SUMMARY PLAN DESCRIPTION
FOR

BEDFORD CENTRAL SCHOOL DISTRICT
GROUP HEALTH BENEFITS PLAN

(A self-funded health benefits plan for employees
of Bedford Central School District)




IMPORTANT REMINDERS

Failure to report enrollment changes could result in overpayment or denial of benefits. You will be required to
reimburse the full amount of any benefit overpayment. Refer to Section I1 - Eligibility and Enrollment for
details.

Y ou must keep your enrollment information updated. It isimportant that you notify the District Benefits Office
immediately for the following:

. Change in marita status

. Birth of a child or addition of a child

. Address change and phone number change

. Student status of child age 19 or older

. Enrolled disabled child approaching age 19

. Marriage of your Dependent child

. Any Family Member death

. Other group health plan information, including effective dates of Coverage and name and address
of the other group health plan(s)

. If you or your Dependent become eligible for Medicaredueto disability, age or End Stage Rena
Disease

COBRA CONTINUATION OF COVERAGE

Written notice of most qualifying events must be sent to the Bedford School District Benefits Office within 60
days following the event. If written noticeis not given within 60 days, continuation of Coverage under COBRA
will not be available. Refer to Section 11 - Eligibility and Enrollment under Continuing Coverage under
COBRA for details.

BENEFIT MANAGEMENT PROGRAM

Inpatient admissions to Hospitals or other facilities, home health care, Durable Medical Equipment and certain
medical procedures may require amandatory phone call before servicesarerendered. Failureto follow phone call
requirements could result in reduced Plan benefits. Refer to Section 111 - Benefit Management Program for
details.

Please Note

All claims are subject to review to decide whether services are covered according to Plan limitations and
exclusions. You must comply with requests for additional medical documentation as deemed necessary by the
Claims Administrator to evaluate a claimfor benefits. Failureto submit requested documentation or information
could result in denial of benefits. The Claims Administrator confidentially maintains all medical documents
Treatment decisions are independent from payment decisions The patient’s Physician is responsible for
determining whether treatment should be rendered despite whether the chargesaretotally or partially includedin,
or excluded from, Coverage under the Plan.
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INTRODUCTION

The Bedford School District (also shown hereafter as District) is pleased to give you a copy of the Summary Plan
Description (also shown hereafter as SPD) for the Bedford/Carmel Health Benefits for Bedford Central Schools.
The preventive care, Hospital, major medical and prescription drug expense benefits shown in this Plan are
available for digible Employees, retirees of the District and their eligible Dependents. Y ou should read this SPD
carefully to acquaint yourself with its provisions for digibility, enrollment, Coverage, filing a claim, and other
important information.

PLAN IDENTIFICATION

Plan Name: Bedford/Carmel Health Benefit for Bedford Central Schools

Plan Administrator:  Bedford Central School District

Plan Sponsor: Bedford Central School District

Plan Effective Date:  January 1, 1999

Plan Year: 12 consecutive months starting January 1 and ending December 31

Claims Administrators:
Medical Benefits POMCO
Benefit Management Program:  POMCO
Prescription Drug Benefits: Pharmaceutical Card System (PCS)

Please Note
This SPD updates and replaces previous publications showing Coverage for the self-funded Bedford/Carmel
Health Plan, for Employees and retirees of the Bedford Central School District. This Plan i s separate fromthe
previous Plan known as Bedford/Car mel Health Benefits Plan. This Bedford/Carmel Health Benefit for Bedford
Central Schools covers expenses Incurred on and after January 1, 1999.

The pronoun you or your means an eligible and enrolled Employee or retiree of the Bedford School District. It
also means a survivor or COBRA participant whose social security number is used for Plan enrollment. Terms
throughout this SPD have been capitalized and are defined in Section X - Definitions to help you understand
your Plan Coverage and benefits

The Bedford Central School District has designed a Plan that provides health benefits for abroad range of medical
services at the lowest possible cost for the Plan and its participants. A number of features have been included in
this Plan to manage costs and to ensure that the Health Care Benefits are within Plan guidelines.

This SPD is a summary of the health benefits available for Covered Plan services and supplies. It shows your
rights, obligations, and benefits under the Plan. The Master Plan Document of the Bedford/Carmel School District
Plan for Bedford Central Schools, consisting of the SPD, the terms of the Plan, and any Amendments to the Plan,
ismaintained and on file with the Plan Administrator. This SPD isnot intended to interpret, extend, or change the
provisions of the Plan in any way. Due to negotiated changes or other changes, the SPD may not be fully
current. Any Plan Amendments or changes shall become part of the Master Plan Document. The provisions of
this Plan may only be determined accurately by reading the Master Plan Document. To the extent the SPD is
inconsistent with the provisions of the Master Plan Document, the terms of the Master Plan Document will

govern.

Benefits are saf-funded and paid by the District. The District has engaged POMCO and PCS as claims
administrators for the Plan.

Bedford/Carmel Health Benefit Plan for Bedford Central Schools 1



1. Medical Benefits Claims Administrator. POMCO administers the Network Provider, Preventive Care,
Hospital and Magjor Medical Expense Benefits. Claims should be mailed directly to POMCO for benefit

determination. If you have any questions or concerns about Y our Coverage, you can phone POMCO.
forms can be obtained from the District or POMCO. Refer to Section VIII1-Claim Submission
Review Procedures for details on how to submit a claim.

POMCO
P.O. Box 6329
Syracuse, NY 13217-6329
Phone Tall-free 1-800-234-9862

2. Prescription Drugs Claims Administrator

Clam
and

a. Pharmacies. Pharmaceutical Card System (PCS) administers your benefits for prescription drugs.

Pharmacy claims should be mailed directly to PCS for benefit determination. |f you are using a
Nonparticipating Pharmacy, you must file your own claim. Claim forms can be obtained from the
District Benefits Office, from POMCO or from PCS. Refer to Section |V - Cover ed Ser vices under
Prescription Drug Expense Benefitsfor details.

Mail Service Drugs Claims Administrator. Mail Service Drug benefits are administered through
PCS. You can obtain along-term supply of maintenance drugsdirectly from them. Theformtoinitiate
this program can be obtained from the District Benefits office. Any questions or concerns about the
program can be directed to the PCS Customer Service Unit phone # 1-800-966-5772. Refer to Section
IV - Covered Services under Prescription Drug Expense Benefitsfor details.

Benefit Management Program Administrator. POMCO administers the Benefit Management Program.

You are required to phone the POMCO Benefit Management Unit to meet requirements of the Benefit
Management Program. Failureto comply with the requirements of this program could result in reduction of
your benefits. Refer to Section |11 - Benefit Management Program for full details of program
requirements. Mandatory phone calls are required. Y ou must call POMCO:

a Before a scheduled admission as an Inpatient to a Hospital or other facility, or within 48 hour s after an
emergency or urgent admission;

b. If maternity stays exceed 48 hours after normal delivery or 96 hours after cesarean section;

c. If newborn care exceeds 96 hours after birth; or

d. Before home health care services begin.

Phone: POMCO Benefit Management Unit Toll Free: 1-800-766-2648

This is a 24-hour service. If you wish to talk to the POMCO nurses, you must call between 8:30 A. M. and
4:30 P. M. on normal business days. Otherwise provide complete information as requested by voice mail
message.

Please Note

All claims are subject to review to decide if services are Covered by Plan limitations. You must comply with
requests for additional medical documentation as deemed necessary to evaluate a claim for benefits. Failureto
submit requested documentation or information could result in denial of benefits. The Claims Administrator
confidentially maintains all medical documents Treatment decisions areindependent from payment decisions

The patient's Physician is responsible for determining whether treatment should be rendered despite whether the
charges are totally or partially included in or excluded from Coverage under this Plan.

Bedford/Carmel Health Benefit Plan for Bedford Central Schools



SECTION | - SUMMARY OF BENEFITS

The benefits shown in this SPD are available to enrolled and eligible Employees, retirees and their enrolled and
digible Dependents (Covered Persons). Please refer to Section |1 - Eligibility and Enrollment for igibility
requirements.

A. SUMMARY

The following summary of benefitsis abrief outline of the maximum amounts or special limits that may apply to
benefits payable under the Plan. For a detailed description of each Covered service, pleaserefer to Section 1V -
Covered Services, Section VII - Plan Exclusions, and Section X - Definitions.

1. Network and Out-of-Network Expenses. Network means services and supplies rendered and billed by the
POMCO/MultiPlan Allied Network (Network) Participating Providers (Network Providers). Out-of-Network
means services and supplies rendered and billed by Nonparticipating Providers. Y ou or your Dependentsmay
choose either for medical care. However, the Network Providers have an agreement with POMCO to hill
according to an established fee schedule. Usually, these fees result in savings for both you and the Plan.
Please refer to Section |V - Cover ed Services under Participating Provider Network Program for details.

2. Full Benefits. The terms Full Benefits or Full Network Benefits mean 100% of Allowable Fees.
3. Allowable Fees

a. Out-of -Network Providers. Allowable Fees mean the Usua, Customary and Reasonable (UCR)
Charges for Covered medical services or supplies rendered and billed by a Covered Nonparticipating or
out of Network Provider. The services or supplies must be Incurred by a Covered Person while digible
for Plan Coverage. If you or your Eligible Dependents use an out of Network Provider, you will be
responsible for the payment of chargesthat are more than the UCR allowance, if any, plus applicable Plan
Deductibles and Percentage Copayment amounts. Out-of-Network means services or supplies rendered
by a Provider who does not have an agreement with the Participating Provider network.

b. Network Participating Providers. Allowable Fees mean the scheduled Network allowance for Covered
medical services or supplies rendered and billed by Providerswho participate in the POMCO/MultiPlan
Allied Network, anational network of Participating Providers. The services or supplies must be Incurred
by a Covered Person while digible for Plan Coverage. The Network Provider has an agreement with the
Claims Administrator to bill for Covered Services or Supplies according to the Network schedule of
allowances. Thisalowanceisconsidered payment in full, unless Plan otherwise limits benefits, withthe
exception of Network Copayments.

Please Note
LabOne, a fully accredited and certified laboratory has been engaged by the Plan Administrator to
provide lab services under the Lab Card benefit. Use of this service is voluntary by you and/or your
Eligible Dependents. To usethisProvider, you or your Dependent must present your Plan identification
card and ask your Physician to utilize their servicesfor lab work. For detailson the Lab Card benefits,
see Section |V - Covered Services under Participating Provider Program (PPO).
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A directory of Participating Providers is available at the District Benefits Office or you may call
POMCO for information on Providers near you. You may also access the POMCO/MultiPlan Allied
Network directory on the POMCO website:  www.pomcoplus.com.

If thisPlan isprimary and you or your Eligible Dependents use a Network Provider for Covered
Services or Supplies, you will be responsible for applicable Network Copayments. The Plan will
pay the balance of the Network allowance directly to the Network Provider. Asthe Network allowance
is generaly lower than the UCR alowance, choosing a Network Provider for medical care canresultin
cost savings for you and the Plan.

If this Plan is secondary to another health plan or to Medicare Network benefits are not available.
Benefitswill be based on UCR charges and applicable Plan Deductible and Percentage Copayments. See
Section V - Medicare Integration with Plan Benefits and Section VI - Coordination of Plan
Benefits for details on the order of benefit determinations when two or more health plans are involved.

B. PREVENTIVE CARE EXPENSE BENEFITS

Preventive Covered Services Networ k Out-of-Networ k
Network Copayment $10.00 per Provider per type of | Does not apply.
(Amount of Network allowance service.
paid by Enrolleg) Copayment Limit: $30.00 per

Covered Person each event (dl
services by same Provider same day)

Well Child Care Benefits provided for eligible children from birth to age 18 (under age
18). Includes age appropriate well child care, usual related tests and
immunizations. Out-of -Network Benefits count toward Major Medical
Calendar Year/Lifetime Benefit Limit.

Routine Physician Nursery Care | Full Network Benefits up to | Full Benefits up to maximum
maximum of $75.00 for nursery | benefit of  $75.00 for
care. Full Network Benefits for | combination of nursery care

circumcision. and/or circumcision.
Wl Child Care Network Copayment applies. Allowable Fees limited to
Frequency based on age. Network allowance. The Plan

pays the balance of Network
allowance, after  Network
Copayment. You pay the
Network Copayment for out of
Network Providers, and charges
more than Network allowance.
Frequency based on age.

Adult Routine or Well Care Benefits are provided for limited routine care services not due tolliness
or Injury. Covered expenses are not subject to the Plan Deductible but
benefits count toward Major Medical Calendar Year/Lifetime Benefit
Limit. Limits apply to any combination of Network and Out of
Network Providers.
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Preventive Covered Services

Networ k

Out-of-Networ k

Adult Routine Physica
(Includes usua related tests,
including  routine  hearing
screening).

Coverage is available only for eligible Employees, Spouse and
Dependent Children. Thisbenefit isnot availableto Retireesand their

Dependents.

After Network Copayment, Plan pays
balance of Network allowance up to
$200.00 Coverage is limited to once
every two consecutive Cadendar
Years.

Network Providers may balance bill
up to Network Allowance.

No Deductible. Plan pays 80%
up to benefit maximum of
$200.00.

Coverage is limited to once
every two consecutive Caendar
Yeas.

Routine cervica Pap tests and
related cervical exam

Network Copayment applies. Limited
to once per 12 consecutive months
for Covered female age 18 or older.

Not a Benefit.

Routine Mammography (age
18 or older)

Frequency based on age and medical
history.

Hospital Outpatient Charges: You
pay first $25.00 then balance of
Allowable Fees paid in full.
Other Providers:
Copayment applies.

Network

Frequency based on age and
medical history.

Hospital Outpatient Charges:
You pay first $25.00 then
balance of Allowable Fees paid
in full. You could be hilled for
charges more than UCR
allowance.

Other Providers: Covered under
Magor Medica Expense Benefits.

Prostate Cancer Screening
Program

The District offers a special program for routine prostate cancer
screening exams and related tests. The District will schedule this
program once ayear. Y ou will receive an annua announcement showing
the scheduled dates, parameters of the program, and a list of the
participating healthcare Providers that have been engaged to render the

program services.
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C. HOSPITAL EXPENSE BENEFITS (HEB

Maternity care is Covered the same as any other IlIness including, but not limited to, childbirth and other
termination of Pregnancy. According to the Newborns' & Mothers' Health Protection Act, a federal law
effective for this Plan as of January 1, 1998, a health Plan, or its managed care or benefit management
program, that offers coverage for Hospital stays in connection with childbirth cannot limit that coverage to
less than a 48-hour Hospital stay following an uncomplicated normal delivery; or lessthan a 96-hour Hospital
stay following a cesarean section delivery. Inaddition, the health Plan cannot restrict benefits for any portion
of the required minimum stays in a manner that is less favorable than the benefits provided for any preceding
portion of the say. Additionally, this Plan will abide by a state law that provides more favorable maternity
stays when such laws affect this Plan.

Hospital Expense Benefits Network and Out-of-Network Benefits/Limits
Covered Services

Hospitals and other Facilities, | Most Inpatient admissions and home health carerequire a mandatory
Agencies phone call to the Claims Administrator. See Section 111 - Benefit
Management Program for details.

Benefits are provided for services and supplies rendered and billed by a
Covered Hospital, facility or agency for the treatment of an Iliness or
Injury. Inpatient private room will be alowed at the Average Semi-
Private Room Rate. Benefit limits are per Covered Person. Benefit
Limits are cumulative for Network and Out-of-Network Providers.
Note: If you use an Out-of-Network Provider you could be responsible
for payment of charges that are more than the determined UCR

allowance.
General Hospital
Hospital I npatient Care
Medical or Surgical Care, Full Benefits up to 365 benefit days per Spell of Iliness. Full Benefits
Maternity Care up to 365 benefit days per Spell of Accidental Injury, does not count

toward Spell of IlIness limit.

Psychiatric Care Full Benefits up to 120 days per Cdendar Year. Benefit days count
toward 365 days per Spell of IlIness limit shown above.

Hospital Outpatient Care Charges must be billed by the Hospital for its services and supplies.
Physician charges are considered separately. Enrollee Copayment shoan
below is paid per Covered Person for each Provider per service date.
Copayments do not apply if the patient is admitted to the same Hospital
from the Outpatient department.
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Hospital Expense Benefits
Covered Services

Network and Out-of-Network Benefits/Limits

Emergency Care
Accidental Injury

Sudden and Serious IlIness

Surgery

Full Benefits when Covered Hospital services rendered within 72 hours
after the accident.

Full Benefits when Covered Hospital services rendered within 12 hours
after the onset of acute symptoms.

$25.00 per visit Copayment then balance of Allowable Fees paid in full.

Preadmission Testing

$25.00 per visit Copayment then balance of Allowable Fees paid in full.

Kidney Didyss

Full Benefits

Diagnostic X-ray Lab and
Machine Tests

$25.00 per visit Copayment then balance of Allowable Fees paid in full.
See separate benefit for preventive mammography.

Radiation Therapy

Full Benefits

Physical Therapy

$25.00 per visit Copayment then balance of Allowable Fees paidin full for
physical therapy that starts withinsix months after inpatient Hospitd stay
for related Surgery or IlIness and when rendered within 365 days after the
Surgery or in the case of IlIness after Hospita discharge. Mgjor Medica
Expense Benefits available for other Covered physical therapy.

Other Covered Hospitd
Services and Supplies

Coverage is available under Mgor Medical Expense Benefits.

Certified Birth Center

Covered the same as General Hospital for services and supplies related to
maternity care.

Skilled Nursing Facility
I npatient

Full Benefits up to 150 benefit days per Spell of Iliness. Additiona
Coverage is not available under Mgjor Medical Expense Benefits.

Ambulatory Surgical Facility

Covered under Mgjor Medical Expense Benefits

Kidney Dialysisin office,
home or Medicare Certified
Free Standing Kidney
Dialysis Facility.

Full Benefitsfor services and suppliesrelated to kidney dialysis procedure.
Professional evauation and management of the Iliness is Covered
separately as office visit or Hospital visit.

Home Health Agency

Full Benefits up to 365 benefit days per Spell of Iliness. Three visits by
members of home care team equals one benefit day. Benefit days count
toward the Hospital 365 day per Spell of I1Iness.

Hospice Agency

Full Benefits for an Approved Plan of Care
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Hospital Expense Benefits Network and Out-of-Network Benefits/Limits
Covered Services

Alcohol Abuse Facility or Plan of Care requires Coverage approval by the Claims
Agency Administrator. Treatment Plan must be sent before care begins or
within 10 calendar days after treatment begins. Substance (other than
alcohol) Abuse Covered under Major Medical Expense Benefits.

Inpatient Alcohol Rehabilitation | Full Benefits for an Approved Plan of Care up to 7 weeks per
confinement. Not more than 7 weeks per Cadendar Year. Additiona
Coverage is not available under Major Medical Expense Benefits.

Outpatient Alcohol $10.00 Copayment then Plan pays balance of Allowable Fees for an
Rehailitetion Approved Plan of Care up to 60 visits per Calendar Year. (20 of these
visits may be used for enrolled Family Member counseling. Five of the 20
may be used even if the affected Family Member is not receiving care.)
Additional Coverageis not available under Major Medical Expense Benefits

Ambulance Hospital Owned: Full Benefits when billed by the owner Hospital for
emergency transportation to the nearest Hospital for Outpatient care or
emergency admission.

Other Ambulance Services: Coverage available under Mgor Medicd
Expense Benefits.

D. MAJOR MEDICAL EXPENSE BENEFITS

Deductibles, Copayments and Benefit Maximums

Unless shown otherwise, the Plan Deductibles and Per centage Copayments apply to Out-of -Network Allowable
Fees. The Network Copayments apply only when shown for Covered Network services.

Calendar Year Deductible: The part of the Allowable Fees that the participant must pay each Caendar Year.
Benefits are based on the balance.

Per centage Copayment: The portion of Allowable Fees paid by the Plan (usually after Deductible istaken).
Network Copayment: The portion of the Network Allowable Fee paid by the Employee. This Copayment
does not count toward Major Medica Deductibles or Percentage Copayments.

Per Event: Means all services rendered by the same Provider on the same day.

Calendar Year/Lifetime Benefit Maximum: The most the Plan will pay per Covered Person for Major
Medica Expense Benefits.
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Major Medical Expenses

Network

Out-of-Networ k

Calendar Year Deductible

Does not apply.

Individual:
$250.00 per Covered Person.
Family Limit:
$750.00 maximum Calendar
Year Deductible for three or
more Family Members.

Common Accident Deductible

Does not apply.

Limit per family: $250.00 per
accident. Cumulative for two or
more Covered Family Members
injured in the same accident.
Only expenses due to that
accident and applied against the
Plan Deductible count toward
this limit.

Per centage Copayment

Family Percentage Copayment
Limit

Does not apply.

Does not apply.

After Caendar Year Deductible,
Plan pays 80% of Allowable Fees
(UCR charges).

After Caendar Year Deductible,
Plan pays 80% of the first
$3750.00 of Allowable Fees
Incurred by one or more Family
Members, then 100% of
Allowable Fees Incurred during
the remainder of the Cdendar
Year. Enrollee pays 20% or
$750.00.

Network Copayment
Does not apply when Medicare or
another health plan is primary

payer.

$10.00 per Provider per servicetype.

Copayment Limit: $30.00 per
Covered Person each event (al
services by same Provider same day)
After Network Copayments, the Plan
usually pays balance of Network
allowancesin full. If the Plan limits
Network benefits to a number of
visits per visit maximum or other
benefit maximum, the Provider can
balance bill up to the Network
allowance.

Does not apply.
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Major Medical Expenses

Networ k Out-of-Networ k

Benefit Maximum

Calendar Year: $100,000.00 actua Major Medical Expense Benefits
paid per Cdendar Year for each Covered Person.

Lifetime: $1,000,000.00 actual Magjor Medica Expense Benefits paid per
each Covered Person’s Lifetime for expenses Incurred while Covered
under the Plan.

Restoration of Maximum Limits. Once Magor Medica Expense
Benefits of $1000.00 or more have been paid for a Covered Person, paid
benefits may be restored if satisfactory evidence of good health for that
person is presented to the Plan Administrator. The District can provide
details concerning this restoration feature.

Major Medical Covered Expenses and Benefit Limits

Major Medical Covered
Services

Network Benefits/ Limits Out-of-Network Benefits/

Limits

General Hospital
Outpatient and Inpatient after
Hospital Expense  Benefits
exhausted.

80%, after Deductible, for Covered Services after Hospita Expense
Benefits exhausted. Network and Out-of-Network expenses count toward
the Percentage Copayment Limit. Note: Network Providers can balance
bill up to negotiated alowance. See separate limit for psychiatric
Inpatient Care shown below.

Psychiatric I npatient
Hospita and Private Facility

80%, after Deductible, for Covered Services after Hospital Expense
Benefits exhausted. Limited to 30 I npatient benefit days per Caendar
Year for any combination of Hospital and private facility admissions and
for any combination of Network and Out-of-Network Providers.
Network and Out-of-Network expenses count toward the Percentage
Copayment limit. Note: Network Providers can balance bill up to
negotiated allowance.

Psychiatric Outpatient

No Copayment. Plan pays up to | 80%, after Deductible up to

$40.00 of Network allowance per visit
for care by licensed psychiatrist or
psychologist. No other mental
health Providers are Covered.
Provider may baance bill up to
Network allowance.

benefit limit of $40.00 per visit
for Licensed psychiatrist or
psychologist. No other
mental health Providers are
Covered. Balance does not
apply to Percentage Copayment
limit.

Substance Abuse Facility

Plan of Care requires Coverage approval by the Claims Administrator.
Treatment Plan must be sent before care begins or within 10 calendar
days after treatment begins. Alcohol Covered under Hospital Expense
Benefits shown previoudly.
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Major Medical Covered
Services

Network Benefits/ Limits

Out-of-Network Benefity
Limits

Substance Abuse Inpatient

80%, after Deductible. Up to 7 weeks per confinement and no more than

seven weeksin a Cdendar Year.

Substance Abuse Outpatient

After Network Copayment, Plan
pays balance of Network alowance
for an Approved Plan of Careup to
60 visits per Cdendar Year. (20 of
these visits may be used for
enrolled Family Member
counseling. Five of the 20 may be
used whether or not the enrolled
Family Member is receiving care.)

80%, after Deductible for an
approved Plan of Care Up to 60
visits per Cdendar Year for any
combination of Network or Out-of-
Network Providers. (20 of these
visits may be used for enrolled
Family Member counseling. Fiveof
the 20 may be used whether or not
the enrolled Family Member is
receiving care.)

Ambulatory Surgical Care
Facility

80%, after Deductible.

Other Medical/ Surgical Office
Services

Office visits include medical management, therapy and surgical services
rendered in any Provider's office (or clinic).
Physicians, chiropractors, podiatrists, physical therapists, et. Al.
Diagnostic Tests are Covered separately.

For example: by

Office Visits

Network Copayment.

80%, after Deductible.

Specialist Consultations
Outpatient

Network Copayment.

80%, after Deductible.

Inpatient

Full Network Benefits. Limit: One
consultation per speciaty for each
Hospital confinement.

80%, after Deductible.

Mandatory Second Opinion
Consultation (Mandated by
Benefit Management Program)

Full Network Benefits.

Full Benefits.  Deductible and
Percentage Copayment do not

apply.

Voluntary Second Opinion
(through Benefit Management
Program)

Full Network Benefits.

Benefits when obtained
through  Benefit  Management
Program. Deductible and
Percentage Copayment do not

apply.

Full
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Major Medical Covered
Services

Network Benefits/ Limits

Out-of-Network Benefity
Limits

Second Surgical Opinion (Not
obtained through Benefit
Management Program)

Network Copayment applies when
not obtained through the Benefit
Management Program. Plan Limit:
Initid and one additional second
opinion if thefirst opinion does not
agree Surgery is necessary.

80%, after Deductible when not
obtained through Benefit
Management Program. Plan Limit:
Initid and one additional second
opinion if the first opinion does not
agree Surgery is necessary.

Surgery

Full Network Benefits.

80%, after Deductible.

Inpatient Physician Visits

Full Network Benefits.

80%, after Deductible.

General Anesthesia

Full Network Benefits.

80%, after Deductible.

Chiropractic Care

Network Copayment Applies.
Benefits are limited to $750.00 for
any combination of Network and
Out-of-Network Providers.

80%, after Deductible. Benefitsare
limited to $750.00 for any
combination of Network and Out-
of- Network Providers.

Chemotherapy

Full Network Benefits.

80%, after Deductible.

Diagnostic Tests (X-rays, Labs
and Machine Tests)

Network Copayment Applies. Per
series of each type of diagnostic
test (x-ray, lab or machine test) is
considered one type of service.
Network Copayment is waived for
lab services when obtained through
LabOne.

80%, after Deductible.

Durable Medical Equipment

A phone call is required before DME rental or purchase when costs are
Refer to Section 111
Management Program under Durable Medical Equipment Review for

expected to exceed $100.00.

details.

- Benefit

Full Network Benefits.

80%, after Deductible.

Ambulance

Professional or Hospital
Owned

Volunteer

80%, after Deductible. See Hospital Expense Benefits for Hospital
owned ambulance to nearest Hospital for Outpatient services or to
owner Hospital when patient admitted.

Full Benefits up to maximum of $25.00 per Calendar Year. Proof of
donation must be submitted. Deductible and Percentage Copayment do

not apply.

Professional Nursing

Plan excludes Inpatient private duty nursing. The first 48 hours of
Covered care per Calendar Year is excluded for Private Duty Nursing.
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Major Medical Covered
Services

Network Benefits/ Limits

Out-of-Network Benefits/
Limits

Private Duty Nursing

Full Network Benefits up to benefit
limit of $30.00 per hour for Approved
Care following the first 48-hour
exclusion. Provider may baance hill
up to Network allowance.

80%, after Deductible for
Allowable Fees following the
first ~ 48-hour  exclusion.
Allowable Fees are limited to
$30 per hour for Approved
Care Charges more than
$30.00 per hour are not
Covered.

Visiting Nurse

$10.00 Copayment.

80%, after Deductible.

Nurse Midwife

Same as Physician and other Providers.

For example, $10.00 Copayment for
officevisits. Full Network Benefitsfor
Inpatient services. Paid on same basis
as Physician for office visits and
Surgery.

80%, after Deductible.

Wig/Hair piece

Plan pays up to $250.00 for theinitial wig or hairpiece ordered by Doctor
for hair loss due to chemotherapy or radiation therapy. Limited to one

wig/hairpiece per Lifetime.

All Other Covered Services

Network Copayment applies.

80%, after Deductible.

E. PRESCRIPTION DRUG EXPENSE BENEFITS

Secondary Coverage: If this Plan is secondary, Coverage is not available under this benefit.

Primary Coverage:

If this Plan is the primary health Coverage according to the Coordination of Benefits

provision, then the Prescription Drug Expense Benefits shown below apply. Prescription Drug Expense
Benefits are separate from Medical Expense Benefits and do not apply to the Medica Expense Benefits
Deductibles, Copayments or benefit maximums. For details, refer to Section 1V - Cover ed Services under
Prescription Drug Expense Benefits.
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Covered Services Participating Pharmacy Nonparticipating Pharmacy

Phar macy Allowable Fees are limited to the PCS network drug allowance even if a
Nonparticipating Pharmacy isused. If you use a Participating Pharmacy,
you are responsible only for the Copayment. If you use a
Nonparticipating Pharmacy or do not show your Plan identification card,
you are responsible for payment of the Copayment and the charges more
than the drug allowance and you must submit your claim to PCS to
receive Plan benefits.

Limited to 34 days supply or 100-dosage unit, whichever is greater.

Drug Copayments:
Specified Drugs: $7.00 Copayment for each prescription or refill for the
following drugs. Coumadin, Dilantin, Lanoxin, Levothroid, Synthroid,
Premarin, Slo-bid, Tegretol, and Theo-Dur.
All other Covered drugs:

Generic: $ 3.00 for each prescription or refill.

Brand Name: $ 10.00 for each prescription or refill.

Mail Order Pharmacy Mail order up to 90 day supply Not a Benefit.
Mail Order Copayment:
Specified Drugs: $3.00 Copayment
for each prescription or refill for
the following drugs. Coumadin,
Dilantin, Lanoxin, Levothroid,
Synthroid, Premarin, Slo-bid,
Tegretol, and Theo-Dur.

All other Covered drugs:

Generic: $1.00 for each
prescription or refill.

Brand Name: $5.00 for each
prescription or refill.

F. POTENTIAL CAUSES FOR BENEFIT REDUCTION

1. Medicare Effect on Plan Benefits

You or your Dependent should enroll for Medicare upon dligibility or when Medicare is consider ed
primary coverage. Failure to enroll in Medicare when Medicare is primary payer could result in
significant reduction or denial of your health benefits. You could beresponsiblefor the payment of
all or most of your health expenses.

Medicare payments could reduce your benefits if Medicareis considered the primary coverage according to
Medicare Secondary Payer rules. This reduction will apply whether or not the person digible for Medicareis
actudly enrolled in Medicare Refer to Section V - Medicare Integration with Plan Benefits.
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2. Coordination of Benefits Effect on Plan Benefits. Your benefits could be reduced if you or your Eligible
Dependents are covered by more than one health plan. Refer to Section VI - Coordination of Benefits.

3. Benefit Management Program. Y our benefits could be reduced if you fail to follow the requirements of the
Benefit Management Program. Refer to Section |11 - Benefit Management Program.

Please Note

All claims are subject to review to decide whether services are Covered according to Plan limitations. You must
comply with requests for additional medical documentation as deemed necessary by the Claims Administrator to
evaluate a claimfor benefits. Failureto submit requested documentation or information could result in denial of
benefits. The Claims Administrator confidentially maintains all medical documents Treatment decisions are
independent from payment decisions The patient's Physician is responsible for determining whether treatment
should be rendered despite whether the charges are totally or partially included in or excluded from Coverage
under the Plan.

Bedford/Carmel Health Benefit Plan for Bedford Central Schools 15



SECTION Il —ELIGIBILITY AND ENROLLMENT

A. ELIGIBILITY FOR PLAN ENROLLMENT

Rules concerning dligibility for Plan enrollment are established by collective bargaining agreements and by
established policies of the Bedford School District Board of Education, as amended. The following section
provides a description of digibility rulesin effect at the time this SPD is published. However, the content in this
section is not intended to constitute, or be validated as, the origin or basis for Plan eligibility requirements. The
District Benefits Office can provide full details of the District’ s current eligibility requirementsfor Plan enrollment.

1. Active Employees/Retirees. Anactive Employeeiseéligiblefor Plan enrollment when meeting the minimum
requirements established by the District and/or negotiated bargaining agreements. A retireeiseligible for Plan
enrollment when he or she is retired in accordance with the requirements of the retirement program
established by the District and/or negotiated bargaining agreements.

2. Dependents. The following Dependents are considered eligible as Dependents for enrollment in family
Coverage:

a. L egal Spouse of an Employee or retiree. (A legally separated Spouse may be enrolled in the Plan, but
adivorced Spouseis not digible). The District may require proof of marriage.

b. Your Unmarried Children who are:

1) Under 19 yearsof age. Y our newborn child is eligible from the moment of birthif enrolled in family
Coverage within 30 days after date of birth. Anunmarried child whose 19th birthday occurs during
school vacation period will continue to be eligible for benefits, provided the child is enrolled in a
school and is anticipating full-time student status at the end of the vacation period.

2) Over 19 yearsof age, but under age 25, who receive more than half their support from the Employee
and are full-time matriculating students at an accredited secondary school, college or university.
Time spent in the U.S. Military service, not to exceed four years, may be deducted from the
Dependent's age for the purposes of establishing eligibility.

In the event your Dependent child, who is a full-time student, is disabled and is granted a medical
leave by the school he or she is attending, benefits will continue for a maximum of 12 calendar
months following the month in which the child withdraws from school. If the end of the 12
calendar months occurs during a vacation period, benefits will be extended to the beginning of the
next regular semester.

In the event your unmarried Dependent child between the ages of 19 and 25, who previously was not
gigible for benefits or had benefits ended, returns to a full-time student status, he or she may be
reinstated to family Coverage effective the actual date the student commenced full-time attendance at
the high school or an accredited institute of higher learning.

3) Age 19 years or older and incapable of self-support because of mental or physical disability and
became so disabled before reaching age 19. The digibility of such a Dependent should be established
asearly aspossible. Thisshould be done at the time of your initial enrollment if the child isage 19 or
older at that time. If the child has not yet attained age 19 at the time you first enroll in the program,
eigibility for continued benefits should be established at the time of his or her 19th birthday.
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To obtain Plan Coverage for incapacitated Dependents or full-time students, you may be required to
document, at least annually, appropriate certification of thisfact to the District Benefits Office. Failureto
provide the required information when requested will result in that child being removed from enrollment
and eligibility for benefits until proof is provided which supports continued eligibility for Plan enrollment.

c. Child Definition - Child or children mean:

1) The Employee's own birth child or legally adopted child, whatever the child's place of residence
or support provided,

2) Any stepchild of the Employee who permanently resides in the Employee's home.

3) Any other child supported by the Employee or the Spouse of the Employee and permanently
residing in the Employee's home, provided the support and residence commenced before the
child reached age 19; or

4) Any unmarried child placed for adoption before the child reaches age 18. The term placed for
adoption meansachild placed in the Employee’ s home and the Employee’ s assumption and retention
of alegal obligation for total or partial support of achild in anticipation of adoption of the child. This
igibility ends when such legal obligation terminates. Proof of pre-adoption status will be required
by the District Benefits Office to establish digibility. Once the child is legally adopted, he or she
retains eligibility as alegally adopted child as shown above.

5) Pre-adoptive newborn from the moment of birth under a family Plan when all of the following
conditions are met:

a You enroll the child, you intend to adopt, in a family Plan within 30 days of the birth and
applicable family Contribution is made;

b) You take physical custody of the child upon discharge from the Hospital or Birth Center; and

c)  Within 30 days of the child's birth, you file a petition to adopt or for temporary legal
guardianship under New Y ork State or Domestic Relations Law or similar state laws when filed
outside NY dstate.

Coverage will not be provided for initia Inpatient treatment of a pre-adoptive newborn, if the child’s
biologica parent has health coverage for that care. Also, if anatice of revocation of the adoption has
been filed, or abiological parent revokes consent to the adoption, Plan Coverage will not be provided.
If Plan benefits were paid for a pre-adoptive newborn, whose adoption was revoked, the Employee
may be requested to reimburse those Plan payments.

Please Note
Documentation of the Dependent status with the District Benefits Office will berequired. Criteria of support
will be deemed to have been met if the Employee contributes at least 50 percent to the support of the
Dependent and that Dependent qualifies as an exemption on the most recent Federal income tax return filed
by the Employee.

3. Qualified Medical Child Support Orders. Federal Law reguiresthe Plan, under certain circumstances, to
provide Coverage for your children when you or your Spousedivorce or separate. Thelaw aso providesfor
children born out of wedlock. The Plan must comply with qualified medical child support orders (QMCSO)
that relate to Plan benefits. QM CSO means orders, judgement, settlement, or adecree issued from a court of
competent jurisdiction, magistrates or other officials with the power to issue aQM SCO, pursuant to astate's
domestic laws, that requires the Plan to provide Coverage for your child. This Coverageis provided even if
you no longer have custody and even if you would not have chosen to cover the child under your health Plan.

The child's custodial parent, legal guardian or state agency can apply for Coverage even if you don't. If the
Plan receivesaQMCSO, it will provideimmediate enrollment. This meansthe child identified will beincluded
under Your Coverage, as required according to the QM CSO requirements. Y ou will be required to pay any
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added monthly participation costs for the child’s enrollment. Y ou will receive written notification and be
provided with further information about the QMCSO rules if the Plan receives an order that applies to you.

4. Survivor Dependent Eligibility

Should you die, your enrolled Dependents should contact the District Benefits Office for complete details
concerning eligibility and costs for Coverage under this rule.

If an active Employee or retiree dies, his or her survivor Dependents who are enrolled in his or her family
Coverage will continue to be digible for three months without participation costs. After three months, this
extension of eligibility continues to apply to survivors of eligible retirees or survivors of eligible Employees
who have completed at least ten year s of active servicewith the District. To be Covered, the survivors
must request enrollment within 90 days after the death of the Employee or retiree. |If enrollment is not
made within 9 days, eligibility under thisrule is not available. This Coverage ends for the Spouse
when he or she remarries. For survivor children, Coverage ends when they otherwise no longer meet the
definition of Dependent children. For example, reach limiting age or no longer astudent. If survivorsare not
eligible for this extension or if Coverage ends under this rule, they could be €eligible for Continuation of
Coverage under COBRA shown later in this section.

5. Leave of Absence

The District Benefits Office can provide full details concerning your rights for Plan Coverage during an
approved L eave of Absence

You may retain your Plan individua Coverage or family Coverage while you are absent from work for an
approved Leave of Absence This continuation is not automatic. Y ou must apply for continuation before
your Leave of Absencestarts. To remain eligible during a Leave of Absence without pay, you must remit
your designated participation Contribution, if any, to the District each month on atimely basis. The District
Benefits Office can answer questions concerning their requirements and provide details on your participation
payments for Leave of AbsencePlan continuation. Y ou could be required to pay thetotal premium equivalent
for Plan participation.

If you continue to be absent from work at the end of the approved Leave of Absence Y our Coverage under
the Planwill end. However, you will be digibleto eect continuation of the Plan Coverage under COBRA. See
Continuing Coverage Under COBRA shown later in this section.

If Y our Coverage under the Plan ends while you are absent from work, it cannot be reinstated until you return
to Active Employment. When you return to work, you must once more enroll in the Plan. The District
Benefits Office can provide details on your effective dates of Coverage following Plan enroliment as a
returning Employee.
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Please Note
Under the Family and Medical Leave Act (FMLA) of 1993, aFederal law, eligible Employeesareentitled to
receive up to 12 weeks of unpaid leave in a 12 consecutive month period for certain family and medical
reasons. If you are on an FMLA Leave of Absence, you may continue Plan Coverage by paying your
monthly designated participation Contribution, if any, for Individual or Family Coverage. Plan continuation
will be according to the FMLA law, as amended. The District Benefits Office can provide details of your
rights under the FMLA and your costs to continue Coverage while on FMLA Leave of Absence.

B. ENROLLMENT

The Bedford School District can provide forms and detailsfor enrollment options and your participation costs.
Failure to report enrollment changes could result in Plan benefit overpayment. Should this happen, the District
could reguest that you reimburse the Plan up to the benefit overpayments.

Enrollment in the Plan is not automatic. Y ou are required to enroll yourself and your Dependents. Y ou must meet
the Digtrict’s eligibility requirements. Employees must be Actively Employed at the time of enrollment. Plan
participation costs are based on the type of Coverage you choose. Plan Coverage options are as follows:

1 Individual Coverage. Only the Employeg, retiree, survivor Spouse, or a COBRA participant is enrolled.
Benefits will be paid only for the person enrolled even if other Family Members meet eligibility requirements.

2. Family Coverage. Employee or retiree and one or more of his or her eligible Dependents are enrolled.
(includes COBRA participants enrolled in family Coverage). Benefits are paid only for Family Members
enrolled in the Plan even if other Family Members meet dligibility requirements.

3. Enrollment Changes. It isyour responsibility to apply for any enrollment changes including:

Adding a newly acquired Spouse or Dependent child;
Adding an existing Spouse previously enrolled as an Employee;
Adding a previoudy digible but non-enrolled Spouse or Dependent child;
Changing from individual Coverage to family Coverage any time you acquire a Spouse or Dependent
child or elect to enroll a previoudy €eligible but non-enrolled Spouse or Dependent child;
e. Changing from family Coverage to individua Coverage when you no longer have dligible Dependents or
any time you no longer wish to provide Coverage for eigible Dependents;
f.  Changing from two individua enrollments to one family Coverage or from one family Coverage to two
individual enrollments when you or your Spouse are both eligible as Employees under this health Plan;
0. Changing or adding a new Dependent or removing an existing Dependent from family Coverage; or
h Reporting other health plan(s) and Medicare coverage information and changes.

oo oo

C. EFFECTIVE DATES OF BENEFITS

Y ou should consult with the District Benefits Office for full details concerning how the effective date of benefits
will be established for you or your Eligible Dependents. The following are the general rulesfor effective dates of
benefits:

1. Employee/Retiree General Rules

a. Each Employeein an digible class, whose employment commenced on or before the effective date of
the Plan or each eligible retiree shall be Covered on the effective date of the Plan or shall be eligible for
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any amended changes of the Plan. The eligible Employee must be Actively Employed on such
effective dates. However, Plan Coverage begins no sooner than the first day of the month
after the date of eligible employment.

b. If you enroll at the time of Active Employment, Plan Coverage begins on the first day of the month
following the date of eligible employment; or

c. If you enroll at the time of digible retirement, retiree Coverage begins on your date of retirement; or

d. If youfail to enroll within 30 days of eigible employment, Coverage begins no sooner than the first day
of the month following the date the District Benefits Office accepts your late enrollment application.
Exception: See Special Enrollment Effective Dates shown later in this section.

2. Dependent. Coverage for an digible Dependent will become effective on the date the Employee becomes
Covered if the Employee applies for such Dependent Coverage when enrolling in the Plan. If youfail to enroll
an existing Covered Dependent at the time of your initial enrollment, Coverage begins no earlier than the first
day of the month following the date the late Dependent(s) enrollment is accepted by the District Benefits
Office. Exception: See Special Enrollment Effective Dates shown below.

3. Special Enrollment Effective Dates

a. Adding New Dependents. Your biologica newborn child isCovered under your individual or family
Coverage without Plan enrollment for the first 30 days after the date of birth. However, you must enroll
the child under the following rules for that child to be Covered beyond the first 30 days.

1) If you are enrolled in the Plan and acquire new Dependents, after your initial enrollment, and enroll
the new Dependents within 30 days after the date the eligible Dependents are acquired, Plan
Coverage for the new Dependent will begin on the date you acquired the Dependent, but no sooner
than the applicable employment Waiting Period.

2) If you are not enrolled in the Plan when you acquire a Spouse, you may enroll yourself and your
Spouse under family Coverage. If you acquire a newborn child, or anewly placed or adopted child
(under Age 18), you may enroll yourself and/or your Spouse and the newly acquired newborn child,
newly placed for adoption or adopted child under family Coverage. For Coverageto be effective on
the date you acquired the new Dependent, you must enroll within 30 days after the date of marriage,
birth, placement for or adoption, whichever applies. Thisimmediate Coverage rule does not apply to
children existing at the time of your initial eigibility.

3) If you have individual or no Coverage at the time you enroll your new Dependents in family
Coverage, you will be required to pay the full monthly participation costs, if any, for family Coverage
beginning with the month in which the Dependent was acquired.

4) If you fail to enroll an eligible Dependent within 30 days from the date such Dependents were
acquired, the new Dependent will be considered alate entrant. The Effective Date of Coverage will
generally ke the first day of the month after the date the District Benefits Office accepts your late
enrollment application. The District Benefits Office can give you details concerning their established
late enrollment rules.

b. Cancellation of Another Health Fan. Eligible persons who did not enroll themselves and/or their
Dependents at the time of initial disability because of coverage under another employer’s plan may elect
Coverage in this Plan to be effective on the date the other coverage canceled if the following conditions are
met:

1) Person had health coverage at the time Coverage was previously offered; and
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2) Person stated in writing at the time he or she declined enrollment in this Plan that the reason for
declining was due to the other coverage; and

3) Theother coverage wasinvoluntarily terminated dueto loss of digibility; or exhaustion of the prior plan
continuation of coverage; or cessation of employer Contributions to the other plan; or cancellation of
coverage by the employer, insurer, or other issuing entity.

4) Person reguests enrollment within 30 days after the date the other plan was canceled.

Y ou must pay any applicable Contribution for individual or family Coverageto be digible for benefits from
the date the other plan coverage ended. Generaly, persons who fail to enroll within 30 days after
involuntary cancellation of the other plan will be Covered under this Plan no sooner than the first of the
month following the date the District Benefits Office accepts the late enroliment application. The District
can provide details concerning their effective date for enrollments after 30 days. This rule applies to
persons who voluntarily cancel other plan coverage then seek late enrollment in this Plan. Voluntary
cancellation includes, but is not limited to, cancellation or withdrawal from the other coverage by the
Enrollee; removd of digible Dependents from family Coverage by the Enrolleg; or cancellation of coverage
due to Enrollee fraud or nonpayment of required participation payments.

D. PLAN PARTICIPATION CONTRIBUTIONS

The District Benefits Office can provide details on your costs, if any, for Plan participation. |f required, you must
make your designated participation payments to maintain Plan eligibility. Thisisusualy done by payroll deduction.

If you fail to authorize payroll deductions, you could be refused Plan Coverage. If you fail to make direct
payment of required participation payments during a Leave of Absence or other available Plan Coverage
continuation, Coverage could end for your and your Dependents.

E. END OF COVERAGE

Plan Coverage for you and your Eligible Dependentswill end when you no longer meet the eigibility requirements
of the Plan unless you become €eligible under Vested Employee Continuation of Coverage shown below or you or
your Dependents become €eligible for Continuation of Coverage under COBRA shown later in this section.
Exception: If you die, your survivor Spouse could be digible to retain Coverage if you were an eligibleretiree or
vested Employee at the time of your death. Coverage for a Dependent ends when she or he no longer meetsthe
Dependent eigibility requirements. However, the Dependent could be €eligible to continue Coverage under
COBRA. Eligibility and Coverage ends for the following unless enrollment under COBRA is elected:

1. You no longer meet employment digibility due to reasons such as termination of employment, lay off,
reduction in scheduled work hours, death, retirement, or change in job class. Coverage ends for you and
your Eligible Dependents at the end of the month following the date you are no longer considered a Full-Time
active Employee.

2. For failure to pay required Plan participation Contributions, Coverage ends for you and your Dependents at
12:01 am. on the first day of the month following the month for which you made your last participation
payment. This also applies to an enrolled survivor Spouse

3. Divorce of Spouse Coverage ends for your ex-Spouseat 12:01 A. M. on the date the divorce or dissolution
of marriage becomes final.

4. Dependent Child Coverage ends at 12:01 a. m. due to reasons such as.

a The date your child marries.

b. The date your child, other than your biological or adopted child, isnolonger living in your home
and/or is no longer Dependent on you for most of his or her support or maintenance.
C. The date the child reaches age 19 and is not a full-time student or is not eigible as a

disabled/handicapped child Dependent on the Employee for support.
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d. The date adisabled child age 19 or older is no longer disabled and/or dependent on the Employee
for support.

e. The date the child between ages 19 and 25 is no longer eligible as a full-time student.

f.  The date the full-time student reaches age 25; or

0. The date a pre-adoptive child is removed from placement for adoption or the Employee is no
longer legally responsible for most of the pre-adoptive child’s support.

Coverage may be stopped immediately if you or your Dependentsknowingly submitsa claim, or allows
any claim to be submitted with falseinfor mation, or concealsany facts, that could affect the outcome of a
claim determination. In thiscase, you or your Dependents cannot continue Coverage under COBRA.

F. VESTED EMPLOYEE CONTINUATION OF COVERAGE

The District Benefits Office can provide details concerning established rules and your costs for continuing
Coverage while in vested status. This continuation of Coverage countstoward COBRA continuation periods.

1. General Eligibility Rulesfor Vested Rights. Employees, who end employment with the District before
retirement age, may be eligible to continue Coverage both while in avested status and, subsequently, during
retirement. To be digible, the Employee must have:

a Satisfied the minimum requirements established by law for vesting his or her retirement allowance; and

b. Met al the minimum requirements except age for retiree Coverage. These requirements must
have been met at the time you terminated employment. They must not be satisfied while you are in
vested status or after your retirement allowance begins.

2. Requesting Continuation of Coverage Whilein aVested Status. If youwishto continuethis health Plan
while you are vested, you must request continuation of Coverage from the District at the time employment is
terminated. When the District authorizes continuation of Coverage, you will be required to pay your
designated Plan participation costs from the date you are terminated. The District Benefits Office will assist
you with the procedures required to keep Y our Coverage in effect.

If Your Coverage ends because you made no request to continue Coverage, or failed to make participating
payments during vested continuation Coverage, you will not be permitted to reinstate Y our Coverage either
during the remainder of your vested status period or after retirement. Once you have established digibility to
continue health Plan Coverage as a vestee, that dligibility will not be impaired by subsequent employment.
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G. CONTINUING COVERAGE UNDER USERRA

The District Benefits Office must be notified, in writing (in advance when practical), should your eligible
employment stop due to active United States Military Service. The District Benefits Office can provide full
details concerning Employee rights under USERRA and the costs to continue Coverage while on active military
duty. Thefollowing informationisabrief summary. ThisPlan excludes health expenses resulting from Injuries
or sickness incurred in or aggravated while on military duty. This Plan excludes any IlIness or Injury caused
by or resulting from military service.

The District must comply with the terms of the Uniformed Services Employment and Reemployment Rights Act
(USERRA), a federal law. This law gives Employees certain rights concerning employment and health

continuation should they meet the USERRA requirements. In general, eligible Employees whose Coverage would
stop due to active United States Military Service have the right to continue Plan Coverage for up to 18 months or
for the period of military service (whichever is shorter). To maintain Coverage, the Employee may be required to
pay amonthly participation payment up to 102% of the full premium equivalent for individual or family Coverage.
However, if the active service is less than 30 days, he or she will not be required to pay more than the normal

participation contribution, if any. In addition, eligible Employees are entitled to immediate digibility for Plan
enrollment and Coverage when he or she meets the requirements of USERRA. Should you returnto work when
military service ends, the District Benefits Office can provide full details concerning your eligibility for immediate
enrollment and Plan Coverage according to USERRA regulations.

H. CONTINUING COVERAGE UNDER COBRA

Please contact the District Benefits Officeif you have any questions or concerns regarding COBRA Coverage
requirements. Administration of this provision will be according to Federal COBRA regulations as amended.

The Consolidated Omnibus Budget Reconciliation Act of 1986 (COBRA), afederal law, provides the opportunity
for Enrollees or participants of the Plan to continue health Coverage that would otherwise end. The following
statements are intended to summarize your rights and obligations currently in effect according to thislaw and its
amendments. Both you and your Spouse should take the time to read this provision carefully.

1. Qualifying Events and Notification

You or your Dependents who cease to meet the Plan eligibility requirements must notify the District
Benefits Office of a divorce, legal separation, child losing dligibility status or other qualifying event. This
Notice must be in writing sent to the District Benefits Office within 60 days after the event. If notice not
given in 60 days, Coverage cannot be continued.

Employees or eligible Dependents may elect to continue health Plan Coverage that would otherwise end
because of one or more the following conditions (COBRA qualifying events):

a Voluntary or involuntary termination of your employment with the District, except when termination due
to gross misconduct (Employee and/or Spouse or Dependent children may elect to continue);

b. Reduction of Employee work hours or change in job class (Employee and/or Spouse and
Dependent children may elect to continue);

C. Retirement (Employee and/or Spouse or Dependent children may elect to continue);

d. Death of an Employee (Spouse or Dependent children may elect to continue);
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e.
f.

g.

Divorce or Dissolution of marriage (ex-Spouse and his or her Dependents may elect to continue);
Loss of children’s status based on Plan Dependent child eigibility rules (a Dependent child may elect
to continue).

Y ou become €eligible for Medicare (Spouse and/or Dependent children may elect to continue).

2. Continuation Period. The period for which Coverage may be continued varies depending on the
circumstances. In general, Plan Coverage may be continued for:

a

d.

18 monthsfor terminated Employees and that Employee's eligible Dependents, or for Employeesworking
reduced hours or who lost Coverage due to changein job class and that Employee's digible Dependents;
and

An additional 11 monthsfor atotal of 29 monthsfor qualified COBRA participants (beneficiaries)
who receive adisability award from the Federal Social Security Administration. The COBRA beneficiary
must be disabled at the time Coverage ended under the District Plan, or within 60 days from the date
COBRA continuation began. You or your Dependent must provide a copy of the Social Security
disability award stating that the beneficiary was disabled on the date District Coverage ended or within 60
days from the date COBRA continuation began. This notice must be sent by the qualifying COBRA
beneficiary within 60 days following the date Social Security approved the disability and within 18
months of the COBRA continuation period. This provision applies to the disabled COBRA beneficiary
whether Employee or Dependent.

36 months for all others eligible for continued benefits Dependents who lost Dependent
digibility status). If a Dependent loses Dependent status (for example divorce, legal separation or
Employee' s death, the Employee becomes eligible for Medicare) while Covered under the 18-month
continuation period for terminated Employee, that Dependent has Incurred a second event. In such
event, the Dependent may be dligible to extend the 18-month period to 36 months.

In no event will COBRA continuation exceed 36 months for any beneficiary.

3. Acquiring Dependent Children. Effective January 1, 1997, qualified beneficiaries include children born,
adopted or placed for adoption (and under age 18) during a COBRA continuation period elected by the
Employee. The participating Employee can add Coverage for these Dependentsif acquired during his or her
period of COBRA continuation, and if enrolled within 30 days after the date of birth, adoption or placement
for adoption. This change would alow such a child to have his or her own COBRA continuation election
rights (if, for example, the parent/employee died). This change applies only if you have health Coverage
under COBRA on or after January 1, 1997. If you add a Dependent during a COBRA period, Coverage and
participation payments would be adjusted accordingly.
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4, COBRA Participation Payment. In order for Coverage to continue, you or your Eligible Dependentswill be
responsible for the full cost of participation in the Plan, payable in at least monthly Contributions. This cost
will be equal to the Employees’ Contributions and premium equivalent of Plan Contribution by the Plan
sponsor plus 2% of the combined total. ThisContribution will increase after 18 monthsfor the additional 11
months of COBRA continuation election due to social security disability. The increased Contribution will
equal the Contributions made by you and the Plan Sponsor plus 50 percent of the determined Contribution or
premium equivaent.

The firss COBRA Contribution must be made within 45 days after the date of the COBRA €election by a
qualified beneficiary. The payment must cover the period of Coverage from the date of COBRA dlection
retroactive to the date Coverage ended due to the qualifying event. Contributions for subsequent periods of
Coverage are due at least monthly based on the date (day of the month) that COBRA continuation became
effective. Payment must be made within 30 days following the due date to maintain Coverage. If payment is
not made within 30 days following the due date, COBRA Coverage will stop as of the payment due date.

5. COBRA Election Forms

You must notify the District Benefits Office, in writing, of a divorce, legal separation, a child losing
digibility status or other qualifying event within 60 days following the qualifying event. Y ou must notifythe
District Benefits Officewithin 60 days of the birth, adoption or placement for adoption of children acquired
during COBRA continuation. Y ou must notify the District Benefits Office of a qualifying social security
disability award within 60 days of the award and within the first 18 months of COBRA continuation.

COBRA continuation of Coverage is administered by POMCO where al inquiries during your COBRA

Coverage continuation can be made.

COBRA €lection forms will be sent to you or your Eligible Dependents, by POMCO, usually within 14 days
after notification to the District Benefits Office that a qualifying event has occurred. Payment details for
COBRA participation will be sent with the election form. Y ou or your Dependents are required to return the
completed form to POM CO selecting the Coverage wanted, (health, individua or family), within 60 days after
election formsarereceived. If abeneficiary failsto return the completed election formswithin 60 days, he or
she forfeits their rights to COBRA. POMCO has been sdlected by District to administer its COBRA

continuation program where written inquiries can be sent. Phone inquiries concerning COBRA continuation
can be made by phoning the POMCO locd or toll-free phone number.

6. Endof COBRA Coverage Continuation. Once continuation of Coverageisended, anindividua cannot be
reinstated for COBRA continuation whether or not the maximum period of COBRA continuation has been
met. COBRA continuation of Coverage for you, your Spouse or Dependents will end on the earliest of the
following:

a The date of the end of the applicable maximum continuation period.

b. The date on which the District ceases to provide a health plan to any Employee.

c The due date of the COBRA participation Contribution for failure to make timely payment.

d The date Coverage is acquired under any other group health benefit plan. This does not apply if
the acquired plan has a preexisting clause that affects Coverage for the qualifying beneficiary dueto an
existing condition. COBRA continuation would then end at the time the preexisting clause no longer
applies. Refer to COBRA Coverage and Preexisting Conditions shown below.

e. Thedate a COBRA beneficiary becomes eligible for Medicare

The date a quaified COBRA beneficiary is no longer disabled during the 11-month Social Security

extension.

—h
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7. COBRA Coverage and Preexisting Conditions

The Health Insurance Portability and Accountability Act of 1996 (HIPAA), afederal law, makesit easier for
an Employee to change jobs and become Covered by anew employer’ s health plan even if the Employee or
his or her Dependents have a preexisting medical condition. COBRA beneficiaries must notify the District
Benefits Office or POMCO when another employer or other group plan covers them.

Effective 7/1/97, HIPAA requires that time, during which you and your Dependents had continuous health
Coverage (including COBRA) before changing jobs, will reduce, day by day, any new plan’s pre-existing
conditions exclusions. Generally, thislaw appliesto each Plan based on the beginning of its Plan year, on or
after July 1997. In this situation, COBRA Coverage ends for a beneficiary when that beneficiary becomes
Covered under the new Employer’s group health plan and preexisting limitations do not apply to that
beneficiary. In general, if a beneficiary had health coverage for the previous 12 months, he or she
will be cover ed by a new employer’splan without regard to any pre-existing conditions. Contact your
new Employer to verify their coverage and any applicable pre-existing exclusion. If you or your Dependents
become €eligible under a new plan, you or your Dependents should contact POMCO to provide a coverage
certification showing the duration of Coverage under this Plan. When your COBRA Coverage ends, POMCO
will automatically issue coverage certifications. New employers may request coverage certifications when
you enroll in their health plans.

Please Note
Any individual who elects to continue Coverage under COBRA will be eligible for the same Coverage in
effect at the time that personfirst lost Plan eligibility status. Subsequent Plan Amendments apply to COBRA
continuation in the same manner for individuals who are qualified participants under the Plan. Benefitswill
not be payable for Covered Expenses Incurred during a period of COBRA continuation until the applicable
Contribution payment has been made for that period of continuation.

This continuation Coverage could be considered a secondary plan under the Coordination of Benefits
provision shown later in this SPD. COBRA participants are considered persons without employment status.
Medicare could be primary payer according to Medicare Secondary Rules. If eligible and not already
enrolled in Medicare, persons without employment status should do so immediately. Refer to Section V -
Medicare Integration with Plan Benefits. If a person becomes eligible for Medicare after COBRA
continuation takes effect, Coverage under this Plan will end on the effective date of Medicare eligibility.

. PLAN CANCELLATION

If the Plan cancels, Coverage will end for al persons enrolled in the Plan.
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SECTION Il —BENEFIT MANAGEMENT PROGRAM

This Program could be canceled, revised, or changed at the discretion of the Plan Administrator based on
government regulations or on current trends and standards for medical care. You will be notified if changes
are made.

The Benefit Management Program appliesto all Enrollees whose primary Coverageisthis Plan. It doesnot apply
if your primary coverage isMedicare according to M edicare secondary payer rules or another group health benefit
plan according the coordination of benefits rules for order of benefit determination. The Benefit Management
Program is designed to answer questions and explore your choices when you or your Dependents face
Hospitdlization, Surgery or extensive medical care. The Benefit Management Program consists of Pre-admission
Review, Concurrent Inpatient Review, Medical Case Management/Discharge Planning and Medical Procedure
Review. This Benefit Management Program is administered by:

POMCO Benefit Management Unit
P.O. Box 6329
Syracuse, NY 13217-6329
Phone Local: (315) 432-5567 or Toll-free: 1-800-358-8399

Thisis a 24-hour service. If you wish to talk to the POMCO nurses, you must call between 8:30 A.M. and 4:30
P.M. on normal business days. Otherwise, provide complete information as requested by voice mail message.

Whenever you cal the POMCO Benefit Management nurses, be prepared to supply the following information:

- Enrollee’'s Social Security Number (Number shown on the Plan identification card)
- The patient's name and address

- Physician's name, address and phone number

- Name of Hospital and the anticipated date of admission or date admitted.

A. PRE-ADMISSION REVIEW

According to the Newborns' & Mothers' Health Protection Act, afederal law, ahealth plan or its managed care
program, that offers coverage for Hospital staysin connection with childbirth cannot limit that coverageto less
than a 48-hour Hospita stay following an uncomplicated normal delivery; or less than a 96-hour Hospital stay
following acesarean section delivery. Inaddition, the health Plan cannot restrict benefitsfor any portion of the
required minimum staysin amanner that isless favorable than the benefits provided for any preceding portion
of thestay. Additionally, this Plan will abide by a state law that provides more favorable maternity stayswhen
such laws affect this Plan.

The Pre-admission review is a preliminary evaluation by the POMCO managed care staff to decide whether an
Inpatient setting is Medically Necessary according to Plan provisions. |f the Medical Necessity of the Inpatient
setting is established based on available information, the admission will be pre-certified. If the Medical Necessity
is not established based on available information, the Inpatient admission will not be pre-certified. Written
notification of the POMCO Managed Care Unit decision will be mailed to you, your Doctor and the facility within
48 hours (two business days) after their review.
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Pre-admission certification does not guarantee benefits to you or your Provider and will not result in payment of
benefits that would not otherwise be payable. Itisapreliminary review of the Inpatient setting based entirely on
the limited information provided to the Managed Care nurse at the time of the pre-admission review. If medical
documentation at the time services are rendered is other than provided during thisinitial review, and it is decided
according to Plan provisions and limitations that the Hospitalization was not Medically Necessary or otherwise
excluded under the Plan, benefits may be denied.

1. Mandatory Enrollee Telephone Requirement. Othersmay initiate the required phone call, such as Family
Members, Physicians, or Hospital personnel. However, it isyour responsibility to confirm that the call was
made. This review applies to any Hospital or other Covered facility inthe USA, including Hawaii and Alaska
The purpose of the Enrollee or Covered Person telephone call is to initiate the pre-admission review and to
advise the patient whether Coverage is available. If this Plan is primary, you must call POMCO before a
scheduled admission or after an emergency admission to any Inpatient facility or before Home Hedlth Care
Agency services are rendered. Y ou must call as follows:

a At least seven (7) days before an admission or when the Physician decides that you or one of your
Dependents requires admission to a Hospital, Skilled Nursing Facility, Psychiatric Facility, or any other

Inpatient facility;
b. Within 48 hours after an emergency or urgent admission; or
C. Within 24 hours following continued maternity Inpatient stays after 48 hours after normal

delivery or 96 hours after cesarean section. For all other maternity admissions, follow instructions
shown in“a” or “b.” above;

d. Within 24 hours following continued Inpatient stays after 96 hours for newborns;

e. Before home care begins when the Physician decides that you or your Dependent requires home health

care.

2. Noncompliance Benefit Reduction

Informing the Hospital, facility or your Doctor of the pre-admission review requirement does not eliminate
this benefit reduction if the phone call is not made. If you fail to make the pre-admission phone call, and it
is decided at the time of claim submission, that the Inpatient admission was not Medically Necessary,
benefits could be denied.

If you fail to comply with the phone call requirements of this review, you will be subject to a $250.00
reduction of available benefits for Hospital or other Inpatient facility Covered Services.

B. CONCURRENT REVIEW

If you or your Eligible Dependents are confined in a Hospita or other approved facility, the POMCO Managed
Care Unit staff will monitor the patient's progress, severity of Iliness, and intensity of services viathe concurrent
review procedures. If it is determined, based on this review, that in-patient care is no longer Medically
Necessary, you, the attending Doctor and the in-patient facility will be notified no later than the day before the day
on which in-patient benefits cease.

C. MEDICAL CASE MANAGEMENT/DISCHARGE PLANNING

If you or your Eligible Dependents requireextended care or home care, the POMCO Managed Care staff will help
you make decisions concerning treatment plans and facilities to coordinate medical services and Plan benefits.
This can be initiated by you or by the POMCO Managed Care staff. Participation isvoluntary and can be ended
any time. Coordination of services could include alternate treatment or an alternate facility. The Managed Care
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Unit staff will work with you and your Doctor to use services Covered by the Plan.

D. MEDICAL PROCEDURE REVIEW

1. Mandatory Enrollee Telephone Requirement. Itisyour responsibility to make the required phone call(s)
or to confirm other persons such as Family Member, Physician or Hospital personnel makesthecall. If this
Health Plan is primary, you are required to call POMCO whenever you or your Dependents are scheduled as
an Inpatient or Outpatient (Hospital, office or other Outpatient facility) for the following procedures:

Dilatation and Curettage (Unrelated to Pregnancy)
Gastric Stapling
Hernia Repair (Laparoscopic)
MRI or MRA (Magnetic Resonance Imaging or Angiography)
Varicose Vein Surgery

The purpose of this phone cal is to initiate an evaluation to decide if a second opinion is required. Your
phone call will start the medical review process. POMCO will advise you whether asecond opinion is needed
within two business days after their evaluation.

2. Mandatory Second Opinion Consultation (SOC). You or your Dependents may be required to obtain a
Second Opinion Consultation (SOC) from a Physician whose specialty issimilar to the attending Physician. If
you or your Dependents are required to obtain a SOC, you may seek this consultation from a POMCO
Network Provider and benefits will be reimbursed in full with no Copayment. If you seek this consultation
from a Nonparticipating Provider, the benefit will be reimbursed in full up to the Usual, Customary and
Reasonable Charge for this service. The SOC must be secured from a board-certified specidist in the
appropriate field of medicine for which the patient is contemplating Surgery and must not be a part of the
same medical or surgical group as the first opinion Physician.

After the SOC, it is up to you or your Eligible Dependent whether to proceed with the procedure. If you
decide to go ahead, usual Plan limitations and exclusions apply to the procedure expenses. However, if the
SOC specialist does the procedure, Plan benefits will not be paid for the SOC.

Once you meet the requirements of this review, the procedure(s) must be done within six months. If the
procedure(s) is not done within six months or if the Doctor chooses an alternate procedure(s) and then
decides later to do the initial proposed procedure(s), you must make another phone call to initiate the review
procedures.

3. SOC Noncompliance Benefit Reduction. If you do not comply with the requirements of this review and
you or your Dependent receives one or more of the listed procedures, you will be responsible f or the payment
of the following:

a. Inaddition to any applicable Copayments, 50% of the scheduled allowance or $250.00, whichever isless,
for services by a Network Provider; or

b. Inadditionto the major medical Copayment and Deductible amounts, if applicable, 50% of the Allowable
Fees or $250.00, whichever is less, for services by an Out-of-Network Provider; and

c. |If the patient is admitted to the Hospital as an Inpatient for a procedure that required a SOC and for
which one was not obtained, you will beliablefor abenefit reduction of $250.00 of the available Hospita
benefit or other approved Inpatient facility benefits.

E. VOLUNTARY SECOND OPINION CONSULTATION
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If you or your Eligible Dependent is scheduled for a surgical procedure not listed under Medical Procedure
Review, you may want a second opinion before you decide to proceed with the procedure. If thisPlanisprimary
when you or your Eligible Dependent are scheduled for a surgical procedure not listed under Medical Procedure
Review, you may call the POMCO Managed Care Unit to request aVVoluntary Second Opinion Consultation. It is
advisable to alow two (2) weeks for scheduling the Second Opinion Consultation.

If you use a Network Provider from the POMCO Provider Network for the Second Opinion Consultation, full
payment will be made to the Provider for that opinion. If you do not use a Network Provider for a Second
Opinion Consultation, full reimbursement for that opinion will be made based on the Usual, Customary and
Reasonable Charges. If Second Opinion Consultation is not obtained through this program, usual Plan benefits
will apply (typicaly 80%).

F. DURABLE MEDICAL EQUIPMENT REVIEW

When this Plan is primary, you are required to call the POMCO Benefits Management Unit when you or your
Dependent requires the rental or purchase of Durable Medica Equipment (DME) and the cost of the DME is
expected to exceed $100.00. Others may initiate the required phone call, such as Family Members, doctors or
Hospitd personnel. However, it is your responsibility to confirm that the call was made. Failure to make the
phone call may result in denia of benefits.

The purpose of the phone call is to obtain a prdiminary verification that the DME meetsthe Plan provisions and
limitations. The POMCO Benefit Management staff will also direct you to DME Providersthat can save costsfor
you and the Plan. 'Y ou may choose to utilize the recommended DME Provider or any other DME Provider for the
rental or purchase of the approved DME. Benefits will be based on whether you choose a Network or Out-of -
Network Provider.

DME verification does not guarantee benefits to you or your Provider and will not result in payment of benefits
that would not otherwise be payable. It is a preliminary review of the DME based entirely on the limited
information provided to the Managed Care nurse at the time of the DME review. If medical documentation at the
time services are rendered is other than provided during the initial review, and it is found according to Plan
provisions and limitations that the DME was not Medically Necessary or otherwise excluded under the Plan,
benefits could be denied.

Please Note

All claims are subject to a review to decide if services are Covered according to Plan limitations and exclusions.
A second opinion consultation does not guarantee benefits. You must comply with requests for additional medical
documentation as deemed necessary by the Claims Administrator to evaluate a claim for benefits. Failure to
submit regquested documentation or information could result in denial of benefits. The Claims Administrator
confidentially maintains all medical documents. Treatment decisions are independent from payment decisions.
The patient's Physician is responsible for determining whether treatment should be rendered despite whether the
charges are totally or partially included in or excluded from Coverage under the Plan.
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SECTION IV - COVERED SERVICES

The Plan pays benefits for a broad range of medical services considered Medically Necessary, according to Plan
provisions and limitations, for the treatment of anllIness or Injury. Such services must be rendered by a Covered
Provider and recommended or ordered by the attending Physician. Unless specifically included, care unrelated to
treatment of an IlIness or Injury, or care that is considered routine or preventive is not Covered.

The following pages provide details of Your Coverage. Covered Services are subject to Plan limitations and
exclusions. Refer to Section | - Summary of Benefitsfor information on benefit limits. Also, refer to Section
X - Definitionsthat gives further explanations of termsthat apply to Plan Coverage. Chargesthat are more than
Allowable Fees are not Covered. All benefits are based on Allowable Fees for Covered Services or Supplies.
Allowable Fees for Network Providers are the negotiated or scheduled network allowances for Covered
procedures. For Out of Network Providers, Allowable Fees are the usual, customary and reasonable charges for
Covered Services. See Section | - Summary of Benefits for information on benefit limits, Section V11 - Plan
Exclusions for details on expenses not Covered, and Section X - Definitions for more information concerning
terms that may apply to the Plan.

Federal Mastectomy Provision Notice. On October 21, 1998, Public Health Service Act was amended to add a
new section that requires group health plans providing medical and surgical benefits with respect to a Covered
mastectomy to provide the following Coverage to an ligible plan participant who elects breast reconstruction in
connection with the mastectomy:

a Reconstruction of the breast on which the mastectomy has been performed.

b) Surgery or reconstruction of the other breast to produce symmetrical appearance; and

c) Coverage for prostheses and physical complications of all stages of mastectomy, including lymphedema;
d) Coverageto be provided in amanner determined in consultation with the attending Physician and the patient.

A. PARTICIPATING PROVIDER NETWORK PROGRAM (NETWORK

The Participating Provider Program is offered through the POM CO/MultiPlan Allied Network of Participating
Providers. The POMCO/MultiPlan Allied Network is a nationwide network of Participating Providers and
Hospitals consisting of more than 108,000 Providers and 40,000 Hospitals and ancillary facilities. Y ou or your
Dependents arefree to choose either a Network or Out of Network Provider. However, asNetwork Provider
fees are generally lower than Out of Network Provider fees, you save costs for you and the Plan. A directory
of Participating Providers is available for your review at the District Benefits Office or you may call for
information on Network Providers near you. You may also access the POMCO/MultiPlan Allied Network
directory on the POMCO website: www.pomcoplus.com.

Participating Providers have awritten agreement to accept a scheduled or negotiated (Network) alowance astheir
charge for most Covered Services or Supplies. Available Plan benefits are paid directly to the Participating
Provider (Network Provider). The Network Provider submits claims directly to POMCO. Each Network
Provider maintains their persona professional liability insurance Coverage. Neither POMCO nor the
POMCO/MuItiPlan Allied Network give advice concerning medical care. They are administrative bodies only.
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Usually, the Network Provider Allowable Fees (network allowance) will be considered as payment in full for
Covered Services. If you or your Dependents choose a Network Provider for healthcare, you need only pay a
nominal Copayment amount, if applicable. Benefit limits and Copayment amounts are shown in Section | -
Summary of Benefits. If you choose an Out of Network Provider, you will be responsible for chargesthat are
more than the Usual, Customary and Reasonable Charges plus any applicable medical expense Deductible and
Percentage Copayment balance.

Covered Services for Network Providers are the same as those shown in this section under Preventive Care,
Hospita Expense, Medical/Surgical Expense and Major Medical Expense Benefits. Some services and supplies
shown in this section are Covered only when such services are rendered and billed by Network Providers. This
will be noted whenever Network only Coverage applies. Plan limitations and exclusions apply, unless shown
otherwise.

Please Note
The Benefit Management Program and other Plan review requirements apply to services rendered by a Network
Provider, the same asto aNonparticipating Provider. Use of aNetwork Provider isnot a guarantee of benefits.
Benefitswill be allowed only to the extent that services or supplies are Covered under the termsand provisions
of the Plan.

LabOne Network Benefit. An optional Lab Card benefit is included under this program. The Plan will dlow
Full Benefits when you or your Dependents present your Plan identification Card at the Physician’ s office and
request that LabOne be used for diagnostic lab work. LabOneis afully accredited and certified laboratory that
has an agreement with the Plan Administrator to provide quality laboratory testing at significant savings. You are
encouraged to use this benefit to save costs for yourself and the Plan. If you need testing on an emergency basis
or if you choose not to use your Plan identification card, your regular health benefits will apply. If other
laboratories are used for the lab tests, your expenses will be subject to applicable Copayments and Deductibles.

Please Note
Your Physician will usually collect cultures, pap smears, blood et al. However, if your Physician is unable to
collect all your specimens, please call LabOne at 1-800-646-7788 to see if you can use the Lab Card benefit by
going to an approved collection center. If you have any questions concerning the Lab Card program, you may
call LabOne Clinical Client Services at the above phone number or call the District Benefits Office or POMCO
for information.

B. PREVENTIVE CARE EXPENSE BENEFITS (WELLNESS OR ROUTINE CARE

Coverage is available for limited routine screening exams for preventive care. Preventive care is wellness or
routine care unrelated to the diagnosis or treatment of specific symptoms or specific lliness or Injury. Coverage
is available under Medical Expense Benefits for diagnostic testing and exams related to specific symptoms or
treatment of an Ilinessor Injury. If care or management of anlliness or Injury requiring minimal time or minimal
professional expertise is done during a visit that is primarily for preventive care, the visit will be considered as
preventive care, subject to Plan limitations. Only the following routine services are Covered for preventive or
wellness care. Refer to Section | - Summary of Benefits under Preventive Care Benefitsfor benefit limits.

1. Well Child Care. Benefits are available for routine well child care rendered for enrolled and digible
Dependent children from birth to age 18 (until but not including 18th birthday). Routine well child care
rendered in a Physician's office, Hospital or clinics licensed to render such care, includes the following
services only:
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a. Newborn Nursery Care. Benefitsare available for initial routine newborn exam or nursery care rendered
and billed by Physicians while newborn is confined in the Hospital nursery. Routine newborn nursery
careislimited to four days of Inpatient Care Payment will not be made for routine care after four days.

For example, extra nursery days due to the mother’s extended Hospital stay will not be Covered.
However, if childisill, usua Plan benefitswill apply. Plan includesCoverage for routine circumcisions.
Routine newborn care hilled by an anesthesiologist or the delivering Physician is not Covered.

Please Note
Your biological child is €ligible for 30 days from the moment of birth under your individual or family
Coverage. However, after 30 days, Coverage will not be available unless the child is enrolled as a
Dependent in your family Coverage. Other eligible newborns must be enrolled in your family Coverage
to be eligible from the moment of birth.

b. Waéll Child Care/Immunizations. When a Network Provider is used, you will be responsible for
payment of the Network Copayment. However, if an out of Network Provider isused, benefitswill be
determined as if a Network Provider was used. The Plan will base benefits on the Network allowance,
rather than the UCR alowance for Covered Services. You will be responsible for the Network
Copayments plus charges more than the Network allowance. Section | - Summary of Benefits under
Preventive Care Expense Benefits Coverage is limited to the following services when rendered for
Dependent children up to age 18:

1)  Usua well child laboratory screening and testing.
2)Usud routine well child physical exams.
3)Developmental assessments.
4)Age appropriate immunizations for diphtheria, tetanus, pertussis, polio, measles, mumps, rubella,
hepatitis b, rotavirus, haemophilusinfluenzatype b, varicella(chicken pox) based on immunization
guidelines recommended by the American Academy of Pediatrics and/or as designated by New
York State Superintendent of Insurance. Immunizations given later than the recommended age
level will still be Covered if appropriate and administered to the child before age 18. |mmunizations
for other diseases may be Covered when recommended by the American Academy of Pediatrics or
when required by New York State Law or designated by the New Y ork State Superintendent of
Insurance.
5)Wdll child care Coverage is available for usua visit frequency as follows:
a)At birth for newborn routine nursery care
b)Every two months from birth to six months.
c)Every three months from nine to 18 months.
d)Every year from ages two to six years.
e) Every two years for ages seven to 18 years.

2. Adult Routineor Well Care (Active Employeesand their DependentsOnly). Benefitsare availablefor
routine preventive physical examinations and related tests (including routine hearing tests) for active
Employees, their Spouse, and Eligible Dependents, age 18 or older. Coverageislimited to one complete exam
and related tests every two years for each Covered Person. This Coverage is not available for retirees and
their Dependents. See Section | - Summary of Plan Benefits for benefit limits.

3. Cervical Cytology/Pap Test and Exam (Network Only). Coverage only provided when rendered and billed
by Network Providers. Benefits are availablefor annual cervica cytology cancer screening servicesincluding
related cervical exam, collecting and preparing pap smears, and the laboratory diagnostic service to examine
and evaluate the pap smear. Coverageislimited to cervical cancer screening for enrolled eligible females 18
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years of age or older and to once in twelve consecutive months.

4. Mammography Screening. Benefits are available for Allowable Fees billed by aHospitd, clinic, or Doctor
for routine mammography screening under the following conditions:

a A mammography with a Doctor’s orders for Covered Persons, at any age, with a personal medical
history of breast cancer, or whose mother or sister has a history of breast cancer;
b. A single baseline mammography for Covered Persons who are 35-39 years of age;
C. A mammography every two years for Covered Persons who are 40-49 years of age, or more
frequently upon recommendation of a Doctor with medical rationale;
d.  Anannua mammography for Covered Persons who are 50 years of age or older.

5. Prostate Cancer Screening Program. The District offers a special program for routine prostate cancer
screening exams and related tests. The District will schedule thisprogram onceayear. You will receive an
annual announcement showing the schedul ed dates, parameters of the program, and alist of the participating
healthcare Providers that have been engaged to render the program services.

C. HOSPITAL EXPENSE BENEFITS

1. General Hospital

Phone calls are required by you before most elective or scheduled I npatient admissions or within 48 hours
after an urgent or emergency admission. Refer to Section |11 - Benefit Management Program for
instructions.

Benefits are available for Allowable Fees hilled by an Generd Hospital for Outpatient and acute care | npatient
services. Covered Services must be actually rendered and must be recommended by the attending Physician
for any care needed by you or your Eligible Dependent. Such care must be Medically Necessary according to
the provisions of the Plan. Services and supplies must be provided by the Hospita and rendered by
Employees of the Hospital. The person receiving services or supplies must be admitted to the Hospital for
Inpatient Care or be present for Outpatient care. After Hospital Expense Benefits are exhausted, additional
Coverage is available under Major Medical Expense Benefits shown later in this section. Charges for
Physician services and private duty nurses are Covered separately under Major Medical Expense Benefits

a. Inpatient Services

1) Room and Board including general nursing in semi-private rooms (two or more beds), intensive care
units, critical care units, cardiac care units or similar units. If confined in a private room, the Plan
allowsthe Average Semi-Private Room Rate. Y ou will be responsible for payment of charges more
than the Average Semi-Private Room Rate. Room and board charges billed for the date of discharge
are not Covered.

2)Hospital Miscellaneous medical supplies or medical services received during an Inpatient period in
which room and board charges are Covered. Take home supplies or drugs are not Covered under
this benefit. Personal services such as telephone, TV, barber, etc. are not considered medica
expenses.

3) Medical/Surgical Benefit Limit is 365 days per Spell of IlIness for room and board and ancillary
charges or per Spell of Accidental Injury for Injuries sustained from the same accident.. See below
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for separate limits for Psychiatric Care. Refer to Section X-Definitionsunder Spell of IlInessand
Spell of Accidental Injury for explanation.

4) Psychiatric Care Limit is120 daysper Calendar Year. Dayscount toward the Medical/Surgical
limit of 365 days per Spell of Iliness. Psychiatric Careisonly allowed when the patient requires such
carefor the protection of himself or others or where the course of treatment can only be carried out
on an Inpatient basis. Coverage includes public mental healthHospitals. Coverage includes General
Hospitals and public mental health Hospitals. However, private psychiatric facilities are Covered
separately under Major Medical Expense Benefits shown later in this section.

5) Pregnancy or Maternity care is allowed the same as any other Iliness.

6) Newborn Nursery Care. The biological newborn of an Employee is eligible for the first 30 days
following the moment of birth under the Employee's individual or family Coverage. Separate
enrollment need not be made. However, Coverage will not be available after thefirst 30 days unless
the newborn is enrolled under the Employee's family Coverage. Other eligible newborns such as
pre-adoptive newborns are Covered from the moment of birth only when enrolled within 30 days
after the date of birth. Coverageisavailablefor sick and routine care, including Hospital servicesand
supplies for routine circumcision. Routine careis limited to four days. Coverage beyond four days
will be excluded unless required due to care of baby’sllIness or Injury or if special care needed for
prematurity. If routine nursery care is extended primarily due to the mother’s continued stay,
benefits will not be available for the additional days even if the mother provides persona newborn
care, such as breastfeeding.

Please Note

According to the Newborns' & Mothers' Health Protection Act, aFederal law, a health plan, or its benefit
management program, that offers Coverage for Hospital staysin connection with childbirth cannot limit that
coverageto less than a 48-hour Hospital stay following an uncomplicated normal delivery; or lessthan a 96-
hour Hospital stay following a cesarean section delivery. Inaddition, the health Plan cannot restrict benefits
for any portion of the required minimum staysin amanner that islessfavorable than the benefits provided for
any preceding portion of the stay. Additionally, this Plan will abide by a state law that provides more
favorable mater nity stays when such laws affect this Plan.

b. Outpatient Services. Benefits are available for certain Outpatient services billed by the Hospital. Refer
to Preventive Care Expense Benefits shown previoudly in this section for additional limited Coverage.
Copayments could apply, refer to Section | - Summary of Plan Benefitsfor details. Coverage under
this benefit is limited to services and supplies rendered for the following Outpatient care:

1) Emergency Care or initial treatment within 72 hours of an Accidental Injury that requiresthistype
of care or within 12 hours of the first acute symptoms of a sudden and seriousl!liness. The sudden
and serious IIness must be such that failure to provide emergency care could reasonably be expected
to result in serious impairment of body function or jeopardize the patient's life. Coverage includes
use of emergency room and related services and supplies for the Covered emergency care.

2) Surgery servicesand supplies by the Hospital are Covered. Thisincludes servicesrelated to setting
of afracture or dislocation. However, follow up services such as suture removal, cast removal,
recheck exams etc., are not Covered under this benefit. Coverage includes use of emergency or
Outpatient room and related services and supplies on the same day as the Surgery. Coverage for
follow-up care is available under Major Medical Expenses shown later in this section.

3) Radiation Therapy servicesand supplies by the Hospital are Covered. Separate chargesfor the use
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of the Hospital emergency or Outpatient rooms are not Covered when used for radiation therapy.

4) Diagnostic Testing (X-rays, Laboratory, and other Diagnostic Tests) are Covered when ordered by

the Physician for diagnosis of specific symptoms or when related to treatment of anlliness or Injury.

Patient must be present to receive services. If patient not present, services are Covered under

Major Medical Expense Benefitsshown later in this section. Separate charges for the use of the

Hospita emergency or Outpatient rooms are not Covered when used for diagnostic testing. Routine

or preventive diagnostic services are not Covered under this benefit. See Preventive Care Expense
Benefitsfor limited Coverage.

5) Pre-admission Testing is Covered when al of the following requirements are met:

a Thetests are ordered by a Physician as a preliminary requirement for you or your Dependent's
admission as a registered bed patient for Surgery in the same Hospital;

b) Testsmust be consistent with the diagnosis and treatment of the condition for which Surgery is
needed;

c)  Thereservation for a Hospital bed and operating room was made before testing was done;

d) The patient must be physically present at the Hospital for needed tests;

2) Surgery must take place within 14 days after the tests are rendered.

Separate charges for the use of the Hospital emergency or Outpatient rooms are not Covered when
used for pre-admission testing.

6) Kidney Dialysis treatment for chronic kidney disease is Covered for services rendered in the
Outpatient department of the Hospital or in aMedicare certified Outpatient dialysisfacility. Separate
charges for the use of the Hospital emergency or Outpatient rooms are not Covered when used for
kidney dialysis.

Please Note
A person receiving kidney dialysis could be eligible for Medicare due to End Stage Renal Disease
(ESRD). Refer to Section V-Medicare Integration with Plan Benefits.

7) Physical Therapy is Covered only when all of the following conditions are met:

E2) Physical Therapy is ordered by the attending Physician to improve body function. (Plan
excludes Maintenance Care). Coverage ends when maximum improvement has been met or
when therapy no longer results in significant or measurable improvement of function).

b) Therapy is related to a condition for which the patient had Surgery or was previously
Hospitdized; and

c)  Therapy must begin no later than six months from the date of Surgery or the date of Hospital
discharge and must be rendered within 365 days following the date of Surgery or Hospital
discharge.

Separate charges for the use of the Hospital emergency or Outpatient rooms are not Covered under
this benefit.

8) Other Hospital Outpatient services are considered under Major Medical Expense Benefitsshown
later in this section.
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2. Birth Center Facility. Benefits are available for services and supplies for maternity or Pregnancy care
rendered by an approved licensed Birth Center facility to the extent such expenses would have been allowed if
provided by a Hospital. Coverage includes routine nursery care

3. Skilled Nursing Facility/Rehabilitation Facility (SNF) Inpatient Care

Phone calls are required by you before most elective or scheduled I npatient admissions or within 48 hours

after an urgent or emergency admission. Refer to Section 111 - Benefit Management Program for
instructions. Outpatient SNF services are Covered under Major Medical Expense Benefitsshown later in

this section. Note: If you or your Dependents are eligible for Medicare Primary Coverage, according to
Medicare Secondary Payer rules, Inpatient SNF care is not Covered. This applies whether or not the
eligible personisenrolled inMedicare This Plan will not reimburse M edicare deductibles and coinsurance.
This exclusion applies even if Medicare SNF Coverage is exhausted.

Benefit days are limited to 150 I npatient days per Spell of IlIness or per Spell of Accidental Injury for Injuries
from the same accident. Days count toward the Hospital 365 days per Spdll of Iliness or per Spell of
Accidental Injury limits. Additional Coverage for Inpatient SNF expensesis not available under Major Medical
Expense Benefits

a.

Coverage Criteria. To be eligible for SNF Inpatient benefits care must meet all of the following:

1)

2)

3)

Care must be Medically Necessary and at askilled level of care according to Plan provisions. Skilled
care is care of an acute nature that must be furnished by skilled personnel (qualified technical or
professional health personnel) on adaily basis. In no event are benefits available for Custodial Care
Maintenance Care, nursing home, residential, long-term care or any care that cannot reasonably be
expected to lessen the patient's disability enabling him or her to leave an ingtitution.

Coverage will only be provided for as long asInpatient Careinan General Hospital would have been
necessary if carein a Skilled Nursing Facility were not provided; and

Diagnostic and therapeutic services must be provided and billed by the facility and rendered by
employees of the facility.

Covered SNF Services

1)

2)
3)
4)

Room and board charges up to the semi-privaterate. Private room charges more than the Average
Semi-private Room Rate are excluded. Room and board charges billed on the date of discharge are
not Covered;

Rehabilitative physical, occupational or speech therapy;

Medical socia services; and

Ancillary or Miscellaneous medical services or supplies, appliances and equipment furnished for use
in the facility that are ordinarily provided by the facility for its patients and would be Covered if it
was rendered during an Inpatient stay at a Hospitd.

4. Home Health Care Agency

All Home Health Care Agency services require a phone call as part of the Benefit Management Program.
Refer to Section |11 — Benefit Management Program for details.

Benefits are available for an Approved Home Health Care Plan when home care services are rendered and
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billed by an accredited and certified Home Health Care Agency. To be €eligible for this benefit, the patient's
condition must be such that confinement in a Hospital or Skilled Nursing Facility would be necessary if home
health care services were not provided. Care must be pre-approved for Coverage through the Benefit
Management Program and based on written recommendation by the attending Physician.

Each visit by amember of the home care team is considered one visit. Four hours of care by a Home Hedlth
Aideisconsidered onevisit. Threevisits equa one benefit day. Benefit days arelimited to 365 days per Spdll
of lllness or per Spell of Accidental Injury and count toward the General Hospital Inpatient 365-day limits.
Benefits are available for an Approved Home Health Care Plan when home care services are rendered and
billed by an accredited and certified Home Health Care Agency. After this benefit is exhausted, additional
Coverageisnot avalable under Major Medical Expense Benefits The following services are Covered under
this benefit:

a  Part-time or intermittent home nursing care by or under the supervision of aregistered professional nurse
(RN). Full-time care is not Covered;

b. Part-time or intermittent Home Health Aide services rendered primarily for the care of the patient. Full
time care is not Covered;

C. Rehabilitative physical, occupational and speech therapy;

Medical Supplies, drugs and medicines that would have been allowed if the patient were confined;

e. Laboratory services that would have been Covered if rendered during an Inpatient stay in a Hospital or
Skilled Nursing Facility; and

f.  If your Doctor or the Home Health Care Agency considers it Medically Necessary,
1) Radiology and EKG services; social services by medical social worker;
2) Ambulance or ambulette transportation services between you home and the Hospital, if it is necessary

for your care.

o

5. Hospice Agency

If you or your Dependent start hospice care and choose to cancel the Hospice Agency services, usud Plan
benefitswill become available. However, you must notify the Claims Administrator in writing that Hospice
Agency services have been voluntarily stopped.

Benefits are available for the period during which the Hospice Agency accepts the patient in its program. The
patient must be diagnosed as termina with six months or less to live. During this period of acceptance, all
the patients' medical services must be provided by or obtained through the Hospice Agency. The Hospice
Agency must bill all Covered Services or Supplies. Benefits are available for the following hospice services
and supplies when rendered as part of the Hospice Care Plan:
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Bed patient either in a designated Hospice Unit or in aregular Hospital bed;

Day care service provided by the Hospice Agency;

Home care and Outpatient services provided by the Hospice Agency including intermittent nursing by a
registered nurse or licensed practical nurse or by a Home Hedth Aide;

Physical, occupational, speech, and respiratory therapy;
Medical social services and nutritional services,
Laboratory, x-rays, chemotherapy and radiation therapy when needed to control symptoms;

Medical supplies and drugs and medications considered approved for the patient's condition. Benefits
are not available if the drugs or medications are of an Experimental nature;

Medical care provided by the Hospice Agency Physician or other Physician designated to render
services by the Hospice Agency; and
Bereavement counseling for Family Members any time during hospice care or within one year after
patient’ s death.

6. Alcohol Abuse Facility

Substance (drugs other than alcohol) abuse expenses are considered under Major Medical ExpenseBenefits
shown later in this section.

a.

Inpatient Care. Benefitsare available for Inpatient services rendered and billed by a certified Alcohal
Abuse Fecility (free-standing Inpatient facility or Hospital Inpatient center) for rehabilitation treatment of
alcohol abuse. The Plan of Care must be approved for Coverage through the Benefit Management
Program. The Provider must send a written treatment plan no later than 10 days after Inpatient Care
begins. If the treatment plan is not sent within 10 days, benefitswill not be paid. If Inpatient Careis not
approved for Coverage or is not found Medically Necessary according to Plan provisions, benefits will
not be paid. Refer to Section | - Summary of Benefits for benefit limits. Private room charges are
limited to the Average Semi-Private Room Rate, whatever the reason for its use. Room and board
charges billed for the date of discharge are not Covered. Benefits will not be paid for residential care,
Custodial Care education or training. After benefits exhausted, additional Coverageis not available under
Major Medical Expense Benefits.

Outpatient Care. Benefitsare available for an Approved Plan of Carefor Outpatient services rendered
in acertified Alcohol Abuse Fecility (freestanding agency or facility or a Hospital center) for the diagnosis
and treatment of alcoholism or drug addiction. To be considered for benefits, the Claims Administrator
must approve the Plan of Carefor Plan Coverage. The Provider should send a written treatment plan
before care begins or within 10 days after care begins. If treatment plan not received within 10 days,
benefits will not be paid.

Each visit must consist of at least one of the following: individua or group counseling; activity
rehabilitation therapy; or diagnostic evaluations by a Doctor or other licensed professional to decide the
nature and extent of the patient's Iliness. Coverage includes limited benefits for Family Member
counseling. Benefits are not payable for visits that consist primarily of participation in programs of a
social, recreational, or companionship nature. Services must be rendered by the employees of the fecility
for services provided by the facility. Refer to Section | - Summary of Benefits for benefit limits.
After benefits exhausted, additional Coverage is not available under Major Medical Expense Benefits.
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7. Kidney Dialysis. Benefits are availablefor kidney dialysisrendered in a Physicians office, clinic, Medicare
approved freestanding kidney dialysis center or at home. Coverage includes services and supplies related to
the dialysis procedure. Professional services are Covered separately under Maor Medical Expense Bendfits. If
you are on home dialysis, Coverage includes related laboratory tests and consumable and expendabl e supplies.

Equipment found Medically Necessary by the Claims Administrator will also be Covered. Benefits are not
availablefor expenses such as alterations to the home, installation of electrical power, water supply, sanitation
waste disposal, air conditioners or for convenience or comfort items.

Please note
A person receiving kidney dialysis could be eligible for Medicare due to End Stage Renal Disease (ESRD).

Refer to Section V - Medicare Integration with Plan Benefits.
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D. MAJOR MEDICAL EXPENSE BENEFITS

This Coverage becomes available after Hospital Expense Benefits are exhausted. Major Medical Expense Benefits
will not duplicate any chargesCovered by or paid by Hospital Expense Benefitsshown previously in this section.

Major Medical Expense Benefits are available for Allowable Fees Incurred for a wide range of medical services
and supplies. Covered Services or Supplies must be actually rendered for you or your Eligible Dependents and
must be recommended by the attending Physician. Services and supplies must be found Medically Necessary for
the treatment of IlIness or Injury according to Plan provisions, unless specifically shown otherwise in the Plan.
Unless shown otherwise, Allowable Fees for Covered Services are subject to the Caendar Year Deductible,
Copayment limit and Lifetime benefit maximums. Refer to Section | -Summary of Benefits under Mgor Medica
Expense Benefits for detalls.

Please Note
Phone calls are required before elective or scheduled Inpatient admissions or within 48 hours of an urgent or
emergency admission. Some surgical or medical procedures require a phone call before services rendered.
Failure to make mandatory phone calls could result in reduction of benefits Refer to Section |11 - Benefit
M anagement Program for details and instructions.

1. General Hospital

a. Inpatient Services. After Hospital Expense Benefits are exhausted, this benefit becomes available
for acute care Inpatient expenses. Coverage includes room and board and ancillary charges on the
same basis as shown under Hospital Expense Benefits. If aprivate roomis used, Coverageislimited
to Average Semi-Private Room Rate. You will be responsible for charges more than the average
semi-private room rate. Room and Board charges for the date of discharge are not Covered. The
Plan excludes Inpatient private duty nursing. Physician expenses are Covered separately.

b. Outpatient Services. After Hospital Expense Benefits are exhausted, this benefit becomes available
for Medically Necessary services and supplies provided for Hospital Outpatient services. To be
eligible for Coverage under this benefit, medical services and supplies must otherwise be Covered
under the Plan, subject to the same limitations. Physician charges are Covered separately.
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2. Skilled Nursing Facility (SNF)/Outpatient

Inpatient services are Covered under Hospital Expense Benefits shown previoudly in this section.

Coverage includes Allowable Fees for Outpatient SNF services and supplies used during Covered treatment
of lllness or Injury. To be éligible, medical services and supplies must otherwise be Covered under the
Plan, subject to the same limitations.

7. Private Psychiatric Facility

Phone calls are required. Refer to Section |11 - Benefit Management Program for details.

Benefits are available for Allowable Fees billed by an accredited Private Psychiatric Facility for Inpatient
Psychiatric Care. The patient's condition must be so intense that he or she is a danger to self or others or
when the necessary treatment can only be carried out on an Inpatient basis. The treatment or care plan
must be approved for Coverage through the Benefit Management Program. If Inpatient Care is not
approved for Coverage or not found Medically Necessary according to Plan provisions, benefitswill not be
available. If private room used, charges more than the Average Semi-Private Room Rate will be excluded.
Room and board charges billed for the date of discharge ae not Covered. Benefits will not be paid for
residential care, Custodia Care, education or training. Refer to Section |- Summary of Benefits for
benefit limits.

8. Substance Abuse Facility

Phone calls are required. Refer to Section |11 - Benefit Management Program for details. Alcohol
abuse care is Covered under Hospital Expense benefits shown previoudly in this section.

a. Inpatient Care. Bendfits are available for Inpatient services rendered and billed by a certified
Substance Abuse Facility (free-standing I npatient facility or Hospital Inpatient center) for rehabilitation
treatment of drug abuse. The Plan of Care must be approved for Coverage through the Benefit
Management Program. The Provider must send a written treatment no later than 10 days after
Inpatient Carebegins. If treatment plan not sent within 10 days, benefits will not be paid. If Inpatient
Careis not approved for benefits or is not found Medically Necessary according to Plan provisions,
benefits will not be paid. Refer to Section | - Summary of Benefits for benefit limits. Private room
charges are limited to the Average Semi-Private Room Rate, whatever the reason for its use. Room
and board charges billed for the date of discharge are not Covered. Benefits will not ke paid for
residential care, Custodial Care education or training.

b. Outpatient Care. Benefits are available for an Approved Plan of Care for Outpatient services
rendered in a certified Substance Abuse Facility (freestanding agency or facility or a Hospital center)
for the diagnosis and treatment of drug abuse. To be considered for benefits, the Claims Administrator
must approve the Plan of Carefor Plan Coverage. The Provider should send awritten treatment plan
before care begins or within 10 days after care begins. |If treatment plan not received within 10 days,
benefits will not be paid. If Inpatient Careis not approved for Coverage or is not found Medicaly
Necessary according to Plan provisions, benefits will not be paid.

Each visit must consist of at least one of the following: individual or group counseling; activity
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rehabilitation therapy; or diagnostic evaluations by aDoctor or other licensed professional to decidethe
nature and extent of the patient's Iliness. Coverage includes limited benefits for Family Member
counsding. Benefits are not payable for visits that consist primarily of participation in programs of a
social, recreational, or companionship nature. The employees of the facility must render the services
billed by the facility. Refer to Section | - Summary of Benefits for benefit limits.

Ambulatory Surgical Facility. Coverageisavailablefor Allowable Fees billed by an Ambulatory Surgical

Facility for their surgical services and supplies for Covered Surgery rendered for you or your Eligible
Dependents.

Doctor Services

Some medical procedures require a phone call before rendered. Refer to Section 111 - Benefit
Management Program for details.

Medical services rendered and billed by a Doctor are Covered for the following:

a.

Surgery benefits are available for Allowable Fees billed for surgeons’ services when found Medicaly
Necessary according to Plan provisions. When two or more procedures are done during the same
operative session, the fees for the secondary procedures may be allowed at areduced fee (usually 50%
of alowablefee) to establish the Plan allowance for the operation. The surgical alowance includesthe
usual care given by the Provider before and after Surgery. Separate charges for care considered
postoperative will not be paid. Separate charges for procedures or services considered part of, or
incidental to, the surgical procedure will not be paid.

Assistant Surgeon serviceswill be Covered when such assistance is found Medically Necessarytodo
the surgical procedure. (A Hospita rule or requirement does naot, in itself, establish Medica Necessity).
The assistance must be in a Hospitd or other facility where thereis no qualified staff availableto assist
the surgeon. The Allowable Fees for the assistant surgeon will be based on 20% of the allowance for
the surgical procedure.

General Anesthesia services by an anesthesiologist when needed for a Covered surgical procedure
are Covered. General Anesthesia services administered by the surgeon or assistant surgeon or by a
Hospital employee are not available under the Plan. The General Anesthesia benefit includes the
consultation before Genera Anesthesia service is given and usual care after Surgery. Genera
Anesthesia for electro-shock therapy and non-surgical care is Covered when found Medicaly
Necessary according to Plan provisions.

M ater nity Services rendered by a Doctor or a certified nurse midwife are Covered for childbirth or
termination of Pregnancy, including abortion and miscarriage. The allowance for childbirth or
termination of Pregnancy includesthe usua care given before and after delivery by the same Provider.
Benefits will be determined on the same basis as Surgery shown previously in this section. If another
Provider renders partial care during the prenatal or postnatal period of total maternity care, benefitswill
be determined based on the type of care rendered.

Inpatient Physician Visits during an approved stay in a Hospital or Skilled Nursing Facility are
Covered except surgeons' post operative or post obstetrical care. The Physician in charge of the
treatment for conditions other than Surgery or obstetrical care will usually be Covered for onevisit per
day under this benefit. Additional Physicians or Physician visits will be considered when found
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Medically Necessary according to Plan provisions. For example: When patient’ sllInessisso critica or
serious it requires more attention by the Doctor. Prolonged visit during critical period of IlIness that
requires constant bedside attendance by the Doctor will be limited to total of five hours per visit. The
prolonged critical care visit must be found Medically Necessary according to Plan provision. Care by
more than one Physician will be considered when each Provider gives medically required treatment for
separate and different conditions. Benefits are not provided for Physician visits if care is Custodial.

f.  Other Physician Evaluation and M anagement Visitsin the Physicians office, Outpatient Hospitd or
Skilled Nursing Facility, patient’ s residence (home or nursing home) or other Outpatient locationwill be
Covered when found Medically Necessary according to Plan provisions. Mental Hedth Careis
Covered separately under Outpatient Mental Health Care shown later in this section.

g. Specialist Consultation isan examination requested by an attending Physician to obtain an opinionin
the evauation and management of an Illness or Injury. Coverage is provided for Inpatient and
Outpatient consultations and includes the specialist exam, necessary tests and written reports. The
consultant must be a board-certified specialist whose specialty is appropriate to render an opinion for
that person’s condition. When the attending Physician requests the specialist opinion, benefitswill be
provided for as many opinion consultations as necessary. However, if the specialist takes over the
management (treatment) of the condition, subsequent management visits are not considered
consultations. When the attending Physician refers a patient to a speciaist for the management
(treatment) of anllIness or Injury, the visits are not considered consultations. The attending Physician
must request the speciaist consultation. The speciaist exam will not be considered a consultation
when referral is made by friends, relatives or by a Doctor who is not considered an attending
Physician. If the specialist consultant is required primarily due to Hospital rules or regulations, benefits
will not be paid.

h. Second Surgical Opinion Consultation isCovered if you or your Eligible Dependents want to obtain
a second opinion before proceeding with a Covered surgical procedure. A board-certified specialist
whose specialty is appropriate to consider the need for that surgical proceduremust render the second
surgical opinion consultation. |f the consulting Doctor renders the Surgery, consultation benefitsare
not available for the consultation. |f the specialist consultant is part of the same Physician or specialty
group of the Physician who first recommended the surgical procedures, consultation benefits are not
avalable

Some procedures require a phone call as part of the Benefit Management Program. Mandatory
Second Opinion Consultation (SOC) that are arranged through this program could be eligible for Full
Benefits. Refer to Section |11 - Benefit Management Program for details.

i. Radiation Therapy rendered and billed by a Physician are Covered for non-Experimental treatment of
an lliness or Injury.

j. Diagnostic X-raysand M achine Tests are Covered when necessary for specific symptoms or related
to specific lliness or Injury. Routine or preventive tests are not Covered unless specifically included
otherwise in the Plan. Interpretation of a diagnostic x-ray done in the Hospital that has a written
agreement with the Physician to provide this serviceisCovered. Benefitswill be available for services
billed by a Covered facility, clinic or Physician. Hospital charges for x-rays and machine testing are
Covered under Hospital Expense Benefits shown previously in this section.

k. Diagnostic L ab and Pathology tests are Covered when necessary for specific symptoms or related
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to specific Iliness or Injury. Routine or preventive tests are not Covered unless specifically included
otherwise in the Plan. Benefits will be available for services billed by a Covered facility, clinic,
Physician or independent lab. Hospital charges for lab and pathology are Covered under Hospital
Expense Benefits shown previously in this section.

I.  Podiatry Services by alicensed Doctor of podiatry are Covered for the treatment of an Iliness or
Injury of the feet. Coverage includes office visits, diagnostic services, surgical services and other
usual care needed for the treatment of foot disorders. However, Plan excludes routine foot care; foot
orthotics, shoe supports and other foot appliances; and certain chronic foot disorders. Refer to
Section VII - Plan Exclusions. Exception: Routine foot care recommended by a medical Doctor
related to the care of insulin dependent diabetic may be considered for benefits.

m. Chiropractor Servicesby alicensed chiropractor are Covered for active or Maintenance treatment of
spind subluxation. Coverageincludes office visits, manual manipulation, diagnostic services and other
usual care for this type of treatment. Plan Benefits are limited to $ 750.00 per Caendar Year.

7.  Outpatient Mental Health Care

Alcohol or Substance Abuse treatment is not Covered under this benefit. Refer to acohol Outpatient
services under Hospital Expense Benefitsshown previously in this section and Substance Abuse Care
shown previoudly in this section.

Benefits are available for Outpatient mental 1liness care given for you or your Dependents. Coverage is
limited to once per day unless additional visits are found Medically Necessary according to Plan provisions.
Exception: Coverage will be provided separately for an individua and a group therapy visit given on the
same day. Refer to Section | - Summary of Benefits for benefit limits. Services must be given and
billed by a psychiatrist or licensed clinical psychologist or billed by a Hospital, menta health facility,
Physician’s corporation or clinic for the services of a psychiatrist or licensed clinical psychologist. No
other Providers areCover ed. Treatment must be directed at adiagnosed mental 11iness. Benefits are not
payable for care that is primarily directed at raising the level of consciousness, social enhancement,
retraining, professional training or counseling limited to everyday problems of living, marriage counseling,
family counseling, sex therapy, or support groups. Under no circumstances are benefits provided for
therapy that includes the satisfaction of requirements for professional training. Alcohol or drug addiction
treatment is not Covered under this benefit. See alcohol and/or substance rehabilitation benefits shown
previously in this section.

8.  Professional Nursing

a. Private Duty Nursing

The charges for the first 48 hours of Covered Services for private duty nursing in a Calendar Y ear
are excluded. Covered expenseswill be reduced by these charges and Plan benefit determination will
be based on the balance. The Plan excludes Inpatient private duty nursing.

Benefits are available for Outpatient private duty nursing ordered by a Physician and found Medically
Necessary according to Plan provisions. Services must be provided by and require the skills of a
registered professional nurse (RN) to manage the care of acutely ill patients and must not be ordered
primarily at the request of a relative or Household Member. Benefits are not available for Custodial
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11.

Care or Maintenance Careor carethat is primarily assistance with daily living or other servicesthat do
not require the skillsof an RN. A licensed practical nurse may be allowed if the Doctor certifiesthat a
registered nurse is unavailable for aportion or shift of 24-hour skilled nursing care. The Plan excludes
the first 48 hours of Covered private duty nursing services. Inpatient private duty nursing is not
Covered, whatever the reason. Refer to Section | - Summary of Benefits under Major Medical
Expense Benefitsfor fee limitations and benefit limits.

b. Visiting Nurses. Part-time or intermittent visiting nurse services are alowable when rendered in the
patient’ s home and ordered by the attending Physician. Care must be billed by acertified visiting nurse
agency or by a state or county visiting nurse service for professional nurse services.

¢. NurseMidwife Services. Benefitsare availablefor services by a certified licensed nurse midwife. The
licensed registered nurse must be certified as a midwife and performing maternity services permitted
within the scope and jurisdiction of hisor her state midwife license. See maternity care under Doctor's
Services shown previously in this section.

Physical Therapy. Benefitsare available for physiotherapy by alicensed physical therapist of the type and
duration ordered by the attending Physician. Therapy must be needed to restore body function lost dueto
an lliness or Injury. If you or your Dependent reaches maximum potentia for significant and measurable
improved function or if careisfound by the Claims Administrator to be Maintenance Care, benefits will no
longer be available. Exercise programs and use of body exercise equipment are not Covered.

Physical therapy is Covered, for example, when body functionislost due to conditions such asAccidenta
Injury, cerebrovascular accident, stroke, arthritis, multiple sclerosis or other progressive lliness. Physical
therapy is not Covered, for example, when physical dysfunction is due to conditions such as mental

retardation, spina bifida, developmental delay, autism, educational or occupational deficits or syndromes
associated with perceptual and conceptual dysfunction.

Speech Therapy. Benefitsare available for speech therapy by alicensed speech therapist when ordered by
an attending Physician. Coverageislimited to speech therapy needed to restore Speech Function lost dueto
an lllness or Injury or to improve Speech Function following Surgery for correction of abirth defect that
caused speech dysfunction. Congenital anomalies, brain dysfunction or developmenta delays will not be
paid. Speech therapy must be directed at significant and measurable restoration and improvement of
Speech Function. [f the patient reaches maximum potential for improved or age appropriate function,
benefits will no longer be available. Speech therapy is not Covered for stammering, stuttering, lisping or
mild articulation disorders. Benefits are not available for myofunctional or tongue thrust therapy.

Speech therapy is Covered, for example, when Speech Function is lost due to conditions such as a
cerebrovascular accident, craniotomy, head Injury, meningitis, congenital anomalies corrected by Surgery
(such as cleft lip or cleft palate), voca cord nodules, or Surgery. Speech dysfunction due to medically
documented chronic otitis mediaor middle ear infections during the formative years of speech that causesa
ddlay in either speech or language (non acute, non recurrent otitis media does not meet these criteria) would
be Covered. Speech therapy is not Covered, for example, when speech dysfunction is due to conditions
such as psychosocia delays, mental retardation, spina bifida, autism, educational or occupational deficits,
cerebral palsy, syndromes associated with perceptual and conceptual dysfunctions, dyslexia and attention
deficit disorders.

Durable Medical Equipment (DME)
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13.

A phone call is required before DME rental or purchase when costs are expected to exceed $100.00.
Refer to Section |11 - Benefit Management Program under Durable Medical Equipment Review for
details.

Benefitsare availablefor the rental or purchase, if appropriate, of Durable Medical Equipment when ordered
by an attending Physician and found Medically Necessary according to Plan provisions. Purchase will be
alowable if the DME cannot be rented or when if rented equipment is needed for an extended period that
would make the purchase less costly than continued rental. Equipment must customarily be used for
therapy and suitable for home use. Coverage includes necessary supplies to operate the equipment.

Examples of Covered DME are standard Hospital beds, respirators, canes, crutches, walkers, and

wheelchairs. Such equipment, for example, does not include hearing aids, eyeglasses, contact lenses, blood
pressure monitors, thermometers, shoes or other articles of clothing, communication devices, computers,
air conditioners or purifiers, humidifiers, exercise equipment, comfort items or convenience items.

The necessary repairs and maintenance of purchased equipment will be allowed unless Covered by a
warranty or purchase agreement. Duplicate DME is not Covered. Replacement of DME is Covered only
when the existing DME is no longer serviceable due to change in body condition or isno longer repairable
(wear and tear). Chargesfor delivery and service are not Covered. For additiona limitations on this service,
refer to Section X - Definitions under Durable Medical Equipment.

Prosthetics/Orthotics/Braces. Benefits are available for purchase or repair of Prosthetics, orthotics and
braces when ordered by a Doctor and found Medically Necessary according to Plan provisions. The
devices or appliances must replace the function of physical organs, limbs or other body parts or must aid in
their function. Coverageincludes orthotics or braces needed to support or align movable parts of the body,
prevent or correct deformities. However, the Plan excludes devices, supports or orthotics used for foot
disorders, except when needed after open cutting surgical procedures.

Benefits are not payable for duplicate Prosthetics, orthotics or braces. However, replacement of
Prosthetics, orthotics or braces will be Covered when the existing device or appliance is no longer
serviceable due to change in body condition or is no longer repairable (wear and tear). Replacement of a
device due to loss or theft is excluded. Purchase of biomechanical Prosthetics is excluded.

Examples of Covered devices or appliances are braces, post mastectomy breast Prosthetics (including
surgical bras), cardiac pacemakers, artificial arms, legs and eyes used to replace or to support functioning
parts of the body. Theinitial contact lenses (or eyeglassesinstead of contact lenses) and related exams are
Covered when the contact lenses perform the function of the human lens and are medically required dueto
intra ocular Surgery, cataract Surgery or other absence of the organic lens. Contact lenses or eyeglasses
prescribed for any other purpose are excluded. Hairpieces or wigs are Covered only when needed for hair
loss due to chemotherapy or radiation therapy. The Plan will pay up to a maximum of $250.00 for one
hairpiece or wig per Lifetime. Hairpieces or wigs needed for any other purpose are excluded. Coverage
doesnot include for example, hearing aids, computers, communication devices, cosmetic devices, dentures,
other devices used in connection with teeth, temporomandibular joint appliances, foot orthotics, or devices
otherwise excluded under the Plan.

Medical Supplies (Self-care Home Use). Benefits are available for certain medical suppliesfor self care
home use when ordered by an attending Physician and found Medically Necessary according to Plan
provisions. Items such as gauze pads, swabs, acohol, deodorizers, and adhesive tape are not Covered.
Medicd equipment is Covered separately under Durable Medical Equipment shown previously in this
section. Coverage is limited to the following medical supplies:
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a Ostomy bags and supplies required for their use.

b. Catheters and supplies required for their use.

c. Syringesand needles necessary for conditions such as diabetes. Coverage also includes lancet, spring
powered lancet pens and chemstrips for home testing by a diabetic person.

Ambulance. Benefits are available for emergency land ambulance transportation when found Medically
Necessary, according to Plan provisions. Air ambulance isCovered only when the patient's condition was
so serious that the patient could not be transported safely by land ambulance or if the location, from which
the patient required emergency transportation, was inaccessible by land ambulance. Benefits are only
payable for emergency transportation by professional ambulance or volunteer ambulance. Benefits are not
payable if the patient could have been safely transported by any other means of transportation. No other
type of transportation or travel is Covered, whatever the reason.

Coverage is provided for ambulance emergency services to the nearest Hospital that can treat the patient’s
condition. Emergency professional ambulance transportation to other locations may be considered based on
patient’s condition, reason for transfer, and Medical Necessity. For example, the Plan will not pay to have
patient transferred to another Hospital when the primary reason is to be near his or her home. However,
benefits would be allowed if the transfer was necessary because the first Hospital could not provide the
necessary care and the patient required transfer to the nearest Hospital that could provide the needed care.

a. Professional or Hospital Owned Ambulance services are Covered when ordered by a police officer
or Physician for transportation to the nearest Hospita that can provide treatment for the patient'slliness
or Injury. Professional ambulances are Hospital owned, government owned or private owned services
operating within the jurisdiction and in accordance with state and local regulations for professional
ambulances. The Claims Administrator, according to Plan provisions, will decide other professional
ambulance transportation Coverage. See Section | - Summary of Benefits for benefit limits.

b. Volunteer Ambulance transportation is Covered only when needed for transportation to the nearest
local Hospital. Volunteer ambulance transportation is a service rendered by an organized volunteer
ambulance operating within the jurisdiction and in accordance with state and local government
requirements. Y ou must submit abill or proof of donation to the Claims Administrator. SeesSection
| - Summary of Benefits for benefit limits.

Chemotherapy

A phone call isrequired before home care therapy begins. Refer toSection |11 - Benefit Management
Program for details.

Benefits are available for chemotherapy services and supplies when ordered by the Doctor for non-
Experimental treatment of an Iliness or Injury. Coverage includes services, supplies and equipment for an
Approved Plan of Care When purchased at a Pharmacy, the chemotherapy drugs are generally available
under Prescription Drug Expense Benefits shown later in this section.

Blood Transfusions. Transfusion services and supplies, including the cost of blood and blood products,
only to the extent that such supplies could not be obtained without cost, are Covered when ordered by a
Doctor and found Medically Necessary for non Experimental treatment of an Ilinessor Injury. Coverage
also includes services related to blood donations, autologous (patient donates own blood) or directed
(donation of blood by individual chosen by patient), when there is a scheduled Surgery that customarily
requires blood transfusions. Coverage includes services and suppliesfor obtaining, processing and storage
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only to the extent that such services or supplies could not be obtained without cost.

17. Oxygen and its Administration (Self-Care Home use). Benefits are available for oxygen and the
needed supplies for its administration when ordered by an attending Physician for self care home use.
Oxygen must be found Medicaly Necessary, according to Plan limitations, for use in the treatment of
severe hypoxemia (low oxygen levelsin the blood) caused by chronic pulmonary conditions. For example:
Chronic obstructive pulmonary disease, pulmonary fibrosis, congestive heart disease, pulmonary
hypertension, and cystic fibrosis.

18. Drugsand Medicines. If thisPlanisprimary, refer to Prescription Drug Expense Benefitsshown later in
this section. If this Plan is secondary, Coverage becomes available under Major Medical Expense Benefits
based on usual and customary charges. Y ou must submit your claim for benefits to the primary Coverage,
then to the Claims Administration for consideration. Benefits will be coordinated according to the rules
shown in Section VI - Coor dination of Benefits. Otherwise, drugs are Covered or excluded on the same
basis as those shown under Prescription Drug Expense Benefits

E. MISCELLANEOUS PROVISIONS

1. Voluntary Sterilization. Hospita Expense Benefits and Major Medical Expense Benefits are available for
Allowable Fees relating to voluntary sterilization procedures rendered for you or your eligible Spouse
Expenses related to reversal of voluntary sterilization are not Covered.

2. Artificial Conception. Coverageislimited to artificia insemination when needed due to amedicd condition
of the patient or due to abnorma male (Spouse of the patient) factors contributing to infertility. Coverageis
available up to a maximum of six ovulatory cycles per course of treatment when rendered within two
consecutive years. The course of treatment must be pre-approved for Coverage by the Claim Administrator.
To obtain Coverage approval for a course of artificial insemination, the Doctor must provide statement of
Medical Necessity including details on condition, medical history, previousinfertility or artificial insemination
treatment and proposed treatment Plan. The Claims Administer will advise whether Coverage is avalable
according to Plan limitations and exclusions. Benefits are limited to the following:

a Initia course of artificial insemination up to six ovulatory cycles within two years.

b. If the treatment course is not successful (does not result in confirmed Pregnancy), benefits will be
considered exhausted. Coverage will not be available for subsequent artificial insemination expenses.
C. If the initial course of treatment is successful (results in confirmed Pregnancy) within six cycles,

Coverage becomes available for a second course of artificial insemination treatment when pre-approved
for Coverage by the Claims Administrator. Benefitswill be considered exhausted after the second course
of treatment. Coverage will not be available for subsequent artificial insemination treatment.

d. Exhausted Coverage or benefitsis for a Lifetime.

Benefits for the resulting Pregnancy will be considered separately as maternity care. However, expenses
related to surrogate maternity care are not Covered. Expensesrelated to the procurement of sperm donated
by the patient's Spouse are Covered only when part of an approved course of treatment for artificial
insemination. If services are not part of an approved course of treatment, the procurement expenses arenot
Covered, whatever the reason. All expensesrelated to sperm procurement from adonor other than a Spouse
are not Covered, whatever the reason. Coverage is not provided for the infertility or artificial conception
services and supplies related to surrogate pregnancies. Expenses related to the freezing and storage of sperm
are not Covered, whatever the reason.
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Reproductive Coverageislimited to artificial insemination shown above. Coverageisnot provided for other
caresuch asin-vitrofertilization; fertility or infertility careor any other treatment rendered for the
purpose of reproduction. However, surgical or medical procedures directed at treatment of an identifiable
organic disease or organic disorder will be considered the same as any other IlIness.

10. Dental Care. Coverage for dental careis limited to treatment of damage to sound natural teeth due to non-
occupational Accidental Injury. Treatment must be rendered within 12 months following the date of the
accident. No other dental careis Covered Procedures rendered by a dentist that would otherwise be
considered medical if rendered by medical Doctor will be considered medical expensesCovered by the Plan.
These procedures include, but are not limited to removal of tumors, treatment of cancer, fractures of jaw,
tongue Surgery, etc. However, the Plan does not provide benefits for procedures that are dental only such
assimple or surgical extraction of teeth, orthodontia, treatment of cavities, treatment of periodontal disease,
false teeth, etc. even if connected with the medical procedure.
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F. PRESCRIPTION DRUG EXPENSE BENEFITS

Secondary Coverage. The PCS Health SystemsPharmacy benefit or PCS mail service benefit does not apply
if thisPlan is secondary according to the COB order of benefit determination. See Section VI —Coordination
of Benefits. If you or your Dependent obtain drugs through the Participating Pharmacy or the mail service
when another plan is primary, you will be responsible for reimbursement of any Plan overpayments.

You and your Dependents may purchase drugs from any Pharmacy. However, if this Plan is considered the
primary payer and you or your Dependents choose a PCS Participating Pharmacy or usethe PCSMail Servicefor
maintenance drugs, you save costs for yourself and the District.

1.

Covered Prescription Drug Expenses. The maximum quantity of each Covered drug purchased at one
time will be limited to a 34-day supply or 100 doses. Mail service drugs will be limited to a maximum
guantity of a 90-day supply. Prescription refills will be paid for up to one (1) year from the date of the
original prescription. Unless otherwise shown, al drugs must be ordered by the attending Physician and
found Medically Necessary.

a Medications that require a prescription by a licensed Physician and are Federal legend drugs.

b. Compounded medications containing at least one prescription ingredient in therapeutic amounts.

c Diabetic insulin, syringes, lancet auto-injectors, and lancets.

d Injection delivery devices (syringes) for uses other than diabetic when necessary for self-administraion
of Covered injectable legend drugs.

e. Tretinonoin topical for Medical Necessity with aprescription. Pre-authorization is required for Covered
Persons.

f. Prenatal vitamins or other vitamins obtainable only with Physician’s prescription.

g. Allergy emergency kits for emergency treatment of insect stings in allergic patients.

h. Drugsfor treatment of impotency, Caverject, Muse, Edex and forms of testosterone used for trestment
of impotence. Sildendlfil Citrate (Viagra or similar drug) when pre-authorized through POMCO. A
written request for Viagra pre-authorization should be sent to the POMCO Benefits Management
department with attending Physician’s statement showing Medical Necessity.

i.  Other drugs that under the applicable state law may only be dispensed upon the written prescription of a
Physician or other lawful prescriber.

Except for diabetic insulin and supplies, drugs and medicines purchased without written orders from the
attending Physician are not payable. Also, refer to prescription drug exclusions shown later in this section.

Voluntary Generic Drug Substitution Program. As part of a continuing effort to control costs and
preserve the quality of the Plan, you are encouraged to use Generic Drugs whenever appropriate for your
condition. A Generic Drug isadrug that is chemically equivalent to the original brand name drug. The only
difference is that the patent on the brand name medication has expired allowing other manufacturers to sell
the drug. Asaresult, the generic manufacturer does not incur research costs and can charge significantly less
for the drug. Since Generic Drugs cost less than brand name drugs, cost savings may result for you and the
Plan when you substitute the lower priced drug. If you have any questions about Generic Drugs, ask for
advice from your Physician or your pharmacist.

When Another Plan is Primary. If another health plan is considered primary coverage according to the
COB order of benefit determination, Prescription Drug Expense Benefits are not available. If this Plan is
secondary, do not show your Plan identification card, do not obtain benefits through PCS. Do not obtain
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drugs through the mail service Pharmacy. If this Plan is secondary, you will be required to reimburse any
benefit overpayments resulting from using PCS or the mail service Pharmacy.

4, Participating Pharmacy. A Participating Pharmacy has an agreement with the prescription drug Claims
Administrator, PCS to accept the Plan benefit, after any applicable Copayment, as payment in full. If this
Plan is the primary Coverage, you or your Dependents may purchase Covered drugs at PCS Participating
Pharmacies. If a PCS Pharmacy is used, you will be required to pay only the following Copayments:

a. Copayments:

For Specific Drugs Listed:
$7.00 Copayment for each prescription or refill for the following drugs: Coumadin, Dilantin, Lanoxin,
Levothroid, Synthroid, Premarin, Slo-bid, Tegretol, and Theo-Dur.

All other Covered drugs:
Generic: $ 3.00 for each prescription or refill.
Brand Name: $ 10.00 for each prescription or refill.

b. Plan ldentification Card. You can use your Plan identification card at any PCS Participating
Pharmacy. The Pharmacy may display the PCS participation logo or you may ask the Pharmacy if it
participates as a PCS Participating Pharmacy.

c. Obtaining Benefits. To obtain your Covered drug or supply at Participating Provider costs, you need
only present your Plan identification card and the written prescription to the PCS Partici pating pharmacist,
then pay the applicable Copayment amount. The Pharmacy will bill PCS directly and will receive direct
payment from them. If you do not present your Plan identification card at the time of purchase, you
must file your own claim and benefits will be allowed as if the drug was purchased at a Nonparticipating
Pharmacy. Refer to Nonparticipating Pharmacy shown later in this section.

Questions or concerns about the drug program can be answered by POMCO. Y ou may contact them by
caling the POMCO Toall-free number 1-800-303-8381 during normal operating hours or send a written
inquiry.

5. Nonparticipating Pharmacy. If thisPlanisprimary and you or your Dependents purchase Covered drugsat
a Nonparticipating Pharmacy (or do not use your Plan identification card), you must pay the Pharmacy and
submit aclaim for benefitsto PCS. Benefits will be based on the PCS Participating Pharmacy alowance the
Covered drugs less the specific drug, generic or brand name Copayment shown above. You will be
responsible for payment of charges more that the PCS alowance. To file aclaim for benefits, a drug claim
form must be obtained from the District Personnel Office. The original drug receipt (receipt should include
dates of purchase, names of drug, dose and Rx #.) and the completed drug claim form should be mailed to:

PCS Health Systems
P. O. Box 52116
Phoenix, Arizona 85072-2116

6. Mail Service for Maintenance Drugs. If this Plan is primary, you or your Dependents may obtain
maintenance drugs from PCS Health Systems Mail Service mail service. After applicable Copayment shown
below the Plan pays the balance of Participating mail service fees for Covered drugs. This service deliversthe
drug directly to your home. Maintenance drugs are medications that are taken for chronic conditions such as
hypertension, heart disease, thyroid disease and diabetes. 1n addition, acute care medications with prescriptions
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written for more than 21 days (one refill) may be obtained through the mail service. After applicable copayments,
the PCS mail service bills the Plan for the balance of their fees.

a. Mail Service Copayments

For Specific Drugs Listed: $3.00 Copayment for each prescription or refill for the following drugs:
Coumadin, Dilantin, Lanoxin, Levothroid, Synthroid, Premarin, Slo-bid, Tegretol, and Theo-Dur.

All other Covered drugs:
Generic: $ 1.00 Copayment for each prescription or refill.
Brand Name: $ 5.00 for each prescription or refill.

b. How to Use the Mail Service Pharmacy Program

1) Whenthe Physician writes a prescription for a”maintenance drug” (one taken regularly or on along-
term basis) he or she should indicate the number of refills allowed (maximum 3 refills).

2) Foryour first mail service order, complete the supplied patient profile/registration form. Enclosethe
completed form in the self-addressed envelope with the original prescriptions written by the
Physician, then mail to the mail service Pharmacy.

3) For original and refill prescriptions, complete the supplied order form. A new order form and
envelope will be included with each delivery.

4) The medication will be delivered to you or your Dependent by first-class mail or UPS. Y ou should
allow 10-14 working days from the time the prescription forms are mailed to the mail service
Pharmacy until delivery of your medication. However, to ensure that you or your Dependents are
not left without an adequate supply of medication, you should order when you or your Dependents
have a minimum of a 30-day supply of the current medication. Drugs cannot be filled at a retail
Pharmacy while mail order is being processed.

PCS Health Systems Mail Service
PO Box 961066
Fort Worth, TX 76161-9854
1-800-966-5772

7. Prescription Drug Expense Exclusions. In addition to limitations shown otherwise in the Plan, the
following drugs or supplies are not Covered under Prescription Drug Expense Benefits. See also
Section VIl - Plan Exclusions shown later in this SPD.

a Non-Legend drugs/over the counter (drugs obtainable without prescription), unless otherwise shown.
Exception: Drugs specifically included for Coverage under this benefit.

Weight loss drugs, anti-obesity/appetite suppressants.

Contraceptives or birth control medicines, drugs or devices.

Implantable time-released medication (i.e., Norplant)
Therapeutic/diagnostic devices and appliances unless specifically shown as Covered Prescription Drug
Expenses.
Cosmetic medication including but not limited anti-wrinkle medications, dermatological medications,
hair growth medications, any drugs FDA approved for cosmetic use only.
0. Immunization agents, vaccines, allergy extracts and blood or plasma.
h.  Vitamins, Mineras, food supplements or nutritional products that are obtainable without a

prescription.
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i. Growth hormones.
Drugs labeled “Caution-limited by federa law to investigational use’, Experimenta drugs or drugs
prescribed for Experimental (non FDA approved/unlabeled) indications

Fluoride prep and dental rinses.

Smoking deterrents whether or not by Physician prescription.
. Charges for the administration of any medication.

Medication which isto be taken by or administered to an individual, in whole or part, while he or she
is a patient in a licensed Hospita, rest home, sanitarium, Skilled Nursing Facility, Extended Care
Facility, Convaescent Care Facility, nursing home or similar ingtitution which operates on its premises,
or allows to be operated on its premises, a facility for dispensing pharmaceuticals.

0. Drugs that are not considered Medically Necessary for treatment of an Iliness or Injury even if
obtainable only by prescription and even if prescribed by a Physician.

[e—
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SECTION V - MEDICARE INTEGRATION WITH PLAN BENEFITS

If Medicare is primary, Plan kenefits will be reduced by Medicare benefits. Medicare primary plan status is
determined according to Medicare Secondary Payer (M SP) rules established by government regulations. Revisions
or changes in these MSP rules will automatically apply. If you or your Dependents are eligible for Medicare
primary benefits, claims should be submitted to Medicare first. Medicare explanation of benefits should be
attached to your claims for this Plan. Refer to "Your Medicare Handbook" for information and details on
Medicare coverage. This handbook can be obtained at your local Socia Security Office.

You or your Dependents are responsible for Medicareenrollment. 1f you or your Dependent does not hear from
the Socia Security Office at |east three months before a 65th birthday or within 12 months after starting Social

Security disability benefits, you or your Dependent should call your local Social Security office for assistance.

Persons who have end stage kidney disease should contact the Socia Security Officefor eligibility and enrollment
details. If this Plan is primary Coverage for your health care, Medicareregulations allow you to delay Medicare
enrollment until this Plan becomes secondary according to Medicare Secondary Payer rules. Your local Socia

Security Office can provide details on enrollment requirements and penalties for late enrollment.

This Medicareintegration provision appliesto al persons eligible for primary Medicarecoverage even if the person
is not actualy enrolled in Medicare If not enrolled for primary Medicare coverage, Medicare benefits will be
estimated. When enrolled for primary coverage under a M edicare-sponsored HMO plan, no payment will be made
if the HMO benefits are denied due to failure to follow the HMO procedures for coverage.

A. MEDICARE SECONDARY PAYER (MSP) CURRENT RULES

Currently, the following general MSP rules apply for persons eligible for Medicare
1. Persons Eligible for Medicare dueto age (65 and over) or Due to Disability

a Medicareissecondary to the plan that coversthis person as a person with current employment status, or
the Dependent of a person with current employment status.

b. Medicareis primary to the plan that covers this person as aretiree or a person without current
employment status, or the Dependent of aretiree or a person without current employment status.

2. Persons Eligible for Medicare due to End Stage Renal Disease (ESRD). Once Medicaredigibility is
established due to ESRD, the dligible person is entitled to full Medicarecoverage. Medicarecoverageis not
limited to ESRD expenses.

a. Medicare Eligibility Solely Due to ESRD

1) 18-Month Rule. Before July 31, 1997, Medicareis secondary for thefirst 18 monthsfollowing the
month of the ESRD dligibility date for persons digible solely due to ESRD. If an ESRD €ligible
person did not complete 18 months of ESRD €ligibility before August 1, 1997, the following 30-
month rule applies.

2) 30-month Rule. On or after August 1, 1997, Medicareis secondary for the first 30 months

following the month of the ESRD dligibility date for persons eligible solely due to ESRD. The 18-
month rule is extended to 30 months for persons who did not complete 18 months of ESRD
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eigibility on or before July 31, 1997. This 30-month rule does not apply if the Covered Person
completed 18 months of ESRD €ligibility before August 1, 1997.

b. Medicare ESRD Dual Eligibility. ESRD dua eigibility means a person who is eligible for Medicare
due to age and ESRD or due to disability and ESRD. Once Medicare igibility is established due to
ESRD, the €eligible person is entitled to full Medicare coverage. Medicare benefits are not limited to
ESRD expenses.

1) If agroup plan is appropriately paying secondary to Medicareaccording to MSP rulesfor eigibility
dueto age or disability and ESRD entitlement then becomes effective, Medicareremains the primary
payer. The 18-month or 30-month ESRD period does not apply.

2) If the group plan is paying primary according to MSP rules for digibility due to age or disability and
then ESRD entitlement becomes effective, Medicareremains secondary until after the 18-month or
30-month ESRD period. At the end of the 18-month or 30-month ESRD period, the group plan
becomes primary or secondary payer based on the MSP rules for age and disability.

3) If agroup planis paying primary to Medicareaccording to MSPrulesfor ESRD, and then the person
becomes ligible due to age or disahility, Medicareremains secondary until the end of the 18-month
or 30-month ESRD period. At the end of the 18-month or 30-month ESRD period, the group plan
becomes primary or secondary payer based on the MSP rules for age and disability.

B. EFFECTSOF MEDICARE ON PLAN BENEFITS

If Medicareis primary for you or your Dependent, the benefits of the Plan will be integrated as follows:

1. Medicare Payment Integration. Medicare payment for Covered expenseswill reduce the Allowable Fees
then the Plan benefit determination will be based on the balance, if any. The Plan Deductibles and
Copayments apply to the remaining balance. The combination of the Medicare payment and the Plan payment
will not exceed the Allowable Fees for the Covered service.

2. Not Enrolled in Medicare. This integration will apply to persons digible for Medicare whether or not
actudly enrolled in Medicare |If Medicareis primary for an eligible person who is not enrolled in Medicare
Part A and Part B or in Part C, the Medicarebenefit will be estimated and used to reduce Allowable Fees. This
could result in significant reduction or denia of the Plan benefits.

3. Medicare Private Contract Options. Thisintegration will apply to persons eligible for Medicare primary
benefits if Medicare benefits are not paid due to a Medicare Private Contract Option with Physicians and
certain other practitioners. (When a Medicare beneficiary agrees to the terms of a Private Contract with
certain Providers, Medicarewill not pay. The patient is responsible for the entire charge. The Provider may
bill more than the charges alowed by Medicare) Under this Plan, if a private contract is used, Medicare
benefits will be estimated. Medicare Part A services will be estimated according to M edicare payment rules.
Part B or similar services under Part C will be estimated based on 80% of Usual, Customary and Reasonable
Charges for Covered Services or Supplies without regard to Medicare deductibles and other coinsurance
limits. The estimated Medicare benefits will be used to coordinate benefits. This could result in significant
reduction or denial of the Plan benefits.

4. Medicare HMO. This integration will not apply when Medicare and a Medicare sponsored HMO deny
coverage dueto its enrolled beneficiaries failure to abide by the HMO requirements. This Plan will not cover

the expenses for those services or supplies and Plan benefits will not be paid.
C. ALLOWABLE FEES
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Allowable Fees for Medicareintegration only will be based on the following:

1. |f the Provider accepts Medicareassignment of benefits, the Allowable Fees will be the samefeesalowed by
Medicare

2. If the Provider does not accept Medicare assignment, the Allowable Fees will be based on the Usudl,
Customary and Reasonable Charges or the charges determined by Medicare limiting charge regulations,
whichever is the lower charge.

3. If the Provider provides services under a Medicare Private Contract Option, Allowable Fees will be based on
the Usual, Customary and Reasonable Charges for services Covered by this Plan.

According to Medicare regulations, a beneficiary cannot be billed the difference between the Medicare dlowed
amounts and the Provider's charges when that Provider accepts Medicareassignment. If a Provider does not
accept assignment, a beneficiary cannot be billed for charges over the limiting charge established by Medicarefor
that service by that Provider. However, if services are provided under the MedicarePrivate Contract Option, the
Provider’s charges can exceed the Medicare Allowable Fees.
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SECTION VI — COORDINATION OF BENEFITS (COB)

Information necessary to administer the COB provision will be required when claims are submitted. If you or
your Dependents are covered by more than one plan, all claims should be filed with each plan. You shouldfile
claims first with the primary plan, then to the secondary plan(s) with copies of the primary plan explanation of
benefits or denid.

Specia rules apply when you or your Covered Family Members are covered by more than one group health plan.
This can happen if you, your Spouse, and/or children are Covered under This Plan and another plan (with your
Spouses employer, for example). Coordination of Benefits (COB) means that the benefits payable under This
Plan, as shown in the preceding pages, are coordinated with the benefits payable under another group plan. The
purpose of COB isto avoid duplicate payments that could exceed 100% of the total allowable expenses.

One of the two or more plan(s) involved is the primary plan and the other plan(s) is the secondary plan(s). The
order of benefit determination shown later in thissection determines which plan will pay asthe primary plan. The
primary plan pays first without regard to the possibility that another plan may cover some expenses. The
secondary plan pays after the primary plan and may reduce its benefits so that payments from al involved plans
do not exceed 100% of allowable fees.

A. COB TERMSAND DEFINITIONS

The following definitions show the meaning of terms used in the administration of this COB provision.

1. This Plan. Whenever the term “This Plan” is used in this section, it means this Bedford/Carmel School
District Hedlth Benefit Plan for Bedford Central Schools.

2. Plan. Theterm ‘plan’ includes any of the following:

a A group insurance or group type coverage, whether insured or uninsured, including, but not limited to,
coverages such as prepayment; indemnity; Hospital or medical service organizations; group practice or
individual practice; health maintenance organizations or similar type organizations; group auto plan or
individual auto health coverage on an automobile leased or owned by an employer; student coverage
sponsored by, or provided through, a school or other educational facility except school accident type
coverage.

b. Coverage under agovernmental plan, or coverage required or provided by federal, state, or local laws.
This does not include government coverage such as Medicaid, that by its terms, prohibits coordination
for the allowable expenses. This Plan integrates its benefits with Medicare See Section V - Medicare
Integration with Plan Benefits. This Plan excludes expenses paid by mandatory no-fault automobile
insurance or similar plans. These expenses will not be coordinated under this provision.

Each contract, policy or other arrangement for coverage under aor b shown above is a separate plan. Also,
if an arrangement has two parts and COB rules apply only to one, each part is a separate plan.

3. Primary Plan/Secondary Plan. The order of benefit rules determines whether This Plan is a primary or
secondary plan to another plan covering the person. When This Plan is primary, its benefits are determined
before those of the other plan and without regard to the other plan benefits. When This Plan isthe secondary
plan, its benefits are determined after those of the other plan and may be reduced because of the primary plan
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benefits. If aperson is covered by more than one secondary plan, the order of benefit rules determine the
order in which secondary plans are determined in relation to each other. Each secondary plan will take into
consideration the benefits of the primary plan or plans and the benefits of any other plan which, under the
order of benefit rules, has its benefits determined before those of that secondary plan.

4. Claim Determination Period. The claim determination for coordination of benefitsis done on anIncurred
expense basis. However, it does not include any Allowable Fees Incurred during any part of a Cdendar Year
during which a person has no Coverage under This Plan, or any part of the year before the date this COB
provision takes effect.

5. Allowable Expense. Theterm *allowable expense’ means medical care expenses, including deductibles and
copayments or coinsurance, that are covered at least in part by any of the plans covering the person. When a
Plan provides benefits in the form of medical services (for example an HMO) the reasonable cash value of
each service will be considered an allowable expense and a benefit paid. An expense or services that is not
covered by any of the planswill not be considered an allowable COB expense. Thefollowing are examples of
expenses not considered allowable expenses or otherwise limited under this COB provision:

a If aCovered Person is confined in a private Hospital room, the difference between the cost of a semi-
private room and the private room is not an allowable expense unless the private room is found Medically
Necessary according to This Plan’s provisions or the primary plan routinely includes coverage for
Hospitd private rooms.

b. If a person is covered by two or more plans that determine benefit payments based on Usual,
Customary and Reasonable (UCR) Charges, any amount more than the highest of the UCR charges for
the specific medical benefit is not an alowable expense.

C. If aperson iscovered by two or more plansthat provide benefits or services based on negotiated fees,
any amount more than the highest of the negotiated fees for the specific medical benefit is not an
allowable expense.

d. If a person is covered by one plan that determines its benefits based on Usua, Customary and
Reasonable Charges and another provides benefits or services based on negotiated fees, the primary
plan’s payment arrangements will be the allowable expense for al plans.

e. The amount benefits are reduced by the primary plan because a Covered Person does not comply with
the plan provisionsis not an allowable expense. Examples of these provisionsinclude, but are not limited
to, mandatory requirements of a benefit management program, second surgical opinions, medical
procedure review, pre-certification of Inpatient admissions, pre-approval requirements for certain
treatment, and HMO or preferred Provider arrangement.

f. Assecondary payer, long term care, dental or vision or hearing aid expenses excluded under This Plan
will not be considered alowable expenses, even if such expenses were covered by the primary plan.

g. Assecondary payer, This Plan will not consider any health benefits paid due to mandatory no-fault
laws as allowable expense for COB. However, charges for health expenses applied to no-fault plan
deductibles, copayments or more than the cumulative benefit maximum per accident will be considered
as allowable expenses, if otherwise Covered by This Plan.

h. If Medicareis primary, charges more than the all owable expenses permitted under M edi careregulaions
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will not be considered alowable expenses for COB.

B. ORDER OF BENEFIT DETERMINATION

If a Covered Person is dligible for Medicare, the order of benefit determination can be affected by Medicare
Secondary Payer (MSP) rules. Current MSP rules and any future change inthe M SP rules will automatically
apply. Rule # 4 shown below appliesif you or your Dependent are continuing Coverage under COBRA.

The order of benefit determination rules shown below determines which plan paysfirst. The primary plan pays
first without regard to the possibility that another plan could pay some expenses. A secondary plan pays after the
primary plan and reducesits avail able benefits so that payments from all involved plans do not exceed 100% of the
total allowable expenses.

This Plan is always secondary payer to any health plansthat pay without regard to coverage by other plans. This
Plan is aways secondary to government plans or coverages provided by federal, local, or state laws unless
otherwise prohibited by that law. For example: This Plan is secondary to New Y ork State mandatory no-fault
automobile plans. However, this Plan could be secondary payer according toMedicare s Secondary Payer rules.
To determine the order plans should pay for expenses covered by two or more planswith a COB feature, an order
of benefit determination has been established as follows:

1. Non-Dependent or Dependent. The plan that coversthe person other than as a Dependent, for example as
an employee, member, subscriber, enrollee, or retiree is primary. The plan that covers the person as a
Dependent is secondary. (However, this changesif the person is eligible for Medicare primary benefits. The
Medicarerules for with and without employment could apply making the Dependent plan primary over the
plan of the employee without employment status.)

2. Child Covered under More than One Plan. The following order of benefits is used when a child is
covered by more than one Plan.

a Theprimary planisthe plan of the parent whose birthday is earlier in the year if the parents are married,
not separated (whether or not they have ever been married), or a court decree awards joint custody
without specifying that one party has the responsibility to provide health care coverage. If both parents
have the same birthday, the plan that covered either of the parents longer is primary.

b.  When specific terms of a court decree state that one parent is responsible for the child’s health care
expenses or health care coverage and the plan of that parent has actual knowledge of those terms then
that planisprimary. Thisrule appliesto claim determination periods or plan years commencing after the
plan is given notice of the court decree.

C. If the parents are not married, or are separated (whether or not they have ever been married), or are
divorced; the order of benefits is the plan of the custodia parent, then the plan of the Spouse of the
custodial parent, then the plan of the non-custodial parent and then the plan of the Spouse of the non-
custodial parent. The custodial parent isthe parent awarded custody by a court decree. Without a court
decree, it is the parent with whom the child resides more than half the Caendar Y ear without regard to
temporary visitations.

3. Active/lnactive Employee. The benefitsfor aplan that covers a person as an employee who is neither laid
off nor retired are determined before the plan that coversthat person asalaid off or retired employee. The same

Bedford/Carmel Health Benefit Plan for Bedford Central Schools 60



would hold true for Dependents covered under that person’s family Coverage.

4. Continuation of Coverage. If aperson elects or is covered under continuation of coverage pursuant to
federa or state laws, such as COBRA, and is also covered under another plan, the order of benefit rules
change. The plan providing coverage for the individual as an employee, member, subscriber, enrollee, or
retireeis primary for that person and/or that person’s dependents. The plan providing continuation coverage
is secondary.

If the preceding order of benefit rules fail to establish the primary plan(s), then the plan that has covered the
patient for the longer time will consider its plan benefits first.  If according to the above rules, This Plan is
secondary and another health plan’s rules conflict making This Plan primary, This Plan will use the National
Association of Insurance Commissioners (NAIC) Model Regulation and any court casesto determine the validity
of the conflicting rules.

C. MEDICARE EFFECT ON THE ORDER OF BENEFIT DETERMINATION

Please refer to "Your Medicare Handbook", obtainable from your local Social Security Office, for details on
current Medicare Secondary Payer (MSP) rules. Also, see Section V - Medicare Integration with Plan
Benefits. Generdly, if Medicareis considered primary coverage, the order of benefit determination could be
changed for the other multiple health plans as follows:

1. Forindividuas digible for Medicaredue to age (65 or over) or dueto disability who are covered under aplan
as a person with current employment status, or a Dependent of a person with current employment status, the
following order of benefit determination applies:

a All active plans (employees with current employment status and their eligible dependents) pay first.
b. Medicare pays second.
C. Retired plans, or employees without current employment status plans, pay last.

2. For individuas dligible for Medicare solely due to ESRD, the order of benefit determination is as follows:

a Medicarepayslast for the first 30 months following the month of first eligible ESRD treatment. Usual
order of benefit determination would apply for other group plans.

b. Medicare pays first after the first 30 months. Other planswould be secondary following the order of
benefit determination.

D. COB EFFECT ON PLAN BENEFITS

When thisPlan is secondary, benefitswill be reduced so that the total benefits paid or provided by al plans are not
more than 100% of the allowable expenses Incurred during a claim determination period. When benefits are so
reduced, each benefit is reduced in proportion and applied against any applicable benefit limit of the Plan.

When this Plan is secondary, payment could be reduced if the benefits available for the Covered Expenses under
this Plan (without this COB provisions) and the benefits payable by all other involved plans are more than 100%.
Then, the benefits of This Plan will be reduced so that they, and the benefits payable under the other plan(s), do
not total more than the total allowable expenses Incurred during a claim determination period. When the benefits
of This Plan are so reduced, each benefit is reduced in proportion. It is then charged against any applicable
benefit limit of This Plan.
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If a Covered Person fails to file a claim with the primary payer, benefits for the primary plan will be estimated.
When this Plan is secondary to multiple health plans and one is Medicare, the benefits paid by all primary plans,
including Medicarewill be used to determine the benefit reduction under this COB provision. |f the personisnot
enrolled in primary Medicarecoverage, the Medicarebenefits will be estimated. If a claim has not been filed with
the other primary plans, their benefit will be estimated. Estimated benefits will be used to determine this Plan
payment under COB.

E. RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION

Certain facts are needed to apply these COB rules and to determine benefits payable under this plan and other
plans. The Claims Administrator may get the facts it needs from, or gve them to, any other organization or
person for the purpose of applying these rules and determining benefits payable under this plan and other plans
covering the person for whom claim ismade. The Claims Administrator need not tell, nor get the consent of, any
person to do this. Each person claiming benefits under the Plan must give the Claims Administrator any facts
required to pay the claim.

F. FACILITY OF PAYMENT

A payment made under another plan may include an amount that should have been paid under This Plan. If it
does, the Claims Administrator may pay the amount to the organization that made that payment. That amount will
then be treated as though it was a benefit paid under the Plan. The Claims Administrator will not have to pay that
amount again. The term "payment made" includes providing benefits in the form of services in which case
"payment made" means reasonable cash value of the benefits provided as services.

G. RIGHT OF RECOVERY

If the amount of the payments made by the Claims Administrator is more than it should have paid under this COB
provision, it may recover the excess from one or more of the following:

The enrollee, Dependent for whom it has paid or the Provider to whom benefits were paid.
Insurance companies;

Sdf-Funded claims administrators; plan administrators, or plan sponsors; or

. Other organizations or entities.

H. EXAMPLES OF COB ORDER OF BENEFITS

1. | amé€igiblefor Digtrict Plan benefits as an active Employee and am also digible as aretiree under the ABC
Mfg. hedlth plan. (I am not digible for Medicare). Which plan pays first?

PN PRE

Your active Plan with the District is primary over your retired plan. The District Plan would pay first.

N

| am eligible for the District Plan benefits as a retired Employee. My Spouse covers me as a Dependent
under her employer's health plan. My Spouseis an active employee of XYZ, INC. | am not eligible for

Medicare due to age or disability. Which plan pays first for my health claims? For my Spouses health
clams?

a. Health Claims for yourself:
The District Retired Plan pays first
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3.

XYZ, INC Active plan pays second

Health Claimsfor Spouse:
XYZ, INC active plan pays first
The Didtrict retired Plan pays second

| am eligiblefor Plan benefits as an active Employee and dso digible as aretiree under the ABC MFG hesdlth
plan asaretiree. | have family Coverage under both plans. My Spouse also coversour Dependent children
and me under his or her group plan through XY Z INC. (We are not eligible for Medicare) My birth dateis
July 10, 1950. My Spousewas born June 15, 1951. What isthe order of benefit determination for myself,
my Spouse and my children?

a.

Health Claims for yourself. Your Health plan would pay before the health plan of your Spouse
Order of benefit determination is:

The District active Plan pays first.

ABC Mfg. retired plan pays second.

XYZ INC Active plan for Spouse pays last

Health Claims for Spouse. Your Spouse's plan pays before your health plans. Order of benefit
determination is:

XYZ INC. Active plan for Spouse pays first

The District active Plan pays second

ABC MFG. retired plan pays last

Health Claims for Dependent Child. The order of benefit determination isbased on the earliest
birthday (month/day) of the child's parents. The plan(s) of the parent with the earliest birthday pays
before the plan(s) of the parent with the later birthday. As your Souse's birthday (June 15) is the
earliest date, the order of benefit is:

XYZ INC Active plan of Spouse pays first

The District active Plan pays second

ABC MFG Retired plan pays last.

The above order of benefit applies to children whose parents are not separated or divorced.

| am eligible for the District benefits as aretiree and | am aso eligible for Medicare Benefits due to age.
Does Medicare or the District pay first?

In accordance with Medicare Secondary Payer rules, Medicare would pay first.

| am dligible for the District benefitsasaretiree and | am also digible for Medicare benefits dueto age. In
addition, | am €ligible for benefits as a Dependent under my Spouses health plan through her/his
employer, XYZ INC. My Spouseis an active employee.

The order of benefit determination rules can change due to Medicare rules. According to Medicare
Secondary Payer rules, Medicare pays after active (with employment status) employee plans for persons
eligible for Medicare dueto age or disability. The active plan(s) covering a person as an employee or a
Dependent must pay before Medicare. The order of benefit for health claims on yourself would be:

XYZ Active plan of Spouse would pay first
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Medicare would pay second
The District retired Plan would pay last.

6. | am €ligible for the District continuation Coverage under COBRA, and Medicaredue to age. | am also
eligible under the retiree Plan of my Spouse through XY Z, Inc.

The order of benefit determination rules can change due to Medicare Secondary Payer rules. According
to MSP rules, Medicare (due to age) pays before plans for persons without employment status.
(Continuation Coverage pays after other Health Plans).

Medicare Pays first.

XYZ, Inc. Retired Plan pays second.

The District continuation under COBRA pays last.

7. | amé€ligible for the District benefits as an active Employee. My Spouseis digible for benefits through
his’her employer, XYZ INC. We both include our Spouse asan dligible Dependent. My Spouseisdigible
for Medicaredue to end stage renal disease. What is the order of benefit determination for my Spouses
clams?

Current Medicare Secondary Payer rules establish the employer health plans as primary payer for the
first 30 months of Medicare Eligibility due to end stage renal disease. Medicare becomes primary
payer after the first 30 months.

The order of benefit determination for the first 30 monthswould be
XYZ INC. Spouse's plan pays first
The District Plan pays second
Medicare pays last

The order of benefit determination after 30 monthswould be
Medicare pays first
XYZ INC Spouse's plan pays second
The District pays last.

Bedford/Carmel Health Benefit Plan for Bedford Central Schools



SECTION VII - PLAN EXCLUS ONS

All benefit determinations are based on Plan limitations and exclusions in effect at the time expenses are
Incurred. All claimsare subject to review to decide whether services are Covered, according to Plan limitations
and exclusions. You must comply with requests for additional medical documentation, as deemed necessary by
the Claims Administrator, to evaluate a claim for benefits. Failure to submit requested documentation or
information could result in denial of benefits. The Claims Administrator confidentially maintainsall medical
documents Treatment decisions are independent from payment decisions. The patient's Physician is
responsible for deciding whether treatment should be rendered despite whether the charges are totally or
partially included in or excluded from Coverage under the Plan. If any of the entities used to determine the
Medical Necessity or the | nvestigative nature of a drug, device, supply, treatment or any other medical service,
reverses, modifies, or establishesits policy for such expenses and makes such changes retroactive, the Plan will
not make payment for such retroactive Incurred Expenses. The Plan will not seek refunds for it previous
payments, nor make payments for any previously denied expenses, affected by such retroactive changes.

In addition to limitations and exclusions shown elsewherein this SPD, charges for the following expenseswill
not be paid by the Plan, unless specifically shown otherwise for Plan Coverage. Also, please refer to Section X
- Definitions.

1. Plan Coveragenot in Effect. Servicesor suppliesincurred whilean individua isnot enrolled and eligible
in the Plan or Incurred before the Plan became effective or after the Plan is canceled. Services or supplies
that are not Covered according to Plan limitations and exclusions in effect at the time expenses were
Incurred.

2. Unreasonable Charges. Charges that are more than any fees found usual, customary, and reasonable
according to Plan provisions.

3. Not Physician Approved/Not under Care of Physician. Services or supplies not recommended or
approved by a Physician or dentist, received while not under the care and treatment of the ordering
Physician or dentist, or services not rendered by a Covered Provider.

4. Medical Necessity. Servicesor suppliesthat are not Medically Necessary according to Plan provisionsfor
the treatment of an Iliness or Injury. Preventive care or well care such as routine physicals, screening
exams, premarital exams, school exams, camp or sport exams, screening exams, and related services are
not Covered. Tests unrelated to symptoms or treatment of |lIness or Injury, inoculations, immunizations,
vaccinations, or other preventive shots are not Covered. Exception: Care specifically included under
Preventive Care Expense Benefits or voluntary sterilization expenses.

5. Blood Donations. Services or supplies for autologous or directed blood donations and/or storage when
done as precautionary measure in case the need for blood arises. Exception: Autologous or directed
donation services and supplies preceding Surgery as specificaly included in the Plan.

6. Investigative or Experimental /Acupuncture/Alternative Care. Servicesor suppliesrelated to care
considered | nvestigative or Experimental, according to Plan provisions, at the time expenses are Incurred.
Refer to Section X - Definitions under | nvestigative or Experimental. Transplants will be considered
Investigative, except those that are specifically covered by and meet the Federal Health Care Financing
Administration coverage criteria in effect at the time expenses are Incurred. Services or supplies
connected with care such as acupuncture, holistic medicine, hypnotherapy, environmental ecology, and
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7.

10.

11.

12.

13.

other alternate type medicines are not Covered.

Drugd/Infertility/Birth Control/Vitamins/Supplements. Medicines or drugs that can be purchased
without a Physician's prescription, contraceptive (birth control) drugs and devices, infertility drugs, or
vitamins and supplements, including nutritional supplements or food products, whether or not obtainable
by prescription. Exceptions: Insulin, in-vitro fertilization, artificial insemination expenses, and other drugs
specifically included as Covered Expenses under Prescription Drug Expense Benefits

Home Medical Supplies. Medical supplies for home use that are not directly supplied by professional
home care services, or that is not for the operation of Covered Durable Medicd Equipment. ltems
primarily intended for comfort or to support activities of daily living, such as diapers, ice bags,
incontinent pants, support stockings, nutritional supplements, cervical or lumbar pillows. Exception:
Covered colostomy supplies, catheters and related supplies, Covered syringes and needles for conditions
such as insulin dependent diabetes, or certain supplies for diabetics specifically included as Covered
Expenses.

Personal Items. Personal comfort items such astelephone, radio, television or barber services charged
by any facility or other Provider.

Durable Medical Equipment/Braces/Prosthetics/Devices. Services or supplies related to duplicate
medical equipment, braces, Prosthetics or other devices; or the replacement of Durable Medica
Equipment, braces, Prosthetics or other devices due to loss, theft or destruction. The purchase of
Durable Medical Equipment that can be rented unless the length of time the equipment will be needed
makes the purchase of such equipment less costly than the rental. The purchase or replacement of any
biomechanical prosthetic device. Specialized eguipment when standard equipment is adequate for the
patient's condition. Services or supplies related to durable equipment, braces, orthotics or splints used
primarily for athletic use.

Vision. Services or supplies related to vision therapy, visual aids, eyeglasses or contact lenses, or
their repairs, and related examinations to decide the need for, adjustments or repair of them. Surgical
treatment for the correction of arefraction error, including radial keratotomy when corrective lens may
beworn. Exception: Services specifically included in the Plan such asinitial contacts following cataract
or other intra-ocular Surgery, lenses for aphakia and soft lenses or sclerashells intended for treatment of
disease or Injury.Hearing. Services or supplies related to hearing aids, tinnitus masking devices, (or
similar devices), communication devices, and related examinationsto decide the need for, adjustments or
repair of them.

Family Counseling. Counseling and consultation services with members of the family other than the
patient. Exception: Family member counseling under Plan Coverage for alcohol abuse and substance
abuse and bereavement counseling under Hospice Agency care.

Dental Care. Services or supplies related to care or treatment of the teeth, gums or alveolar process
(dental work), such as dental caries (tooth decay), extractions whether simple or surgical, periodontics,
bridges, crowns, orthodontia, implants or other services considered dental in nature. Exception: Charges
by a dentist for care otherwise considered medical such as reduction of fractures of the jaw or facial
bones, surgical correction of cleft lip, cleft palate, removal of stones from salivary ducts, bony cysts of
the jaw, torus palatinus, leukoplakia or malignant tissues, freeing of muscle attachments, or care rendered
for Accidental Injury to sound natural teeth within 12 months after the date of accident.

14. Temporomandibular Joint Syndrome. TMJ appliances or similar devices and related services are not
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15.

16.

17.

18.

19.

20.

21

22.

Covered.

Anesthesia. Services or supplies for the administration of anesthesia for any Surgery or treatment not
Covered by the Plan.

Midwife/Doctor Duplicate Services. Services that are duplicative because they are provided by both a
nurse midwife and Doctor.

Educational/Cognitive/Therapy for Developmental/Birth Defects. Services or supplies related to
special education or cognitive therapy for any reason, or for occupational, physical, psychological or other
therapy that is primarily directed at educationa or mental or physical developmental for learning
deficiencies, mental retardation, developmental disorders, birth defects, autism, spinal bifida, birth defects,
educational or occupational deficits or perceptua and conceptual dysfunctions. This applieswhether or not
associated with manifest mental [1Iness or other disturbances. Services or supplies considered remedial or
educational. Services and supplies that any school system is required to provide under any law including
but not limited to the Handicapped Children Act of 1975 (Public Law 94-142). This applies even if the
Covered Person, parent or guardian does not seek provision of such services or supplies through the school
system.

Occupational Therapy. Services or supplies related to occupational therapy that is primarily directed at
activities of daily living or occupation. Exceptions: Occupational therapy that is part of an Approved Planof
Carefor services by a Home Hedth Care Agency, Hospice Agency, or Inpatient Care by a Hospital or
Skilled Nursing Fecility, Convalescent Care Facility, Rehabilitation Facility: or occupational therapy directed
at functional body improvement as specifically included under rehabilitation therapy benefits.

Foot Care/Shoes/Orthotics/Supports. Servicesor suppliesrelated to routine foot care such as cutting or
removal of corns, calluses, nails, routine hygienic care, or preventive Maintenance Care (ordinarily within
therealm of self-care). Orthopedic shoes, foot orthotics or other supportive foot devices and for treatment
of weak, strained, flat, unstable or unbalanced feet, metatarsal gia, bunions or subluxation of the foot despite
underlying pathology. Exceptions: Routine foot care ordered by an attending medical Doctor while tregting
a person with an insulin dependent diabetic condition, removal of nail roots and open cutting corrective
procedures.

Weight Reduction/Diet Management /Exer cise. Servicesor suppliesrelated to weight reduction or diet
management for treatment of obesity no matter what age, condition, diagnosis or prognosis of the patient.
Diet management, exercise programs or general conditioning programs even when ordered by a Physician.

Inpatient Non-Acute Care/Custodial/M aintenance/Long Term Care. Servicesor suppliesrelated to
any part of an Inpatient stay that is primarily for physical checkups, diagnostic testing, Custodia Care,
Maintenance Careor long term care, residential, sanitarium type, rest cures, or for environmental change or
care that cannot reasonably be expected to lessen the patient's disability enabling him or her to leave an
institution. Exception: Hospice care services specifically included in the Plan.

Non-Acute Facilities. Services or supplies rendered in a place of rest, a place for the aged, a nursing
home or in an education facility, a place mainly for care of acoholism, drug addiction, mental disorders or
tuberculosis unless the facility meets Plan requirements for Skilled Nursing Facility Coverage, or
alcohol/ Substance Abuse Facility Coverage and public or Private Psychiatric Facility Coverage for Inpatient
mental IlIness care.
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23. Skilled Nursing Facility/Medicare. Services or supplies billed by a Skilled Nursing Facility (SNF) for
Inpatient Care when Medicareisthe primary plan according to Medicare Secondary Payer rules. The Plan
will not pay any Inpatient expenses billed by the SNF including, but not limited to, Medicare deductible,
coinsurance and charges Incurred after Medicare exhausted. This applies to the person eligible for
Medicare whether or not enrolled.

24. Custodial Care or Maintenance Care. Services or supplies related to care found Custodia or
Maintenance Care according to Plan provisions.

25. Reversal Sterilization Procedures. Servicesor suppliesrelated to the reversal of sterilization procedures,
whatever the reason.

26. Birth Control. Services or supplies related to oral contraceptives or birth control devices, whatever the
reason.

27. Surrogate Pregnancy. Services or supplies related to surrogate maternity care, including but not limited
to, those needed to start the Pregnancy, prenatal care, delivery or other procedure, and postnatal care.
Benefits are avail able for newbornswho meet the child eigibility requirements and are enrolled under family
Coverage.

28. Gender Identity Disorders. Servicesor supplies connected to sex change Surgery or to any treatment of
gender identity disorders.

29. Cosmetic/Elective Care. Services or supplies connected with elective care, or cosmetic or beautifying
Surgery. Reversal of elective, cosmetic or beautifying Surgery will not be Covered unless found Medicaly
Necessary according to Plan provisions. Exception: Care required to significantly restore tissue damaged
by an Injury or sickness or for reconstructive Surgery that isincidental to or follows Surgery resulting
from a trauma, an infection or other disease of the involved part or reconstructive Surgery because of a
congenital disease or anomaly of a Dependent child that has resulted in a functional defect.

30. Hair Loss/Baldness. Service or supplies related to hair loss or baldness including, but not limited to,
human, or artificia hair transplants, other professional care to stimulate hair growth, drugs to eliminate
baldness or stimulate hair growth, wigs and artificia hairpieces. Exception: Limited Coverage specificaly
included in the Plan for one hairpiece per Lifetime for hair loss resulting from chemotherapy or radiation
therapy.

31. Smoking Cessation/Tobacco. Services, supplies, or drugs related to therapy for cessation of smoking or
other use of tobacco products even if recommended, ordered or prescribed by a Physician.

32. Transportation/Travel. Servicesor suppliesrelated to transportation or travel by any means other than an
ambulance even if ordered, recommended, or prescribed by a Physician. Servicesand suppliesrelated to
non-emergency ambulance services. Ambulance services when the patient could have been safely
transported by other means of transportation. Exception: Ambulance and ambul ette Coverage under Home
Hedlth Care Agency Coverage.

33. Care by Relative/Household Member. Services rendered by an Immediate Relative or Household
Member. Refer to Section X - Definitions under | mmediate Relative and under Household Member.

34. Free Care. Services or supplies received for which no charge would have been made without Coverage
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35.

36.

37.

38.

39.

under the Plan or for which there is no legal obligation for payment by the Enrollee or Dependent.
Exception: Coverage to the extent federal and state law requires the Plan to alow benefits for services
otherwise Covered by the Plan.

Facility Employees. Separate charges for services by members of the staff employed by a Hospital,
Skilled Nursing Facility, Convalescent Care Fecility, Rehabilitation Facility, or by any Inpatient facility
where care is received.

Condition Dueto Military Service. Servicesor suppliesfor which benefitsare, or can be, provided due
to related Iliness or Injury arising from the past or present military service in the armed forces of any
government or international authority.

Illegal Care. Services or supplies considered illegal according to any governmental laws or regulations.

Act of War/Riots. Services or supplies received because of an Injury or sickness due to an act of war,
whether declared or undeclared, or a warlike action in time of peace, or due to participation in a civil
insurrection or riot.

Work-Related/Occupational Conditions. Services or supplies received because of an occupational
Injury or an occupational sickness that entitles the Covered Person to benefits under a worker's
compensation, occupational disease law, or similar legidation. Payment will not be made even if you or
your Dependent does not claim the entitled benefits.
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40.

41.

42.

43.

45.

Government Programs. Services or suppliesthat could be provided by or paid for by any governmental
(domestic of foreign) program (other than Medicaid) under which you or your Dependent are or could be
covered, including, but not limited to, the Handicapped Children Act of 1975 (Public Law 94-142)
Exception: Coverage to the extent that such program requires the Plan to allow benefits that would have
been otherwise payable. Medicareas specifically included inSection V - Medicare I ntegration with Plan
Benefits.

Government Facilities/I nstitutions. Servicesor suppliesreceived in aninstitution owned or operated by
federal, state or local governments. However, benefits will be available for Covered Expenses for the
following exceptions:

a Veerans Hospitd for services and supplies that are unrelated to conditions resulting from military
service in the USA armed forces.

b. State or local government owned Hospital or Skilled Nursing Facility that customarily bills for its
services.

C. Government owned facility that otherwise meet Plan limitations for Coverage as an Outpatientaoohd
or substance abuse treatment facility.

d. Government owned facility or public Hospital that otherwise meet Plan limitations for mental I1Iness
care.

e.  USA military Hospital or Skilled Nursing Facility for treatment of retired or inactive military personnel
or their Dependents or for the Dependents of active military personnel.

f.  Any government facility, if the patient with a sudden and serious|lIness or Injury istreated immediately
at a government facility, because of its closeness, and the confinement is only as long as the
emergency care is necessary or it is impossible to transfer the patient to another facility.

No-Fault Auto Insurance. Services or supplies to the extent they are covered under a mandatory motor
vehicle liability law that requires benefits be provided for personal Injury without regard to fault. This
applies whether or not a claim is made for payment under that coverage. Benefits under this Plan will
automatically be denied if the automobile insurance denies its benefits as not Medically Necessary, or for
late filing. However, expenses not paid under the no-fault insurance due to its deductible and maximum
benefit limitations, will be Covered to the extent Allowable Fees would otherwise have been payable under
this Plan.

Third Party Claim Settlement/Action. Services or aupplies for which payment is received or are
reimbursable because of claim settlement or legal action (third party claim or action), other than from an
insurance carrier under an individual policy issued to you or your Dependent. Exception: Conditiona
payments shown in Section | X - Other Provisionsand Procedures under Right of Subrogation. Failure
to comply with the conditions of the Plan's right to subrogation could result in denial of benefits.

Forms/Missed Appointments/Phone Calls/No Care Given. Medical summaries, invoice preparation,
completion of claim forms, or fees for missed appointments, telephone consultations, or for services or
supplies not actually received or provided.

Other Plan/Benefit Penalties/Primary Care Network/HMO Network. Services or supplies to the
extent such expenses were disallowed by aprimary health plan dueto failure by their enrollee or participant
to follow the requirements of its managed care or benefit management program, pre-admission reviews,
second surgical opinion, or any other reason, including failure to obtain services through a hedth
maintenance organization (or similar organization including Medicare Sponsored managed care
organization); or failure to abide by the HMO primary Physician network.
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46.

47.

48.

Plan Penalties/Deductibles/Copayments/Benefit Limits. Servicesor suppliesto the extent they are not
reimbursed due to benefit penalties, Deductibles, Copayments or other benefit limits under any portion of
this Plan. Exception: When this Plan pays as secondary payer to another Plan according to the
coordination of benefits provision.

Late Claim Filing. Services or supplies for which an adequate claim is not filed with the Claims
Administrator within the Plan time limit for claim submissions. Claims must be submitted no later than 90
days after the end of the Calendar Y ear in which the Covered Expenses were Incurred. Exceptions may be
made at the discretion of the Claims Administrator or the Plan Administrator for late claim filing due to
extenuating circumstances beyond the control of the Enrollee.

Not Included. Services or supplies that are not included as Covered Expenses under the Plan even if
ordered by a Physician. Covered Services or Supplies that are rendered, provided and/or billed by a
Provider that is not included for Plan Coverage even if Medically Necessary. This applies even if such
services, supplies or Providers are not specifically excluded according to Plan provisions.
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SECTION VIII - CLAIM SUBMISSION AND REVIEW PROCEDURES

Each Covered Person or other interested person shall file his or her claims with the Claims Administrator providing
pertinent information or written proof that Covered Expenses were Incurred in a manner that the Claims
Administrator may require to evaluate the claim for Plan benefits. Failure to furnish such proof asrequested will end
in denia of benefits or no further benefits, as applicable. The Claims Administrator is responsible for making benefit
determinations based on afull and fair review of the information submitted and the provisions of the Plan. Any legal
action arising out of the denial in whole, or in part, of Plan benefits shall be directed to the Plan Administrator, the
Bedford Central School District.

A. HOW TO SUBMIT A MEDICAL CLAIM

If Medicare or another health plan is the primary plan, claims should first be submitted to those plans and then to
POMCO with copies of their explanation of benefits or denial. Claims for conditions due to occupational cause,
automobile accident (or automobile related accident) or when benefits could be available under another insurance or
similar plan not owned by you or your Dependents should be submitted to the other planor insurance company. |f
benefits are denied, bills should be sent to POMCO with a copy of the other coverage denial letter. Be sureto advise
the Provider of these situationsto avoid overpayment of Plan benefit. For drug claim submissions, See Section |V -
Covered Services under Prescription Drug Expenses

1. Network Provider Claims. A POMCO Network Provider bills POMCO directly for benefits. You or your
Eligible Dependent need only present your POMCO identification card to confirm Plan eligibility and complete
any information requested by the Provider. Be sureto givethe Network Provider full information on other health
plans and history of any accidental Injuries.

2. Hogspital Inpatient or Outpatient Claims. Usually, the Hospital will mail claimsdirectly to POMCO. If you
are billed directly, follow the instructions for Other Claims Submissionsshown below. If you or your Eligible
Dependents are covered by more than one plan, the Hospital will usualy bill the plans according to standard
Medicare or COB order of benefit determination rules. Example: If Medicareis primary, the Hospital will first
bill Medicareand then POMCO for any balance. Be sureto provide information concerning all health coverage
to help assure proper billing.

3. Other Claim Submissions. If Medicareis primary for medical services or supplies, the Provider will usualy
bill Medicaredirectly. All you need to do is provide the necessary information to enable the Provider to submit
to Medicare The Provider may then bill you or POMCO directly. If you are billed for Covered Services, you
must take the following steps to submit a claim for benefits:

a A District claim form should be obtained from the District or from POMCO.

b. Be sure to read the instructions printed on the claim form. Remember: You must attach a completed
clam form each time you send in medica bills and a separate claim form is needed for each Family
Member.

C. Once you have completed your portion of the claim form, the Doctor can complete his portion, if needed,
or you may attach itemized bills. If an itemized bill is attached, it must clearly state the patient's name,
diagnosis, full description of service rendered and an itemized list of charges with dates of service.

d. For services rendered by other than a Doctor, the bill should aso include the Provider's signature and tax
identification number. Any hill from anurse must show the date, place and hours of duty, charge per hour,
total charge per day and signature, credentials and registration number.
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e. If services are due to a non-occupationa or other Accidental Injury, you must provide complete details on
how, where, the date, and the time such Injury was sustained. I Injury was sustained at a place other
than your place of residence, a third party verification form should be obtained from the District Benefits
Office or from POMCO and completed by you. Attach completed form with your initial claim to avoid

processing delays.

f. Attach Medicareor other plan explanation of benefits or denial, if appropriate. All completed formsand
itemized bills should be submitted to:

POMCO
P.O. BOX 6329
SYRACUSE, NY 13217-6329

The Claims Administrator will accept other valid claim forms that provide the necessary information to decide
Plan Coverage. If you fail to provide necessary information, your claim could be returned to you to provide
missing information or additional details may be requested which could delay the determination of Plan benefits.
POMCO will advise you of the approval or rejection of your claim by mail, usually within 30 daysfollowing the
receipt of satisfactory proof of the claim.

B. TIME LIMIT ON CLAIM SUBMISS ON

Written proof of claims should be submitted as expenses are Incurred. However, to be considered for benefits,
claims must be submitted (postmarked) no later than 90 days after the end of the Calendar Y ear in which the
Covered Expenses were Incurred. The Plan Administrator or Claims Administrator may dso accept a claim
after the time limit has elapsed if extenuating circumstances prevented the Enrollee from submitting his or her
claim within the time limit.

C. AUTHORIZATION TO PAY PROVIDER/BENEFIT ASSIGNMENT

Although direct payment may be authorized as shown below, under no circumstances may you assign your
right to benefits under this Plan to any person, corporation or other organization. Y ou may not assign your
right to take legal action under this Plan to any Provider of service. Any assignment of your right to benefits
or your right to legal action under this Plan will be void.

Hospital Expense Benefits are generaly paid directly to the Hospital or other facility unless the expenses were
already paid by your or another plan. Network Provider benefits are paid directly to the Provider. All other
hedth benefits are generaly paid directly to you unless you direct payment to the Provider by written
authorization. Such an authorization appears on the claim form. A separate claim form should be used for each
Provider to whom you want direct payment to be made. The Plan may, at its option, accept such authorization
of payment to a Hospital, facility, Physician or other Covered Provider.

In the absence of Provider tax identification information, the Plan may remburse benefits to you rather
than the Provider even if you authorized payment to the Provider. If thisPlan is considered secondary
payer, the Plan may, at itsoption, pay you, theProvider, or pay the primary plan for itsoverpaid benefits.
If you die, the Plan may elect to pay benefits to any unpaid Provider, your estate, your Spouse, your
parents, your children or your brothers and dSdsers, as  deemed  g@ppropriate.
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D. HEALTH CLAIM INQUIRIES

When you have any questions concerning Your Coverage, you may call the District Benefits Office or cal
POMCO &t their toll-free number, 1-800-695-5170.

E. CLAIM APPEALS PROCEDURES

1. Denial by Claims Administrator. If a Covered Person's claim for benefits under this Plan is denied, in
whole or in part, the Claims Administrator will provide written notice of the denia usualy within 30 days
after receipt of satisfactory proof of claim. If specia circumstances require an extension of time for
processing theinitial claim, awritten notice of the extension and the reason will be furnished to the claimant
before the end of the initial 30-day period. In no event will such extensions exceed an additional 90 days.
Commencement of benefits payment will establish notice of approval of aclaim to the extent of the amount
of the approved benefit. For all purposes of the Plan, such decision on claims (unless claim appeal review
requested) shall be final, binding and conclusive on all interested parties as to participation concerning the
Plan. The notice denying a claim for benefits will be written and will include:

a  The specific reasons for the denidl;

b. Specific references to the pertinent Plan provisions on which the denial is based;

C. A description of additional information necessary for the claimant to perfect the claim and an
explanation of why such materia or information is necessary; and,

d. Information about how to submit the claim for review.

2. Initial Appeal of Claim Denial. If aclaim for benefitsis denied or if the applicant had no response to
such claim within 30 days of its submission (in which case the claim for benefits will be deemed to have
been denied), the applicant may appeal the denia to the Claims Administrator within 60 days from the date
of the receipt of written notice of the denia or 60 days from the date such claim is deemed to be denied.
The request for appeal must bein writing and sent to POMCO, Claims Review, P.O. Box 6329, Syracuse,
NY 13217-6329. In pursuing such appeal, the applicant or his or her duly authorized representative:

a May request in writing that the Plan Administrator or the Claims Administrator review the denidl;

b. May review pertinent documents; and,

C. May submit issues and commentsin writing, statingthe reason or reasons for the disagreement with
the claims determination in clear and concise terms.

Following receipt of the written request for review and any supporting information submitted with the
request, the Plan Administrator or Claims Administrator will fully and fairly review the previous clam
determination. The decision on review shall be made by the Plan Administrator or the Claims Administrator
within 60 days of receipt of the request for review, unless special circumstances require an extension of
time for independent investigation concerning the merits of the denied claim, in which case adecision shall
be rendered as soon as possible, but not later than 120 days after receipt of the request for review. If such
extension of time is required, written notice of the extension shall be furnished to the claimant before the
end of the original 60-day period. The decision on review shall be made in writing, and shall include specific
references to the provisions of the Plan on which the denial is based. If the decision on review is not
furnished within the time specified above, the claim shall be deemed denied on review and the claimant shall
be allowed to exercise the right to pursue any other legal or equitable remedy otherwise available. If the
participant continues to disagree with the appeal review, then he or she may request afinal review as shown
below. For al purposes under the Plan, the decision on the appeal review (unless final appeal review
requested) shall be final, binding and conclusive on al interested parties as to participation relating to the
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Plan.

3. Final Appeal Review. If an Enrollee or Covered Person is not satisfied with the decision made on his or
her initial appeal, afinal appeal may be made directly to the Bedford Claims Appeal Committee (Committee).
This Committeeis composed of two appointees of the Superintendent of Schools and, according to which
unit the appeal or complaint isin, either the president of the Civil Service Employees Association and one
appointee of the President of the Civil Service Employees Association; or the President of the Bedford
Teacher's Association and one appointee of the Bedford Teacher’'s Association; the President of the
Bedford Association of School Administrators and one appointee of the Bedford Association of School
Administrators.

Thefinal appeal must beinwriting and sent to the Plan Administrator within 30 days after receipt of thefull

or partia denial of benefits based on the initial claim appeal decision. The Committee may, in its sole
discretion, accept the appeal after such time has elapsed if, in their opinion, extenuating circumstances
prevented the participant from making aclaim during such period. If necessary, the Plan Administrator will

delete or redact the Employee, retiree and/or Dependent’ s name before they refer the appeal documentsto
the Committee. Throughout the claims appeal process, confidentiality will be maintained. The Committee
will complete its review of the claim appeal within 20 days after its receipt of the appeal documents. The
determination of the Committee will befina and binding on dl parties, unlessthe Committee failsto reach a
majority decision.

If the Committee cannot reach a majority decision, the matter may be submitted for binding arbitration
within 10 days of receipt of the Committee decision. Thisarbitration isto be presented before a Physician
arbitrator chosen through the American Arbitration Association. The costs of any arbitration procedures
will be shared by the District and according to which unit the appeal or complaint is in, either the Civil

Service Employees Association; Bedford Teacher’s Association; or the Bedford Association of School

Administrators. The determination of the arbitrator on the matter in review shall beissued within 30 days
of the hearing before the arbitrator and will be final and binding on all concerned parties. The arbitrator
cannot add to, modify or deviate from the terms of the health Plan.

F. LEGAL PROCEEDINGS

No action at law or equity shall be brought to recover under the Plan before the expiration of the later of 60 days
after proof of claim has been furnished to the Claims Administrator or 30 days after the exhaustion of all appea

rights under this section of the Plan, nor shall any such action be brought at al unless commenced within two
years from the date the Covered Services or Supplies wereIncurred. However, in the event this self-funded
Plan is being canceled and the Covered Person is notified of the cancellation, no action to recover under this
Plan shall be brought unless commenced before the later of 30 days after the date of such notification or 90
daysfrom the date of the Plan cancellation. The agent for service of legal processisthe Bedford Central School

District.

SECTION IX — OTHER PROCEDURES AND PROVISONS

A. NOT A CONTRACT

Any and all rights accruing to any person under the Plan shall be subject to the terms and conditions of the Plan.
The Plan shall not constitute a contract between the Plan Sponsor and any Covered Enrollee or participant, nor
shal it be considered an inducement for the initial or continued employment of any Employee. Likewise,
maintenance of the Plan shall not be construed to give any Employee the right to be retained as an Employee by
the Plan Sponsor or to any benefits not specifically provided by the Plan.
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B. VERIFICATION OF CLAIM INFORMATION

The Plan Administrator and the Claims Administrator have the right to request from you or your Eligible
Dependents, Hospitals, approved facilities, doctors or other Providers any medical records or other information
that is necessary for the proper handling of claims. When you become Covered under the Plan, you
automatically give permission to the Plan Administrator and the Claims Administrator to obtain and use those
records and that information. Failureto release such information on atimely basis, or failure on the part of the
Enrollee, patient, parent or guardian to authorize the release of appropriate information could result in denial of
benefits. The Claims Administrator confidentially maintains all medical records.

C. RIGHT OF EXAMINATION

The Plan Administrator shall have the right, to require an independent medical examination for you or your
Eligible Dependent when and so often asit may reasonably require such examination during the determination of
aclam.

D. INDEMNITY BENEFITS

Benefits under the Plan are only available for servicesrendered. Except as otherwise specified, benefits cannot
be preapproved. Benefit determination will be based on Plan limitations (eligibility, benefits, etc.) and exclusions
in effect at the time service is rendered.

E. MISREPRESENTATION/FRAUD

If it isfound that a claim for benefits, or any materials provided for evaluating a claim for benefits under the
Plan, contains false information, or that you or your Dependent or a Provider conceals, for the purpose of
misleading, information concerning any fact material to aclaim for benefits thereto, such claim may be denied in
total and the Plan Administrator and/or the Claims Administrator may recover any benefits paid to you and/or a
Provider. This paragraph does not affect the right of the Plan Administrator to pursue any crimina or civil
remedies that may exist under applicable state or federal law.

F. REFUND DUE TO OVERPAYMENT OF BENEFITS

If payment has been made for Covered Services or Supplies under the Plan that is more than the benefit that
should have been paid or for services or supplies which should not have been paid according to Plan provisions,
the Plan Administrator shall have theright to demand afull refund or may cause the deduction of the amount of
such excess or improper payment from any subsequent benefits available to such Covered Person or other
present or future amounts available to such person, or recover such amounts by any other appropriate method
that the Plan Administrator, in its sole discretion, shall determine. Each Covered Person hereby authorizesthe
deduction of such excess payment from such benefits or other present or future compensation payment.

Payments madein error for services or supplies not Covered by thisPlan shall not be considered certification of
coverage and will not limit the enforcement of any provision of this Plan for all claims submitted under the Plan.

G. RIGHT OF REIMBURSEMENT

This Plan specifically does not provide any Coverage with respect to any Injury or Iliness for which a third
party may be liable or legally responsible. |f you or your Dependent receives payment or expects payment from
athird party insurance, surety or other type plan not owned by or issued to you or your Dependent for medical
expenses resulting from such Injury or IlIness, you should not submit aclaim under this Plan for such medical
expenses. Any Plan benefits paid against such claims will be considered an overpayment. The Plan will
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exerciseitsright to full reimbursement for resulting overpayments. However, if for some reason the third party
claim payment or settlement is expected to be delayed for an extended time, the Plan Administrator may, at its
option, authorize Plan benefits for medical expenses that would otherwise be Covered by thisPlan. Therules
shown below govern how this Plan pays benefits in such situations.

1

Conditional Benefit Payment. If a Covered Person has medical expenses resulting from an Injury,
accident or IlIness for which athird party is, or may be, held responsible and such third party payment or
settlement is withheld for an extended period, the Plan Administrator may, at its option, authorize
conditional interim benefit payments for medical expenses that would otherwise be Covered by the Plan.
However, any advance payments are subject to the Plan’s reimbursement rights. Before such benefits are
conditionally made, you and/or your Eligible Dependent, or authorized representative, if a minor, must
execute an agreement that acknowledges and affirms (&) the conditional nature of such benefit payments
and (b) the Plan’s rights of reimbursement for benefits paid, as shown below.

Reimbursement Agreement. If benefits are paid or available as the result of an action of athird party,
this Plan will be entitled to full recovery of its payments on behalf of any Covered Person with respect to
such action. In addition, once it is determined that a third party is liable in any way for the Injuries or
IlIness giving rise to these expenses, to receive benefits, or to continue receiving benefits from this Plan,
you must take the following steps or al benefit payments to you will be stopped.

You are required to advise this Plan in writing of any expenses for which athird party may beliable. You
and/or your Eligible Dependent or authorized representative, if aminor or if unable to sign, must execute
and deliver such documents, notices or papers as may be required and must do whatever else is needed to
secure the Plan rights, including the following:

a You and/or your Eligible Dependent or legal representative must agree, in writing, to provide the
Claims Administrator with written notice whenever aclaim is asserted or could be asserted against
and/or recovery is received from any third party (or insurer or surety thereof) for damages as the
result of the Injury or IlIness; and

b. You and/or your Eligible Dependent or legal representative must agree, in writing, on a form
acceptable to the Claims Administrator, to reimburse this Plan for any benefits paid by this Plan due
to such Injury or Illlness. Such Plan benefits must be reimbursed 100% from any settlement,
judgement or other payment that you obtain from the liable third party before they take out any other
expenses, including attorneys' fees, from the payment. The amounts to be recovered by the Plan
pursuant to this provision cannot be reduced by any attorney’s fees, court costs or other
disbursements.

¢. Youand/oryour Eligible Dependent or legal representative must provide, in writing, an assignment of
proceeds or alien against such proceeds, in favor of the Plan in the amount of any benefits paid by
the Plan due to such Injury or IlIness; such assignment to be valid against any judgement, settlement,
or recovery in any manner that is or will be received from such third party or third party'sinsurer or
surety.

If you or your Dependent failsto tell this Plan that you or your Dependent has aclaim against athird party;
if you or your Dependent fails to assign your claim against the third party to the Plan when required to do
so (and to cooperate with this Plan’ s subsequent recovery efforts); if you or your Dependent failsto require
any attorney subsequently retained to sign the Plan’s lien forms; if you and/or your Dependent and/or
authorized representative or attorney fail to fully reimburse this Plan out of any payment obtained from the
third party or fail to fully reimburse the Plan, then you are personally liable to this Plan for the
reimbursement owed this Plan as the result of the third party payment or settlement. This Plan may then
reguest reimbursement from you and offset the amount you owe from any future benefit claims for any
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Covered Family Member or if necessary and/or take legal action against you.

The Plan reserves the right to deny benefits for any charges that are or could be considered subject to the
Plan’s right of reimbursement in the case of failure by you and/or your Eligible Dependent or legd
representative to comply with the above conditions. The conditions shown above will not apply to benefits
paid under Medicare supplementary coverage nor to any payments made under any insurance policy, plan
or certificate issued to you or your Eligible Dependents.

H. AMENDMENTS OR CANCELLATION OF THE PLAN/
RIGHT TO DEVELOP GUIDELINES

The Plan Administrator, in its sole discretion, reserves the right to amend, reduce, revise or cancel any or al of
the benefits, limitations, provisions, inclusions or exclusions of the Plan. If the Plan cancels, Coverage will end
for al persons enrolled under the Plan. The Plan Administrator reserves the right to develop or adopt criteria
which set forth in more detail the instances and procedures for which expenses for services and supplies may
be approved within the limitations and exclusions of this health Plan.

I. CONFORMITY WITH LAW

This Plan will be governed and construed according to any federal or state lawsto which it is subject. If any
provisions of the Plan are contrary to any law to which it is subject, then such provision will be automatically
amended to conform or comply with such law. If the Plan does not include provisions to comply with any law
for which it is subject, then the Plan will automatically be amended to include such provisions.

J. SEVERABILITY

If any provision of the Plan shall be found by a court of competent jurisdiction to be void, invalid or
unenforceable, the same shall either be reformed to comply with applicable law or stricken if not so
conformable, so as not to affect the validity or enforceability of the remainder of the Plan.

K. WAIVER AND ESTOPPEL

No term, condition, or provision of this Plan shall be deemed waived, and there shall be no estoppel against
enforcing any provision of the Plan, except through a writing of the party to be charged by the waiver or
estoppel. No such written waiver shall be deemed a continuing waiver unless explicitly made so, and shall
operate only regarding the specific term or condition waived, and shall not be deemed to waive such term or
condition in the future, or asto any act other than specifically waived. No participant other than as named or
described by class in the waiver shall be entitled to rely on the waiver for any purpose.

HEADINGS

All article and section headings in the Plan have been inserted for convenience only and shall not decide the
meaning of the content thereof.
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SECTION X — DEFINITIONS

Certain words and phrases applicable to or used in this SPD are listed below with the definition or explanation of the
manner in which the term is used for the purpose of the Plan. Masculine pronouns used in this SPD shall include
masculine or feminine gender, unless the context indicates otherwise.

ACCIDENTAL INJURY —Non-occupational bodily Injury caused by an event that is sudden and not foreseen, and
is exact asto time and place. Injury must be unexpected and unavoidable. The breakdown or fracture of natural
teeth or other dental condition caused by chewing will not be considered an Accidental Injury.

ACTIVELY EMPLOYED/ACTIVE EMPLOYMENT - An Employee who is on the regular payroll of the District
and does, for the most part, al the substantial and material duties of the job and regularly works the minimum hours
per day or week established by the Employer for eligible employment or who is on an approved paid Leave of
Absence

ALCOHOL ABUSE FACILITY - An agency or freestanding facility or a Hospital center that is certified by the
New Y ork State Office of Alcoholism and Substance Abuse Services (OASAYS) for the treatment of a coholism. For
services rendered outside New Y ork State, the Alcohol AbuseFacility must be certified by a state agency similar to
the New York State OASAS. If astate does not have a certification regulation, the facility must be approved by the
Joint Commission on Accreditation of Health Care Organizations for the treatment of alcoholism.

ALLOWABLE FEES - The Usual, Customary and Reasonable Charges as determined by the Claims Administrator
for Covered medical services rendered and billed by Covered Out-of-Network Providers. If billed by Network
Providers, Allowable Fees means the network scheduled allowance or negotiated discount based on the Provider’sor
network agreement with the Claims Administrator. The Plan will not pay charges that exceed Allowable Fees. The
Enrollee is responsible for payment of any charges that are not allowed under the Plan.

ALLOWABLE SERVICES OR SUPPLIES - See Covered Services or Supplies.

AMBULATORY SURGERY - Surgery given on other than anInpatient basis. For examplein aPhysician’s office,
aclinic, Outpatient department of a Hospital, ambulatory facility or other Outpatient location.

AMBULATORY SURGICAL FACILITY - A specialized facility operated, according to the applicable laws of the
jurisdiction in which it is located; or accredited by the Joint Commission for the Accreditation of Health Care
Organizations or the Accreditation Association for Ambulatory Care; or approved by Medicare, to render Outpatient
services for Ambulatory Surgery. The facility must be organized and used mainly for Outpatient Surgery, have a
staff of surgeons and anesthesiologists, and full-time professional nurses. An Ambulatory Surgery center that is part
of a Hogpita is not considered an Ambulatory Surgical Facility.

AMENDMENT - A change, revision, deletion or addition to the Plan Description or document by the Plan
Administrator.

APPROVED CARE OR PLAN OF CARE - Any service or course of treatment approved for benefits by the Claims
Administrator under the terms and limitations of the Plan.

AVERAGE SEMI -PRIVATE ROOM RATE - The standard semi-private rate in the Hospital or facility. If the
Hospita does not have a semi-private rate, the semi-private rate shall be deemed to be 80% of the room and board
charges made by the Hospital or facility for its lowest priced private room accommodations. If the Hospital has
severa semi-private rates, the prevailing, or the most common rate, shall be used. Semi-private
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accommaodations are usually rooms with two or more beds.

BIRTH CENTER OR BIRTHING CENTER - A free-standing facility or a Hospital center that isestablished,
equipped and operated, according to the applicable laws of the jurisdiction in which it islocated, or accredited
by either the Joint Commission for Accreditation of Health Care Organizations or the Accreditation Association
for Ambulatory Care; or by Medicare, to provide Inpatient and Outpatient maternity care for uncomplicated
pregnancies, including routine prenatal care, routine full-term delivery, and immediate postpartum care. The
facility must have an agreement with alocal Hospital to accept emergency admissions of its maternity patients
with serious complications.

CALENDAR YEAR - A period of twelve months, commencing with January 1 and ending December 31 of the
same year.

CALENDAR YEAR DEDUCTIBLE - The amount of alowable expenses that must be paid by the Employee
each Caendar Year before the Claims Administrator can determine benefits. See also Deductible.

CLAIMSADMINISTRATOR - The person or organization under contract with the Plan for the processing
and determination of benefits under the Plan.

COBRA - The continuation of Plan Coverage according to Federal regulations under the Consolidated Omnibus
Budget Reconciliation Act of 1986 and subsequent Federal COBRA regulations affecting this type of Plan.

COLLEGE OR UNIVERSITY - An inditution accredited in the current American Council on Education
publication of Accredited Institutions of Post-Secondary Education.

CONTRIBUTION - The portion of the Plan costs that the Plan Administrator or Plan Sponsor collects from
Plan participants.

CONVALESCENT CARE FACILITY - See Skilled Nursing Facility.

COPAYMENT - That figure shown as a Percentage used to compute the amount of benefits available or adollar
amount applied to Allowable Fees. The Covered Person isresponsible for payment of the Copayment reduction
amount.

1. Percentage Copayment is the Percentage of Allowable Fees, after applicable Deductible, that the Plan pays
for Covered Services or Supplies under Major Medical Expense Benefits. The Enrolleeis responsible for
payment of the balance.

2. Network Copayment is the portion of Network Allowable Fees that the Employee must pay to the
Network Provider. The balanceis paid by the Plan.

3. Drug Copayment is the dollar amount that the Employee must pay toward the cost of ageneric or brand
name drug purchase. This Copayment is separate from any other Plan Copayments. The balance of
Allowable Fees is paid by the Plan.

COVERAGE OR COVERED - Hedlth services or supplies for which benefits are available under the Plan.
COVERED EXPENSES - See Allowable Fees.

COVERED PERSON -Any person enrolled and eligible for benefits or Coverage under this Plan.
COVERED PROVIDER - See Provider.
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COVERED SERVICESOR SUPPLIES - Services or suppliesincluded for Plan Coverage and found Medicaly
Necessary according to Plan provisions.

CUSTODIAL CARE- Any ingtitutional, Outpatient or professional care which isnot for diagnosis or trestment.
Careis also Custodia when it is primarily to meet persona needs. Examples of Custodial Careare: Assistance
in the activities of daily living (such as help in walking, getting in and out of bed, bathing, dressing, eating, and
taking medicine); administration of oral medications; assistance with supportive or Maintenance Carephysica
therapy; care due to incontinence; turning and/or positioning in bed; acting as a companion or sitter; or nurse
aide services.

DEDUCTIBLE - The amount of allowable expenses that must be paid by the Employee before certain benefits
can be determined by the Claims Administrator. See also Caendar Y ear Deductible.

DEPENDENT - AnEnrolleg'slega Spouse or an Enrolleg's child who meets the conditions shown in Section |1 -
Eligibility and Enrollment.

DOCTOR - For the purposes of the Plan means a person legaly licensed to practice medicine (MD) or
osteopathy (DO). See aso Physician.

DURABLE MEDICAL EQUIPMENT - Equipment found Medically Necessary according to Plan provisionsfor

the treatment of disease or Accidental Injury or to improve body function lost as the result of adisease, Injury

or congenital abnormality which meetsall of the following requirements. Durable Medical Equipment must be:

1 Prescribed by a Physician who indicates the necessity of the item, including diagnosis, reason for use,
purpose, expected duration of use and a full description of item prescribed;

2. Non-aesthetic in nature;

3. Safe and effective for home use without medical supervision;

4, The most appropriate equipment or model for the reported condition. Deluxe equipment is not allowable
when standard equipment is available and medically adequate for the reported condition;

5. Made to stand extended and repeated use. Disposable supplies may be allowed if required to operate the
medical equipment;

6. Required to replace body function lost or impaired due to disease, Injury or congenital abnormality or is
Medically Necessary to carry out necessary activities of daily living connected to the patient's health or
hygiene with little to no aid from others. It must not be solely for the convenience of the patient or the
patient's caregiver;

7. Used to serve a medical purpose. It must not be useful without disease or Injury and must not be for
comfort, used to enhance the patient's home or environment, alter air quality or temperature or for exercise
or training.

EFFECTIVE DATE OF COVERAGE - The date Coverageis effective with respect to an enrolled and eligible
Employee or Dependent.

ELIGIBLE DEPENDENTS - See Dependents.

EMPLOYEE - Any person who is considered an Employee of the District according to the digibility
requirements of the Plan. Former Employees or retirees may also be designated Employeesif so designated by
the District digibility requirements.

ENROLLEE or Covered Enrollee - An enrolled and digible Employee, retiree, surviving Dependent or COBRA
participant under whose social security number enrollment is made.
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EXPERIMENTAL - See Invedtigative.
EXTENDED CARE FACILITY - See Skilled Nursing Facility.

FAMILY MEMBERS - The Enrollee and his or her digible Dependents enrolled in the Enrolleg’s family
Coverage.

FULL-TIME - A basis of employment which requiresthe Enrolleeto be at work for at least the qualifying hours
per week based on criteria established by the District or by negotiated bargaining agreements with the District.

GENERAL ANESTHES A - The administration of anesthesia consisting of spinal or rectal anesthesiaor by a
drug or other agent administered by injection or inhalation, other than local infiltration, the purpose of whichis
to obtain muscular relaxation, loss of sensation, or loss of consciousness.

GENERAL HOSPITAL - See Hospitd.

GENERIC DRUG - A drug, available only upon the written prescription of a Physician, used for the treatment
of an Illness or Injury and supplied in its generic or chemical name rather than as a proprietary, trade or brand
name product.

HANDICAPPED CHILDREN ACT OF 1975 (Public Law 94-142) - Thefederal Handicapped Children Act of
1975 (Public Law 94-142), as amended, assures that all handicapped children have free appropriate public
education through their local public school system. This public education emphasizes specia education and
related services to meet their needs. It requires the local public school systems to provide the opportunity for
due process evaluations and impartial hearings by the parents or guardians of such children. The term
handicapped child includes, but is not limited to, a child who mentally retarded, hard of hearing deaf, speech
impaired, visualy handicapped, seriously emotionally disturbed, orthopedically impaired, or specific learning
disabilities and because of one or more of these impairments need special education and related services. The
public shool system is responsible for providing or paying the cost of any developmental, corrective or
supportive services as mandated by the Public Law 94-142. Complete information concerning benefits available
and procedures for this special education and supportive services can be obtai ned from the administrative office
of your local public school system.

HEALTH CARE BENEFITS - Hospital-medical-surgical benefits.

HOME HEALTH CARE AGENCY - An agency that meets all of the following criteria:

1 It must be duly accredited to provide skilled services and other therapeutic services according to state
regulations; and

2. In New York State, it must be certified and have avalid license under Article 36 of the New Y ork State
Public Health Law. If outside New Y ork State, it must have an appropriate operating certificate issued by
the appropriate state agency in the state where the careisrendered. The Provider outside New Y ork State
must be a Hospital or a nonprofit or public home health service or agency.

HOME HEALTH AIDE - A person, other than a Physician or a nurse, who provides care of a medical or
therapeutic nature and reports to and is under the direct supervision of a Home Health Care Agency.

HOME HEALTH CARE PLAN - A plan to provide out of Hospital care to a person rendered by an approved
Home Hedth Care Agency. To qualify, the plan must be established and approved in writing by a Physician
who certifies that the person would require confinement in a Hospital or Conval escent Care Facility/Extended
Care Facility/Skilled Nursing Facility if he did not have the care and treatment stated in the care plan.
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HOSPICE AGENCY - An organization that has an appropriate operating certificate issued by the New Y ork
State Department of Health to provide hospice care. Outside New Y ork State, the Hospice Agency must be
certified under criteriasimilar to those used in New Y ork by a state agency in the state where the hospice careis
provided; or Medicare must approve it for hospice care.

HOSPICE CARE PLAN - A Plan of Carefor treatment of aterminal patient that is established and conducted
by the Hospice Agency under the supervision of a Physician.

HOSPICE UNIT - A Hospice facility or a separate Hospital unit that provides treatment under a Hospice Care
Plan and admits patients who are not expected to live more than six months due to termina 1lIness.

HOSPITAL - An acute care ingtitution that makes charges and is engaged primarily in providing medical care
and treatment to sick and injured persons on an Inpatient basis at the patient's expense, which fully meets all of
the following requirements:

1 It is an institution operating and licensed according to the law of the jurisdiction in which it is located
concerning ingtitutions identified as Hospitals;
2. It is primarily engaged in providing diagnosis, treatment and care of injured or sick persons on an

Inpatient basis and receives compensation from its patients. 1t maintainsfacilities on the premisesfor major
operative Surgery, and it provides twenty-four (24) hour nursing care by professional registered nurses,
3. It is not a Skilled Nursing Facility and is not, other than incidentally a nursing home, a place for rest, a
place for the aged, a place for the mentally ill or emotionally disturbed, or a place for the treatment of drug
addiction or alcoholism; and
4. It is a Hospital accredited by the Joint Commission on Accreditation of Health Care Organizations or
certified by Medicare as an acute care facility.
The term Hospital shall also include aM edicareapproved free standing kidney dialysisfecility for kidney diadysis
services and a public (government owned) mental health facility for Inpatient or Outpatient care of mental
[lIness.

HOSPITAL MISCELLANEOUS EXPENSES - Charges made by a Hospital on its owvn behaf for medica
services or supplies given to a Covered Person either on an Inpatient or Outpatient basis. Such services or
supplies must be Medically Necessary for the patient’s treatment. Room and board and professional services
(including intensive nursing care by whatever name called), are not considered Hospital Miscellaneous Expenses
whether given under the direction of the Hospital or otherwise.

HOUSEHOLD MEMBER - Any person sharing a common abode as part of a single family unit, including
domestic employees and others who live together as part of a family unit, but not including a mere roomer or
boarder.

ILLNESS - Any non-occupational Injury, sickness or disease that manifests treatable symptoms and requires
treatment of the affected Covered Person.
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IMMEDIATE RELATIVE of patient or Enrollee means any of the following:
Spouse of the patient or Enrolleg;

Natural or adoptive parent, child or sibling;

Stepparent, stepchild, stepbrother or stepsister;

Father-in-law, mother-in-law, brother-in-law, or sister-in-law;
Grandparent or grandchild; or

Spouse of grandparent or grandchild.
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INCURRED OR INCURRED DATE - The date the actual service or supply was rendered or received.

INCURRED EXPENSES - Those services or supplies given to or received by a Covered Person. Such
expenses shall be considered to have accrued at the time or date the service or supply is actually provided.

INJURY - A non-occupational accidental bodily Injury of a Covered Person which was caused by an external
force and is unrelated either directly or indirectly to al other causes. Any condition or llinessthat is caused by
or contributed to by a hernia of any kind will be considered a sickness.

INPATIENT OR INPATIENT CARE - The period during which you are treated at a Hospita or a
Convalescent Care Facility/Extended Care Facility/Skilled Nursing Facility or other facility as a registered bed
patient for whom room and board charges are made.

INSURERS - An insurance or reinsurance company and excess or stop loss carriers.

INVESTIGATIVE OR EXPERIMENTAL - Any carethat is not widely accepted professionally in the United

States as effective, appropriate and essential treatment of a reported IlIness or Injury based upon recognized

standards of health care. A drug, device, medical treatment or procedure is Investigative or Experimental if:

1. The drug or device cannot be lawfully marketed without approval of the U.S. Food and Drug
Administration (FDA) and approval for marketing has not been given at the time the drug or device is
furnished or an FDA approved drug or deviceis used for purposes other than those conditions for which
approved; or

2. Reliable evidence shows that the drug, device or medical treatment or procedureis the subject of ongoing
Phasel, Il or Il clinical trials or under study to decide its maximum tolerated dose, itstoxicity, its safety,
its efficacy, or its efficacy as compared with the standard means of treatment or diagnosis;

3. Reliable evidence shows that the consensus among experts regarding the drug, device or medical
treatment or procedure is that further studies or clinical trias are necessary to determine its maximum
tolerated dose, its toxicity, its safety, its efficacy, or its efficacy as compared with the standard means of
treatment or diagnosis;

4, Reliable evidence shows that the consensus among expertsis that the drug, device or medical treatment
or procedure once recognized as effective is no longer considered usual, customary, reasonable or
necessary care;

5. The Federa Hedth Care Finance Administration (HCFA) Coverage criteria are not met for the drug,
device or medical treatment or procedure; or

6. The Plan Administrator, in its sole discretion, decides that the treatment, procedure, device, drug or
medicine is Investigative or Experimentdl.

Reliable evidence shall mean only published reports and articles in the authoritative medical and scientific

literature; the written protocol or protocols used by the treatment facility or the protocol(s) of another facility

studying substantially the same drug, device or medical treatment or procedure; or the written informed consent
used by the treating facility or by another facility studying substantialy the same drug, device or medica
treatment or procedure. If any of the entities used to determine the Investigative nature of a drug, device,

Bedford/Carmel Health Benefit Plan for Bedford Central Schools 84



supply, treatment or any other medical service, reverses, modifies, or establishesits policy or protocol for such
expenses and makes such changes retroactive, the Plan will not make payment for retroactive Incurred
Expenses. The Plan will not seek refund for its previous payments, nor make payments for any previously
denied expenses, affected by such retroactive changes.

LEAVE OF ABSENCE - A period during which an Employeeis not actively working, whether or not receiving
compensation or wages, is digible to continue under the Plan with specific advance written approval of the
District based on established criteria or based on the Family Medical Leave Act, afedera law.

LIFETIME - Any reference to Lifetime shown in this Plan means al periods during which the person is
Covered under the Plan. Under no circumstances, does the Plan pay benefits for any period during which the
person does not meet Plan eligibility or continuation requirements.

MAINTENANCE CARE - Carerendered and directed at relieving discomfort or preserving function secondary
to conditions where further enhancement of function cannot be demonstrated or expected. Carethat cannot be
reasonably expected to lessen the patient’s disability enabling him or her to leave an institution. Maintenance
Caredoes not imply the absence of symptoms nor doesit imply such services are not necessary. Itimpliescare
rendered to maintain a function and prevent the condition from worsening.

MEDICAL BENEFITS- Plan payment for Covered medical services, suppliesor devicesrelated to treatment of
IlIness or Injuries and for specified preventive services.

MEDICALLY NECESSARY OR MEDICAL NECESSITY for purposes of benefit determination means
services, drugs, supplies or equipment provided to a patient for the treatment of anIliness or Injury, only when
it meets all of the following requirements:

1. It is consistent with the symptom or diagnosis and treatment of the sickness, disease, ailment or Injury;
2. It is according to generally accepted standards of good medical practice in the USA;
3. It is not primarily for the convenience or personal comfort of the Covered Person, Physician, other

caregiver or Household Member;

4, It isthe most appropriate level of service, drugs, supplies or equipment that can be safely provided to the
Covered Person;

5. It is not Experimental or Investigative and not of an educational nature or provided primarily for medical
or other research;

6. It is not considered Maintenance Care or Custodial Care and

7. It is care requiring the credentials and technical skills of the Provider of service.

The Plan Administrator reserves the right to decide in its discretion, if a service or supply is Medicdly

Necessary. The determination will consider but not be limited to, the findings and assessment of the following

entities:

1.  The Office of Medical Application of Research of the National Institutes of Health, the Office of
Technology Assessment of the United States Congress, the Federal Health Care Finance Administration
(HCFA), or any similar entities,

2. The National Medical Associations, Societies and Organizations;

3. The FDA; or

4, The Plan Administrator's own medical and legal consultants and advisors.

The fact that a Physician or other health care professional may prescribe, recommend, order or approve a

service or supply does not, by itself, decide Medical Necessity or make such service or supply €ligible for

benefits, even if not expressly excluded under the Plan. If any of the entities used to determine the Medica

Necessity of adrug, device, supply, treatment or any other medical service, reverses, modifies, or establishesits

policy or protocol for such expenses and makes such changes retroactive, the Plan will not make payment for
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retroactive Incurred Expenses. The Plan will not seek refund for its previous payments, nor make paymentsfor
any previously denied expenses, affected by such retroactive changes.

MEDICARE - The Coverage of health care costs provided under the provisions of the Federal Social Security
Act (42 USC 1395 et seg.) asit is now and may be amended.

MENTAL HEALTH CARE - Treatment for a diagnosed mental disease or disorder or a functional nervous
disorder, as described in the most current edition of American Psychiatric Association's Diagnostic and
Statistical Manua of Mental Disorders. See aso llIness.

MENTAL ILLNESS - See Menta Hedth Care
MISCELLANEOUS HOSPITAL EXPENSES - See Hospital Miscellaneous Expenses.

NETWORK PROVIDER - An organization, Physician, Hospital, Pharmacy or other professional healthcare
Provider that, at the time Covered Services or Supplies are provided, is part of the participating network (s)
selected by the plan. The Network Provider has acontract or agreement with the Network organization and the
Claim Administrators to bill negotiated charges or allowances for Covered Services or Supplies when Incurred
by Covered Persons.

NON-OCCUPATIONAL ILLNESS, DISEASE OR INJURY - An llIness, disease or Injury that doesnot arise
and is not caused or contributed to, by or because of, any disease or Injury that arises out of or during any
employment or occupation for compensation or profit.

NONPARTICIPATING PHARMACY - A Pharmacy that, at the time Covered Services or Supplies are
provided, does not have a contract or agreement with the Claim Administrator selected by the Plan
Administrator to provide administer drug claim benefit to the Covered Persons under the Plan for scheduled or
negotiated charges or allowances.

NONPARTICIPATING PROVIDER - See Out-of-Network Provider.

OUT- OF - NETWORK PROVIDER - An organization, Physician, Hospital, Pharmacy or other healthcare
Provider that, at the time Covered Services or Supplies are provided, does not have a contract or agreement
with the Claim Administrator or the Participating Provider network selected by the Plan Administrator to provide
medical services or supplies to the Covered Persons under the Plan for scheduled or negotiated charges or
allowances.

OUTPATIENT - Carerendered in the Outpatient or emergency department of a Hospital or other health facility
or care rendered in the Provider's office, patient's home or other care rendered on other than an Inpatient basis.

PARTICIPATING PROVIDER - See Network Provider.

PERCENTAGE COPAYMENT - See Copayment.

PARTICIPATING PHARMACY - See Network Provider.

PHARMACY - An establishment operating under and within the jurisdiction of state laws concerning

Pharmacies to dispense prescriptions and where the prescription drugs are dispensed by alicensed pharmacist
within the jurisdiction of the license.
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PHYSICIAN - Medical doctors, osteopaths, podiatrists, chiropractors and certified nurse midwives, who are
legaly licensed and performing services within the scope of and jurisdiction of their license; licensed
psychologists, for the treatment of mental Iliness rendering a Covered service within the scope of and
jurisdiction of their certification and license; licensed dentists rendering a Covered service within the scope and
jurisdiction of their license.

PLAN OF CARE - See Approved Care

PREADMISSION TESTING - Diagnostic tests rendered on an Outpatient basis before schedul ed Hospitdization
for Inpatient Surgery. Such tests must be done within fourteen (14) calendar days before admission by the
admitting Hospital doing the Surgery. Tests must be related to the Surgery, require the physical presence of the
patient and must be recent enough to be useful upon admission.

PREGNANCY - That physical state that resultsin childbirth, abortion or miscarriage. This definition includes
medical complications of the physical state of Pregnancy. For the purposes of the Plan, Pregnancy will be
considered the same as any other 1lIness.

PRIVATE PSYCHIATRIC FACILITY - See Psychiatric Facility.

PROSTHETICS- The making and application of any artificial part that replacesal or part of abody part, organ
or function lost or impaired as the result of disease or Injury. This does not include eye examinations,
eyeglasses or contact lenses, hearing aids, wigs, orthopedic shoes or supportive devices for the feet.

PROVIDER - Any legdly licensed Doctor, osteopath, dentist rendering a Covered service within the scope and
jurisdiction of their license, including their chargesfor services by their employed health care professionalswho
are licensed and rendering a Covered service within the scope and jurisdiction of their license); legally licensed
podiatrist, chiropractor, registered professional nurse, certified nurse midwife, optometrist, physical therapist,
speech therapist, podiatrist, chiropractor, clinical psychologist, rendering a Covered service within the scope
and jurisdiction of their license; any licensed independent laboratory or other Covered facility/agency legaly
licensed and rendering a Covered service within the scope and jurisdiction of the license.

PSYCHIATRIC FACILITY: A private facility that has been approved by the Joint Commission on
Accreditation of Health Care Organizations as an Inpatient facility for the treatment of mental Ilinessand is
licensed by appropriate state agencies. A public (government owned) mental health facility for the treatment of
mentdl IlIness.

PSYCHIATRIC CARE - See Mentd Hesalth Care

REHABILITATION FACILITY/SKILLED NURSING FACILITY - See Skilled Nursing Facility.

ROUTINE NEWBORN NURSERY CARE - Charges made by the caring Hospital or asimilar ingtitution and the
attending Physician for Custodial and nursing care, including circumcision, of a newborn infant deemed to be
free of any identifiable 11lness or disease requiring treatment.

SEMI-PRIVATE ROOM CHARGE - See Average Semi-Private Room Rate.

SICKNESS - See llIness.
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SKILLED NURSING FACILITY/REHABILITATION FACILITY - Aningtitution or part thereof that meets

one of the following requirements:

1. Thefacility or part thereof must be licensed and operating within the jurisdiction of applicable state laws,
if any, and accredited as a Skilled Nursing Fecility, by the Joint Commission on Accreditation of Health
Care Organizations; or

2. The facility or part of the facility (including a facility referring to itself as an Extended Care Facility,
Rehabilitation Facility or Convalescent Care Facility or any other similar nomenclature) must be certified by
Medicare as a participating facility eligible for MedicarePart A Inpatient Skilled Nursing Facility benefits.

SPEECH FUNCTION - The ahility to express thoughts, speak words and form sentences appropriate to the
patient's age.

SPELL OF ACCIDENTAL INJURY - A period beginning with the first allowable care for treatment of an
Injury or Injuries as an Inpatient in aHospital, Skilled Nursing Facility or other facility or for Home Health Care
Agency services in lieu of Inpatient Care and ending when, for period of at least 90 days, the patient has not
been confined as an Inpatient in a Hospital, Skilled Nursing Facility or other facility or has not received Home
Health Care Agency servicesin lieu of Inpatient Care A Spell of Accidental Injury appliesto al Injuries caused
by the same accident. A separate Spell of Accidental Injury will apply to each accident.

SPELL OF ILLNESS- A period beginning with thefirst allowable care for treatment of any Iliness or Injury as
an Inpatient in a Hospital, Skilled Nursing Facility or Birth Center or for Covered Home Health Care Agency
servicesin lieu of Inpatient Care and ending when, for aperiod of at least 90 consecutive days, the patient has
not been confined as an Inpatient in aHospital, Skilled Nursing Facility or Birth Center or has not received Home
Health Care Agency services in lieu of Inpatient Care

SPOUSE - The legd wife or hushand of the eligible Employee or retiree.

SUBSTANCE ABUSE FACILITY - Anagency or freestanding facility or a Hospital center that is certified by
the New York State Office of Alcoholism and Substance Abuse Services (OASAS) for the treatment of
substance abuse. For services rendered outside New Y ork, the facility must be certified by a state agency
similar to the New York State OASAS. If a state does not have a certification regulation, the facility must be
approved by the Joint Commission on Accreditation of Health Care Organizations for the treatment of substance
abuse. For the purpose of the Plan, the term "substance abuse" does not include alcohol abuse.

SURGERY - Any of the following:

To incise, excise or electrocauterize any organ or body part, except for dental services;

To repair, revise or reconstruct any organ or body part;

To treat or to reduce by manipulation afracture or dislocation;

Using endoscopy to diagnose or explore for or to remove a stone or other object from the larynx,
bronchus, trachea, esophagus, stomach, intestine, urinary bladder or ureter;

An injection for contrast media testing.

Other procedures may be considered as Surgery if deemed such by the Claims Administrator.
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USUAL, CUSTOMARY AND REASONABLE (UCR) CHARGES - The lowest of:

1. The actual charge for the service or supply; or

2. The usua charge by the Doctor or other Provider for the same or similar service or supply; or

3. The usua charge of other doctors or other Providersin the same or similar geographic areafor the
same or similar service or supply (prevailing fee).

In the determination of benefitsfor aclaim, the usual level of charges may be modified by arelative value study,
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where appropriate, to model actual claims experience in a given area across a range of percentiles. The term
"ared" as it would apply to any particular service, medicine, or supply means azip code, county or such greater
areaas is necessary to obtain a representative cross section of level charges. The part of the cost that exceeds
that of any other services that would have been sufficient to safely and adequately diagnose or treat an
individua's physical or mental condition will not be deemed asUCR charges. The Claims Administrator makes
the determination of the UCR Charge for a Covered service or supply based on the above rules.

WAITING PERIOD - The period of time between the Employee'sdate of eligibility and/or hire and the date the
Employee becomes Covered under the Plan.
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