manifesting itself by acute symptoms of sufficient severity, including
severe pain, so that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably
e



• the written informed consent used by the treating facility or by another facility studying substantially the same drug,
device, medical treatment or procedure;

• corporate medical policies developed by Medical Mutual; or

• any other findings, studies, research and other relevant information published by government agencies and nationally
recognized organizations.

Even if a drug, device, or portion of a medical treatment or procedure is determined to be Experimental or Investigational,
the Plan will cover those Medically Necessary services associated with the Experimental or Investigational drug, device,
or portion of a medical treatment or procedure that the Plan would otherwise cover had those Medically Necessary
services been provided on a non-Experimental or non-Inv



portion that is attributable to a quality incentive payment or bonus and will not be adjusted or changed if such payments
are not made.

The Negotiated Amount for Providers does not include adjustments and/or settlement due to prompt payment discounts,
guaranteed discount corridor provisions, maxim





PPO Network -  a limited panel of Providers as designated by Medical Mutual known as a preferred provider organization.

Preauthorization -  A decision by Medical Mutual that a health care service, treatment plan, prescription drug or durable
medical equipment is Medically Necessary. This is also referred to as "precertification" or "prior approval".  Medical
Mutual requires Preauthorization before you are admitted as an Inpatient in a Hospital or before you receive certain
services, except for an Emergency Medical Condition. Preauthorization is not a promise that the Plan will cover the cost.

Prescription Drug (Federal Legend Drug) - any medication that by federal or state law may not be dispensed without
a Prescription Order.

Prescription Drug Order -  the request for medication by a Physician or Other Professional Provider who is licensed by
his or her state to make such a request in the ordinary course of Professional practice.

Professional -  a Physician or Other Professional Provider.

Professional Charges - The cost of a Physician or Other Professional Provider's services before the application of the
Negotiated Amount.

Provider - a Hospital, Other Facility Provider, Physician or Other Professional Provider.

Psychologist - an Other Professional Provider who is a licensed Psychologist having either a doctorate in psychology
or a minimum of five years of clinical experience. In states where there is no licensure law, the Psychologist must be
certified by the appropriate professional body.

Residential Treatment Facility -  a facility that meets all of the following:

• An accredited facility that provides care on a 24 hour a day, 7 days a week, live-in basis for the evaluation and
treatment of residents with psychiatric or chemical dependency disorders who do not require care in an acute or
more intensive medical setting.

• The facility must provide room and board as well as providing an individual treatment plan for the chemical,
psychological and social needs of each of its residents.

• The facility must meet all regional, state and federal licensing requirements.

• The residential care treatment program is supervised by a Professional staff of qualified Physician(s), licensed nurses,
counselors and social workers.

Rider - a document that amends or supplements your coverage.

Routine Services - Services not considered Medically Necessary.

Skilled Care - care that requires the skill, knowledge or training of a Physician or a:

• registered nurse;

• licensed practical nurse; or

• physical therapist

performing under the supervision of a Physician. In the absence of such care, the Covered Person's health would be
seriously impaired. Such care cannot be taught to or administered by a lay person.

Specialist -  a Physician or group of Physicians, in other than family practice, general practice, geriatrics, internal medicine,
pediatrics, neonatology, obstetrics, gynecology, or advanced practice nurses.

Stabilize -  with respect to an Emergency Medical Condition, to provide such medical treatment of the Condition as may
be 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 individual from a facility.

Substance Abuse - Alcoholism and/or Drug Abuse.

Surgery -

• the performance of generally accepted operativ.77vc10 h0.2nd/or471 63.ely touseggg,



• has a written agreement with an organization that is legally authorized to obtain donor organs; and

• complies with all federal and state laws and regulations that apply to transplants covered under this Benefit Book.

United States - all the states, the District of Columbia, the Virgin Islands, Puerto Rico, American Samoa, Guam and the
Northern Mariana Islands.

Urgent Care - any Condition, which is not an Emergency Medical Condition, that requires immediate attention.

Urgent Care Provider - an Other Professional Provider that performs services for health problems that require immediate
medical attention that are not Emergency Medical Conditions.
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ELIGIBILITY

Enrolling for Coverage

Prior to receiving this Benefit Book, you enrolled, and were accepted or approved by your Group for individual coverage
or family coverage. For either coverage, you may have completed an Enrollment Form. There may be occasions when
the information on the Enrollment Form is not enough.The Group will then request the additional data needed to determine
whether your dependents are Eligible Dependents. Coverage will not begin until your enrollment has been approved and
you have been given an effective date.

Under individual coverage, only the Card Holder is covered. Under family coverage, the Card Holder and the Eligible
Dependents who have been enrolled are covered.

Eligible Employees

An Eligible Employee is:

An employee of the Group who meets the eligibility requirements of the Group including working the required number of
hours that the Group requires for eligibility. Any applicable waiting period must be satisfied, but will not exceed 90 days.

No person who is eligible to enroll will be denied enrollment based upon health status, health care needs, genetic
information, previous medical information, disability or age.

Eligible Dependents

An Eligible Dependent is:

• the Card Holder's spouse, provided you are not legally separated;

• the Card Holder's or spouse's:

• natural children;

• stepchildren, provided the natural parent remains married to the Card Holder and resides in the household;

• children placed for adoption and legally adopted children;

• children for whom either the Card Holder or Card Holder's spouse is the Legal Guardian or Custodian; or

• any children who, by court order, must be provided health care coverage by the Card Holder or Card Holder's
spouse.

To be considered Eligible Dependents, children's ages must fall within the age limit specified in the Schedule of Benefits.

Eligibility will continue past the age limit for Eligible Dependents who are unmarried and primarily dependent upon the
Card Holder for support due to a physical handicap or intellectual disability which renders them unable to support
themselves. This incapacity must have started before the age limit was reached and must be medically certified by a
Physician.You must notify your Group of the Eligible Dependent's desire to continue coverage within 31 days of reaching
the limiting age. After a two-year period following the date the Eligible Dependent meets the age limit, the Plan may
annually require further proof that the dependence and incapacity continue.

Qualified Medical Child Support Order

In general, a Qualified Medical Child Support Order (QMCSO) is a court order that requires a Card Holder to provide
medical coverage for his or her children (called alternate recipients) in situations involving divorce, legal separation or
paternity dispute. A QMCSO may not require the Plan to provide any type or form of benefit, or any option not otherwise
provided under the Plan, except as otherwise required by law. This Plan provides benefits according to the requirements
of any QMCSO as defined by ERISA section 609(a). The Group will promptly notify affected Card Holders and alternate
recipients if a QMCSO is received. The Group will notify these individuals of its procedures for determining whether
medical child support orders are qualified; within a reasonable time after receipt of such order, the Group will determine
whether the order is qualified and notify each affected Card Holder and alternate recipient of its determination. A copy
of the Group's QMCSO procedures is also available upon request from the Group, without charge.

Once the dependent child is enrolled as an alternate recipient under a QMCSO, the child's appointed guardian will receive
a copy of all pertinent information provided to the Card Holder. In addition, should the Card Holder lose eligibility status,
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k. The employee or dependent is determined to be eligible for premium assistance in the Group's plan under a
Medicaid or CHIP plan

3. If you or your Eligible Dependent has COBRA coverage, the coverage must be exhausted in order to trigger a special
enrollment right. Generally, this means the entire 18, 29 or 36-month COBRA period must be completed in order to
trigger a special enrollment for loss of other coverage.

4. Enrollment must be supported by written documentation of the termination of the other coverage with the effective
date of said termination stated therein. With the exception of items "j" (termination of Medicaid or CHIP coverage)
and "k" (eligibility for premium assistance) above, notice of intent to enroll must be provided to Medical Mutual by
the Group no later than thirty-one (31) days following the triggering event with coverage to become effective on the
date the other coverage terminated. For items "j" and "k" above, notice of intent to enroll must be provided to Medical
Mutual by the Group within sixty (60) days following the triggering event, with coverage to become effective on the
date of the qualifying event.

If you have a new dependent as a result of marriage, birth, adoption or placement for adoption, you ma



HEALTH CARE BENEFITS

This section describes the services and supplies covered if provided and billed by Providers. All Covered Services must
be Medically Necessary unless otherwise specified.

Please refer to the Prior Approval of Non-PPO Network Benefits in the How Claims Are Paid section of the General
Provisions for information regarding services received from Non-PPO Network Providers.

Women's Health and Cancer Rights Act Notice

Your Plan, as required by the Women's Health and Cancer Rights Act of 1998, provides benefits for mastectomy-related
services including all stages of reconstruction and surgery to achieve symmetry between the breasts, prostheses, and
complications resulting from a mastectomy, including lymphedema. Call the Customer Service number located on your
identification card for more information.

Alcoholism and Drug Abuse Services

Benefits are provided for the treatment of Alcoholism and Drug Abuse. Covered Services include:

• Inpatient treatment, including rehabilitation and treatment in a Residential Treatment Facility;

• Outpatient treatment, including partial Hospitalization and intensive Outpatient services;

• detoxification services;

• individual and group psychotherapy;

• psychological testing; and

• counseling with family members to assist with diagnosis and treatment. This coverage will provide payment for
Covered Services only for those family members who are considered Covered Persons under this Benefit Book.
Charges will be applied to the Covered Person who is receiving family counseling services, not necessarily the
patient receiving treatment for Alcoholism or Drug Abuse.

Inpatient admissions to a Hospital Provider or Residential Treatment Facility must be preauthorized. The telephone
number for preauthorization is listed on the back of your identification card. Contracting Providers in Ohio will assure this
preauthorization is done; and since the Provider is responsible for obtaining the preauthorization, there is no penalty to
you if this is not done. For Non-Contracting Providers or Providers outside of Ohio, you are responsible for obtaining
preauthorization. If you do not preauthorize these admissions and it is later determined that the admission was not
Medically Necessary or not covered for any reason, you will be responsible for all Billed Charges.

Allergy Tests and Treatments

Allergy tests and treatment that are performed and related to a specific diagnosis are Covered Services.





b. The Covered Person provides medical and scientific information establishing that his or her participation in such
trial would be appropriate based upon the Covered Person meeting the conditions described in "1" above.

If the clinical trial is not available from a PPO Network Provider, the Covered Person may participate in an Approved
Clinical Trial administered by a Non-Contracting Provider. However, the Routine Patient Costs will be covered at the
Non-Contracting Amount, and the Covered Person may be subject to balance billing up to the Provider's Billed Charges
for the services.

"Approved Clinical Trial" means a phase I, phase II, phase III, or phase IV clinical trial that is conducted in relation to the
prevention, detection, or treatment of cancer or other life-threatening disease or Condition and is described in any of the
following:

• A federally funded trial.

• The study or investigation is conducted under an Investigational new drug application reviewed by the Food and
Drug Administration.

• The study or investigation is a drug trial that is exempt from having such an Investigational new drug application.

"Life-threatening Condition" means any disease or Condition from which the likelihood of death is probable unless the
course of the disease or Condition is interrupted.

"Routine Patient Costs" means all health care services that are otherwise covered under the Plan for the treatment of
cancer or other Life-threatening Condition that is typically covered for a patient who is not enrolled in an Approved Clinical
Trial.

"Subject of a Clinical Trial" means the health care service, item, or drug that is being evaluated in the Approved Clinical
Trial and that is not a Routine Patient Cost.

No benefits are payable for the following:

• A health care service, item, or drug that is the subject of the Approved Clinical Trial;

• A health care service, item, or drug provided solely to satisfy data collection and analysis needs and that is not used
in the direct clinical management of the patient;

• An Experimental or Investigational drug or device that has not been approved for market by the United States Food
and Drug Administration;

• Transportation, lodging, food, or other expenses for the patient, or a family member or companion of the patient,
that are associated with the travel to or from a facility providing the Approved Clinical Trial;

• An item or drug provided by the Approved Clinical Trial sponsors free of charge for any patient;

• A service, item, or drug that is eligible for reimbursement by an entity other than Medical Mutual, including the sponsor
of the Approved Clinical Trial;

• A service, item, or drug that is clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis.

Dental Services for an Accidental Injury

Dental services will only be covered for initial injuries sustained in an accident. The accidental injury must have caused
damage to the jaws, sound natural teeth, mouth or face. Injury as a result of chewing or biting shall not be considered
an accidental injury.

The above exclusion for injuries as a result of biting or chewing shall not apply if such injury was the result of domestic
violence or if an underlying medical Condition caused the biting or chewing-related injuries. For example, a Covered
Person with epilepsy involuntarily clamps down on his teeth and breaks one during a seizure.

The underlying Illness must cause the chewing or biting accident that results in injury to the jaws, sound natural teeth,
mouth or face. If a Covered Person has an underlying Illness that causes the teeth to be more susceptible to injury, dental
services related to such injury will not be covered as an injury sustained in an accident.

Coverage may be provided for dental implants only when due to trauma, accidents or as deemed Medically Necessary
by Medical Mutual.
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Diagnostic Services

A diagnostic service is a test or procedure performed, when you have specific symptoms, to detect or monitor your
Condition. It must be ordered by a Physician or Other Professional Provider. Covered diagnostic services are limited to
the following:

• radiology, ultrasound and nuclear medicine;

• laboratory and pathology services; and

• EKG, EEG, MRI and other electronic diagnostic medical procedures.

Drugs and Biologicals

You are covered for Prescription Drugs and biologicals that cannot be self-administered and are furnished as part of a
Physician's professional service, such as antibiotics, joint injections and chemotherapy



Hospice Services

Hospice services consist of health care services provided to a Covered Person who is a patient with a reduced life
expectancy due to advanced illness. Hospice services must be provided through a freestanding Hospice Facility or a
hospice program sponsored by a Hospital or Home Health Care Agency. Hospice services may be received by the
Covered Person in a private residence.

The following Covered Services are considered hospice services:

• professional services of a registered or licensed practical nurse;

• treatment by physical means, occupational therapy and speech therapy;

• medical and surgical supplies;

• Prescription Drugs; limited to a two-week supply per Prescription Drug Order or refill (These Prescription Drugs must
be required in order to relieve the symptoms of a Condition, or to provide supportive care.);

• oxygen and its administration;

• medical social services, such as the counseling of patients;

• home health aide visits when you are also receiving covered nursing or therapy services;

• acute Inpatient hospice services;

• respite care;

• dietary guidance; counseling and training needed for a proper dietary program;

• durable medical equipment; and

• bereavement counseling for family members.

Non-covered hospice services include but are not limited to:

• volunteer services;

• spiritual counseling;

• homemaker services;

• food or home delivered meals;

• chemotherapy or radiation therapy if other than to relieve the symptoms of a Condition; and

• Custodial Care, rest care or care which is only for someone's convenience.

Inpatient Health Education Services

Benefits are provided for educational, vocational and training services while an Inpatient of a Hospital or Other Facility
Provider.

Inpatient Hospital Services

The Covered Services listed below are benefits when services are performed in an Inpatient setting, unless otherwise
specified.

The following bed, board and general nursing services are covered:

• a semiprivate room or ward;

• a privc



• operating, delivery and treatment rooms and equipment;

• Prescription Drugs;

• whole blood, blood derivatives, blood plasma and blood components, including administration and blood
processing. The Plan will co



Coverage for the Inpatient postpartum stay for the mother and the newborn child in a Hospital will be, at a minimum, 48
hours for a vaginal delivery and 96 hours for a caesarean section. It will be for the length of stay recommended by the
American Academy of Pediatrics and the American College of Obstetricians and Gynecologists in their Guidelines for
Perinatal Care. Please note that neither you nor your Provider is required to obtain prior approval of an Inpatient maternity
stay that falls within these time frames.

Physician-directed, follow-up care services are covered after discharge including:

• parent education;

• physical assessments of the mother and newborn;

• assessment of the home support system;

• assistance and training in breast or bottle feeding;

• performance of any Medically Necessary and appropriate clinical tests; and

• any other services that are consistent with the follow-up care recommended in the protocols and guidelines developed
by national organizations that represent pediatric, obstetric and nursing professionals.

Covered Services will be provided whether received in a medical setting or through home health care visits. Home health
care visits are only covered if the health care professional who conducts the visit is knowledgeable and experienced in
maternity and newborn care.

If requested by the mother, coverage for a length of stay shorter than the minimum period mentioned above may be
permitted if the attending Physician or the nurse midwife in applicable cases, determines further Inpatient postpartum
care is not necessary for the mother or newborn child, provided the following are met:

• In the opinion of your attending Physician, the newborn child meets the criteria for medical stability in the Guidelines
for Perinatal Care prepared by the American Academy of Pediatrics and the American College of Obstetricians and
Gynecologists that determine the appropriate length of stay based upon the evaluation of:

• the antepartum, intrapartum and postpartum course of the mother and infant;

• the gestational stage, birth weight and clinical condition of the infant;

• the demonstrated ability of the mother to care for the infant after discharge; and

• the availability of postdischarge follow up to verify the condition of the infant after discharge.

When a decision is made to discharge a mother or newborn prior to the expiration of the applicable number of hours of
Inpatient care required to be covered, at home post delivery follow up care visits are covered for you at your residence
by a Physician or nurse when performed no later than 72 hours following you and your newborn child's discharge from
the Hospital. Coverage for this visit includes, but is not limited to:

• parent education;

• physical assessments;

• assessment of the home support system;

• assistance and training in breast or bottle feeding; and

• performance of any maternal or neonatal tests routinely performed during the usual course of Inpatient care for the
mother or newborn child, including the collection of an adequate sample for the hereditary and metabolic newborn
screening.

At the mother's discretion, this visit may occur at the facility of the Provider.

Surrogacy: the Plan will cover Maternity Services as described in this Benefit Book for you if you are acting as a surrogate.
However, to the extent that you receive any compensation or payment from any third party, even if the compensation or
payment is designated for services other than medical expenses, Medical Mutual has a right to subrogate against that
compensation to the extent that it pays maternity claims under this Benefit Book. You are obligated to notify Medical
Mutual of any compensation or payment you receive as a result of acting as a surrogate and the benefits payable hereunder
are contingent on your cooperation according to this provision. No coverage will be provided for maternity services
Incurred by a person not covered under this Benefit Book who is acting as a surrogate for you or any Dependent.
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Medical Care

Concurrent Care - You are covered for care by two or more Physicians during one Hospital stay when you have two
or more unrelated Conditions. You are also covered for care for a medical Condition by a Physician who is not your
surgeon while you are in the Hospital for Surgery.

Inpatient Consultation -  A bedside examination by another Physician or Other Professional Provider is covered when
requested by your attending Physician.

If the consulting Physician takes charge of your care, consultation services are not covered. When this occurs, the
consulting Physician is considered to be the new attending Physician. Coverage is not provided for both the new attending
Physician and the Physician who was initially treating you for services rendered at the same time.

Staff consultations required by Hospital rules are not covered.

Inpatient Medical Care Visits - The examinations given to you by your Physician or Other Professional Provider while
you are in the Hospital are Covered Services. Benefits are provided for one visit each day you are an Inpatient.

If your Group changes your health care benefits, causing an increase or decrease in your Inpatient Medical Care Visits
allowed, the number of Inpatient Medical Care Visits already used will be deducted from the number of visits available
under your new coverage.

Intensive Medical Care -  Constant medical attendance and treatment is covered when your Condition requires it.

Newborn Examination - Your coverage includes the Inpatient Medical Care Visits to examine a newborn. Refer to the
Eligibility section for information about enrolling for family coverage.

Office Visits -  Office Visits to examine, diagnose and treat a Condition are Covered Services.

Medical Supplies and Durable Medical Equipment

This section describes supplies and equipment that are covered when prescribed by your Physician. These supplies and
equipment must serve a specific, therapeutic purpose in the treatment of a Condition.

Medical and Surgical Supplies -  Disposable supplies which serve a specific therapeutic purpose are covered. These
include:

• syringes;

• needles;

• oxygen; and

• surgical dressings and other similar items.

Items usually stocked in the home for general use are not covered. These include, but are not limited to:

• elastic bandages;

• thermometers;

• corn and bunion pads; and

• Jobst stockings and support/compression stockings.

Durable Medical Equipment (DME) -  Equipment which serves only a medical purpose and must be able to withstand
repeated use is covered. Upon request, your Physician must provide a written treatment plan that shows how the prescribed
equipment is Medically Necessary for the diagnosis or treatment of a Condition or how it will improve the function of a
malfunctioning body part. If you need to use this equipment for more than six months, your Physician may be required
to recertify that continued use is Medically Necessary.

You may rent or purchase DME; however, for each Condition, the Plan will not cover more in total rental costs
than the customary purchase price as determined by Medical Mutual. For example, if you submit claims for the
monthly rental fee and by the third month the total in rental dollars meets or exceeds the customary purchase price, you
will have exhausted your benefit for that piece of Durable Medical Equipment.
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Non-covered prosthetic appliances include but are not limited to:

• dentures, unless as a necessary part of a covered prosthesis;

• dental appliances;

• eyeglasses, including lenses or frames, unless used to replace an absent lens of the eye;

• replacement of cataract lenses unless needed because of a lens prescription change;

• taxes included in the purchase of a covered prosthetic appliance;

• deluxe prosthetics that are specially designed for uses such as sporting events; and

• wigs and hair pieces.

Mental Health Care Services

 Covered Services for the treatment of Mental Illness include:

• Inpatient treatment, including treatment in a Residential Treatment Facility;

• Outpatient treatment, including partial Hospitalization and intensive Outpatient services;

• individual and group psychotherapy;

• electroshock therapy and related anesthesia only if given in a Hospital or Psychiatric Hospital;

• psychological testing;

• counseling with family members to assist with diagnosis and treatment. This coverage will provide payment for
Covered Services only for those family members who are considered Covered Persons under this Benefit Book.
Charges will be applied to the Covered Person who is receiving family counseling services, not necessarily the
patient;

• In addition, as provided in Medical Mutual's medical policy guidelines, certain behavioral assessment and intervention
services for individual, family and group psychotherapy will also be covered for a medical Condition.

Services for intellectual disability, other than those necessary to evaluate or diagnose these Conditions, are not
covered.  Services for the treatment of attention deficit disorder are covered.

Inpatient admissions to a Hospital Provider or Residential Treatment Facility Provider must be preauthorized.The telephone
number for preauthorization is listed on the back of your identification card. Contracting Providers in Ohio will assure this
preauthorization is done; and since the Provider is responsible for obtaining the preauthorization, there is no penalty to
you if this is not done. For Non-Contracting Providers or Providers outside of Ohiopsychologicamj
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Organ Transplant Preauthorization -  In order for an organ transplant to be a Covered Service, the proposed course
of treatment and the Inpatient stay for the organ transplant must both be preauthorized by Medical Mutual.

PPO Network Providers within the SuperMed Network and Contracting Hospitals in Ohio are responsible for obtaining
preauthorization of the proposed course of treatment and the Inpatient stay.

If the Covered Person utilizes a Provider who is not a SuperMed Provider or utilizes a Hospital outside Ohio or that is a
Non-Contracting Hospital, the Covered Person is responsible for obtaining preauthorization for both the proposed course
of treatment and the Inpatient stay If the organ transplant is not preauthorized and is determined to not be Medically
Necessary, the Covered Person may be responsible for all Billed Charges for that organ transplant.

In addition, if the organ transplant is not preauthorized and is determined to be Experimental/Investigational, the Covered
Person may be responsible for all Billed Charges for that organ transplant.

After your Physician has examined you, he must provide Medical Mutual with:

• the proposed course of treatment for the transplant;

• the name and location of the proposed Transplant Center; and

• copies of your medical records, including diagnostic reports for Medical Mutual to determine the suitability and Medical
Necessity of the transplant services. This determination will be made in accordance with uniform medical criteria
that has been specifically tailored to each organ.You may also be required to undergo an examination by a Physician
chosen by Medical Mutual.You and your Physician will then be notified of Medical Mutual's decision.

Obtaining Donor Organs - The following services will be Covered Services when they are necessary in order to acquire
a legally obtained human organ:

• evaluation of the organ;

• removal of the organ from the donor; and

• transportation of the organ to the Transplant Center.

Donor Benefits -  Benefits necessary for obtaining an organ from a living donor or cadaver are provided. Donor benefits
are provided and processed under the transplant recipient's coverage only and are subject to any applicable limitations
and exclusions. Donor benefits include treatment of immediate post operative complications if Medically Necessary as
determined by Medical Mutual. Such coverage is available only so long as the recipient's coverage is in effect.

The Plan does not provide organ transplant benefits for services, supplies or Charges:

• that are not furnished through a course of treatment which has been approved by Medical Mutual;

• for other than a legally obtained organ;

• for travel time and the travel-related expenses of a Provider;

• that are related to other than human organ.

Other Outpatient Services

Chemotherapy - The treatment of malignant disease by chemical or biological antineoplastic agents.

Dialysis Treatments - The treatment of an acute or chronic kidney ailment by dialysis methods, including chronic
ambulatory peritoneal dialysis, which may include the supportive use of an artificial kidney machine.

Radiation Therapy - The treatment of disease by X-ray, radium or radioactive isotopes.

Respiratory/Pulmonary Therapy - Treatment by the introduction of dry or moist gases into the lungs, including, but not
limited to, inhalation treatment (pressurized and non-pressurized) for acute airway obstruction or sputum induction for
diagnostic purposes.

Outpatient Institutional Services

The Covered Services listed below are covered when services are performed in an Outpatient setting, except as specified.

Covered Institutional services include, but are not limited to:
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• operating, delivery and treatment rooms and equipment;

• whole blood, blood derivatives, blood plasma and blood components, including administration and blood processing.
The Plan will cover the cost of administration, donation and blood processing of y













26. For treatment, by methods such as dietary supplements, vitamins and any care which is primarily dieting or exercise
for weight loss, except as specified.

27. For nutritional supplements.

28. For treatment of gynecomastia (male breast enlargement).

29. For marital counseling, unless otherwise specified.

30. For the medical treatment of sexual problems not caused by a biological Condition.

31. For transsexual Surgery or any treatment leading to or in connection with transsexual Surgery.

32. For Contraceptives and over-the-counter birth control devices.

33. For Contraceptive devices, which include, but are not limited to, IUD's, diaphragms and cervical caps.

34. For sterilizations.

35. For elective sterilization.

36. For reverse sterilization.

37. For therapeutic and elective abortions.

38. For treatment of infertility, including, but not limited to, artificial insemination, in vitro fertilization, Gamete intrafallopian
transfer (GIFT) and Zygote intrafallopian transfer (ZIFT).

39. For dental implants, considered part of a dental process or dental treatment including preparation of the mouth for
any type of dental prosthetic, except as described in the "Dental Services for an Accidental Injury" benefit.

40. For treatments associated with teeth, dental X-rays, dentistry or any other dental processes, including orthognathic
(jaw) Surgery.

41. For treatment with intraoral prosthetic devices or by any other method, to alter vertical dimension.

42. For treatment of the vertebral column unless related to a specific neuromusculoskeletal related diagnosis.

43. For personal hygiene and convenience items.

44. For eyeglasses, contact lenses or examinations for prescribing or fitting them, except as described in the section
entitled "Prosthetic Appliances" under the "Medical Supplies and Durable Medical Equipment" benefit.

45. For any surgical procedure for the correction of a visual refractive problem including, but not limited to, radial
keratotomy and LASIK (laser in situ keratomileusis).

46. For all services related to hearing loss including hearing aids or examinations for prescribing or fitting them.

47. For massotherapy or massage therapy.

48. For hypnosis and acupuncture.

49. For blood which is available without charge. For Outpatient blood storage services.

50. For Prescription Drugs, except as specified.

51. For over the counter drugs, vitamins or herbal remedies, except for certain preventive drugs written with a Physician's
prescription and required by PPACA.

52. For routine services, unless otherwise specified and in accordance with state and federal law.

53. For arch supports and other foot care or foot support devices only to improve comfort or appearance which include,
but are not limited to, care for flatfeet, subluxations, corns, bunions (except capsular and bone Surgery), calluses
and toenails.

54. For specialized camps.

55. For water aerobics.

56. For After Hours Care.

57. For missed appointments, completion of claim forms or copies of medical records.

58. For telephone consultations or consultations via electronic mail, facsimile or internet/website, except as required by
law, authorized by Medical Mutual, or as otherwise descricr.y Med5.01 167.245 Tm
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64. For a particular health service in the event that a Provider waives Copayments, Coinsurance (and/or the Deductible
per Benefit Period); in such event, no benefits are provided for the health service for which the Copayments,
Coinsurance (and/or the Deductible per Benefit Period) are waived.

65. For non-Covered Services or services specifically excluded in the text of this Benefit Book.
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GENERAL PROVISIONS

How to Apply for Benefits

Notice of Claim; Claim Forms

A claim must be filed for you to receive benefits. Many Providers will submit a claim for you; if you submit it yourself, you
should use a claim form. In most cases, you can obtain a claim form from your Group or Provider. If your Provider does
not have a claim form, Medical Mutual will send you one. Call or notify Medical Mutual, in writing, within 20 days after
receiving your first Covered Service, and Medical Mutual will send you a form or you may pr



Non-Contracting Providers

If you choose to obtain services from a Non-Contracting Provider, your out-of-pocket expenses will likely be significantly
higher than what you would pay by choosing a PPO Network Provider. Copayments, Deductibles and Coinsurance are
usually higher when utilizing a Non-Contracting Provider, as shown on the Schedules of Benefits. Also, Medical Mutual
calculates its payments to Non-Contracting Providers based upon the Non-Contracting Amount. This means that in
addition to your increased out-of-pocket expenses described above, you may also be responsible for Excess Charges,
up to the amount of the Provider's Billed Charges. This is sometimes referred to as "balance billing." Excess Charges
billed by Non-Contracting Providers DO NOT apply to the Out-of-Pock



Only the amount of the Deductible required per Covered Person will be required for Covered Services that result directly
from an accident during the Benefit Period in which the accident occurred if two or more Covered Persons in a Card
Holder's family are injured in the same accident, and each of the following conditions are met:

• at least two of these Covered Persons receive Covered Services; and

• the Covered Services are Incurred within 90 days after the accident; and

• the combined Allowed Amount for Covered Services for all Covered Persons involved in the accident is at least equal
to one Covered Person's Deductible.

You will not be required to pay two Deductibles if two family members are involved in the same accident and the above
criteria is met.

Coinsurance

After you meet any applicable Deductible, you may be responsible for Coinsurance amounts as specified in your Schedule
of Benefits, subject to any limitations set forth in the Schedule of Benefits. The amount of Coinsurance you have to pay
may vary depending upon the status of your Provider.

Copayments

For some Covered Services, you may be responsible for paying a Copayment at the time services are rendered. These
Copayments are your responsibility, and they are not reimbursed by the Plan. Please refer to your Schedule of Benefits
for specific Copayment amounts that may apply and whether a Deductible or Coinsurance will also apply.

Schedule of Benefits

The Deductible(s) and Coinsurance Limit(s) and Out-of-Pocket Maximums that may apply will renew each Benefit Period.
Some of the benefits offered in this Benefit Book have maximums.

The Schedule of Benefits shows your financial responsibility for Covered Services.The Plan covers the remaining liability
for Covered Charges after you have paid the amounts indicated in the Schedule of Benefits, subject to benefit maximums
and Medical Mutual's Negotiated Amounts.

Provider Status and Direction of Payment

Medical Mutual has agreed to make payment directly to PPO Network and Contracting Providers for Covered Services.

Some of Medical Mutual's contracts with Providers, including Institutional Providers, allow discounts, allowances, incentives,
adjustments and settlements. These amounts are f



Prior Approval of Non-PPO Network Benefits

In some cases, Medical Mutual may determine that certain Covered Services can only be provided by a Non-PPO Network
Provider. If Covered Services provided by a Non-PPO Network Provider are approved in advance by Medical Mutual,
benefits will be provided as if the Covered Services were provided by a PPO Network Provider.  However, that Provider
may not accept our Allowed Amount as payment in full, and you may have to pay the Excess Charges.

To obtain prior approval of treatment by a Non-PPO Network Provider, your Physician must provide Medical Mutual with:

• the proposed treatment plan for the Covered Services;

• the name and location of the proposed Non-PPO Network Provider;

• copies of your medical records, including diagnostic reports; and

• an explanation of why the Covered Services cannot be provided by a PPO Network Provider.

Medical Mutual will determine whether the Covered Services can be provided by a PPO Network Provider and that
determination will be final and conclusive, subject to any available appeals process. Medical Mutual may elect to have
you examined by a Physician of its choice and will pay for any required physical examinations. You and your Physician
will be notified if Covered Services provided by a Non-PPO Network Provider will be covered as if they had been provided
by a PPO Network Provider.

If you do not receive written approval in advance of receiving Covered Services, benefits will be provided as described



Explanation of Benefits

After Medical Mutual processes your claim, an Explanation of Benefits (EOB) is provided to you electronically or by mail.
It lists Covered Services and non-covered services along with explanations for why services are not covered. It contains
impor



Benefit Determination for Claims

Claims Involving Urgent Care

A Claim Involving Urgent Care is a claim for Medical Care or treatment with respect to which the application of the
timeframes for making non-Urgent Care determinations (a) could seriously jeopardize the life or health of the claimant
or the ability of the claimant to regain maximum function or (b) in the opinion of a Physician with knowledge of the claimant's
medical Condition, would subject the claimant to severe pain that cannot be adequately managed without the care or
treatment that is the subject of the claim.

Determination of urgent can be made by an individual acting on behalf of the plan applying the judgment of a prudent
lay person who possesses an average knowledge of medicine; however, any Physician with knowledge of the claimant’s
medical Condition can determine that a claim involves Urgent Care.

If you file a Claim Involving Urgent Care in accordance with Medical Mutual's claim procedures and sufficient information
is received, Medical Mutual will notify you of its benefit determination, whether adverse or not, as soon as possible but
not later than 72 hours after Medical Mutual's receipt of the claim.

If you do not follow Medical Mutual’s procedures or we do not receive sufficient information necessary to make a benefit
determination, Medical Mutual will notify you within 24 hours of receipt of the Claim Involving Urgent Care and explain
the applicable procedural deficiencies, or the specific deficiencies related to information necessary to make a benefit
determination. You will have 48 hours to correct the procedural deficiencies and/or provide the requested information.
Once Medical Mutual receives the requested information, we will notify you of the benefit determination, whether adverse
or not, as soon as possible, taking into account all medical exigencies, but not later than 48 hours after receipt of the
information.

Medical Mutual may notify you of its benefit determination decision orally and follow with written or electronic notification
not later than three (3) days after the oral notification.

Concurrent Care Claims

If Medical Mutual has approved an ongoing course of treatment to be provided over a period of time or for a number of
treatments, any reduction or termination by Medical Mutual of such course of treatment before the end of such period of
time or number of treatments shall constitute an adverse benefit determination (unless the reduction or termination of
benefits is due to a health plan amendment or health plan termination).

If Medical Mutual has approved an ongoing course of treatment to be provided over a period of time or for a number of
treatments, any, an3) da



If you file a Post-Service Claim in accordance with Medical Mutual's claim procedures and sufficient information is received,
Medical Mutual will notify you of its benefit determination within a reasonable period of time, but not later than 30 days
after receipt of the claim. Medical Mutual may extend this time period for up to an additional 15 days if such an extension
is necessary due to circumstances beyond the control of Medical Mutual. Medical Mutual will notify you of such an
extension and date by which it expects to render a decision.

If an extension is needed because you did not provide the necessary information to process your claim, Medical Mutual
will notify you, in writing, within the initial 30 day response period and will specifically describe the missing information.
You will then have 45 days to provide the additional information. If you do not provide the information, your claim may
be denied.

Adverse Benefit Determination Notices

You will receive notice of a benefit determination, orally as allowed, or in writing. All notices of an adverse benefit
determination will be made in a culturally and linguistically appropriate manner and will include the following:

• the specific reason(s) for the adverse benefit determination;

• reference to the specific plan provision(s) on which the adverse benefit determination is based;

• sufficient information to identify the claim or health care service involved, including the date of services, the health
care provider, and the claim amount, if applicable;

• a description of any additional material or information necessary to process the claim and an explanation of why
such information is necessary;

• a description of Medical Mutual's appeal procedures and applicable timeframes, including the expedited appeal
process, if applicable;

• notice of the availability, upon request, of the diagnosis code and treatment code and their corresponding meanings,
if applicable;

• notice of the availability of, and contact information for, an applicable office of consumer assistance established
under the Public Health Service Act section 2793, if one is available;

• a statement of your right to bring a civil action under federal law following an adverse benefit determination on review,
if your Plan is subject to the Employee Retirement Income Security Act of 1974 (ERISA);

• if an internal rule, guideline, protocol or similar criteria was relied upon in making the adverse benefit determination,
this will be disclosed, or you will be advised that information about the rule, guideline, protocol or similar criteria will
be provided free of charge upon written request; and

• if the adverse benefit determination was based on Medical Necessity, Experimental treatment or a similar exclusion
or limit, then an explanation of the scientific or clinical judgment used for the determination applying the terms of the
plan to your circumstances will be disclosed, or you will be advised that this explanation will be provided free of
charge upon request.

Please note: The processes described here are based on the claims and appeals processes set forth in the Patient
Protection and Affordable Care Act and related regulations and guidance. As those regulations and guidance are subject
to change, the claims and appeals processes for this plan are subject to change. The rules and/or procedures set forth
in the most current claims and appeals regulations and guidance at the time your claim or appeal is processed will govern
your claims and appeals, even if they conflict with the claims and appeals processes set forth herein.

Filing an Appeal

If you are not satisfied with any of the following:

• a benefit determination;

• a Medical Necessity determination;

• a determination of your eligibility to participate in the plan or health insurance coverage; or

• a decision to rescind your coverage (a rescission does not include a retroactive cancellation for failure to timely pay
required premiums)

then you may file an appeal.

To submit an appeal electronically, go to Medical Mutual's Web site, www.MedMutual.com, under Members' section,
complete all required fields and submit, or call the Customer Service telephone number on your identification card for
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more information about how to file an appeal. You may also write a letter with the following information: Card Holder's
full name; patient's full name; identification number; claim number if a claim has been denied; the reason for the appeal;
date of services; the Provider/facility name; and any supporting information or medical records, documents, dental X-rays
or photographs you would like considered in the appeal. Send or fax the letter and records to:

Medical Mutual
Member Appeals Unit

P



Appeal of a Claim Involving Urgent Care

• You, your authorized representative or your Provider may request an appeal of a Claim Involving Urgent care. The
appeal does not need to be submitted in writing. You, your authorized representative, or your Physician should call
the Care Management telephone number on your identification card as soon as possible. Appeals of Claims Involving
Urgent Care typically involve those claims for Medical Care or treatment with respect to which the application of the
time periods f



External Review Process

Medical Mutual has established an external review process to examine coverage decisions under certain circumstances.
The request for External Review must be made within four months from your receipt of the notice of denial from the
internal mandatory appeal. You may be eligible to have a decision reviewed through the external review process if you
meet the following criteria:

1. The adverse benefit determination involves medical judgment, as determined by the external reviewer, or a rescission
of coverage;

2. You have exhausted the mandatory internal appeal process unless under applicable law you are not required to
exhaust the internal appeal process (for example, when your claim is entitled to expedited external review or, if you
do not receive a timely internal appeal decision);

3. You are or were covered under the plan at the time the service was requested or, in the case of retrospective review,
were covered under the plan when the service was provided; and

4. You have provided all of the information and forms necessary to process the external review.

External Review will be conducted by Independent Review Organizations (IRO) accredited by a nationally recognized
accrediting organization.You will not be required to pay for any part of the cost of the external review. All IROs act
independently and impartially and are assigned to review your claim on a rotational basis or by another unbiased method
of selection. The decision to use an IRO is not based in any manner on the likelihood that the IRO will support a denial
of benefits.

Medical Mutual is required by law to provide to the independent review organization conducting the review, a copy of the
records that are relevant to your medical Condition and the external review. The IRO will review the claim without being
bound by any decisions or conclusions reached during the internal claim and appeal process.

External Review for Non-Urgent Care Claim Appeals

A request for an external review for a non-expedited or non-urgent claim must be in writing and should be addressed to
Medical Mutual's Member Appeals Unit at the address listed above.

If your request for external review is complete and you are eligible for external review, an IRO will conduct the review.
The IRO will notify you and give you ten business days to submit information for its consideration. The IRO will issue a
written decision within 45 days after it receives the request for external review. This written decision will include the main
reasons for the decision, including the rationale for the decision.The IRO's determination is binding except to the extent
that other remedies may be available under State or Federal law to either Medical Mutual or you. If the IRO reverses the
adverse benefit determination, Medical Mutual will provide coverage or payment for the claim.

Expedited External Review for Urgent Care Claim Appeals

A request for an external review for Urgent or Expedited claims may be requested orally or electronically or in writing and
should be addressed to Medical Mutual's Member Appeals Unit. Y





Definitions

1. A Plan is any of the following that provides benefits or services for medical or dental care or treatment. If separate
contracts are used to provide coordinated coverage for members of a group, the separate contracts are considered
parts of the same plan and there is no COB among those separate contracts.

a. Plan includes: group and nongroup insurance contracts, health insuring corporation ("HIC") contracts, closed
panel plans or other forms of group or group-type coverage (whether insured or uninsured); medical care
components of long-term care contracts, such as skilled nursing care; medical benefits under group or individual
automobile contracts; and Medicare or any other federal governmental plan, as permitted by law.

b. Plan does not include: hospital indemnity coverage or other fixed indemnity coverage; accident only coverage;
specified disease or specified accident coverage; supplemental cover



6. Custodial parent is the parent awarded custody by a court decree or, in the absence of a court decree, is the parent
with whom the child resides more than one half of the calendar year excluding any temporary visitation.

Order Of Benefit Determination Rules

When a person is covered by two or more Plans , the rules for determining the order of benefit payments are as follows:

1. The Primary plan pays or provides its benefits according to its terms of coverage and without regard to the benefits
under any other Plan.

2. Except as provided in Paragraph "b" below, a Plan that does not contain a coordination of benefits provision
that is consistent with this regulation is always primary unless the provisions of both Plans state that the complying
plan is primary.

a.

b. Coverage that is obtained by virtue of membership in a group that is designed to supplement a part of a basic
package of benefits and provides that this supplementary coverage shall be excess to any other parts of the
Plan provided by the contract holder. Examples of these types of situations are major medical coverages that
are superimposed over base plan Hospital and surgical benefits, and insurance type coverages that are written
in connection with a Closed panel plan



3. For a dependent child covered under more than one Plan of individuals who are not the parents of the child,
the provisions of Subparagraph (1) or (2) above shall determine the order of benefits as if those individuals
were the parents of the child.

c.





Changes In Benefits or Provisions

The benefits provided by this coverage may be changed at any time. It is your Group's responsibility to notify you when
these changes go into effect. If you are receiving Covered Services under this Benefit Book at the time your revised
benefits become effective, the Plan will continue to provide benefits for these services only if they continue to be Covered
Services under the revised benefits.



In the case of an Eligible Dependent of a Card Holder, (active employee or retiree for number six (6) below) covered by
the Plan, he or she has the right to continuation coverage if group health coverage under the Plan is lost for any of the
following reasons:

1. the death of the Card Holder;

2. the termination of the Card Holder's employment (for reasons other than gross misconduct) or reduction in the Card
Holder's hours of employment;

3. the Card Holder's divorce or legal separation;

4. the Card Holder becomes entitled (that is, covered) under Medicare;

5. the dependent ceases to be an "Eligible Dependent;" or

6. the Card Holder is retired and the Card Holder's group files for reorganization under Chapter 11 of the Bankruptcy
Code.

Notice Requirements

Under COBRA, the Card Holder or Eligible Dependent has the responsibility to inform the Group of a divorce, legal
separation or a child losing dependent status under the Plan within 60 days of any such event. If notice is not received
within that 60-day period, the dependent will not be entitled to choose continuation coverage. When the Group is notified
that one of these events has happened, the Group will, in turn, have 14 days to notify the affected family members of
their right to choose continuation coverage. Under COBRA, you have 60 days from the date coverage would be lost
because of one of the events described above or the date of receipt of notice, if later





You will be provided with thirty (30) calendar days' advance notice before your coverage is rescinded.You have the right
to request an internal appeal of a rescission of your coverage.
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