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Home Office: Bloomfield, Connectic
Mailing Address: Hatford, Connecticut 06152

CIGNA HEALTH AND LIFE INSURANCE COMPANY
a Cignacompany KereinaftercalledCigng certifies that it insures certain Employees for the benefits
provided by the following placy(s):

POLICYHOLDER: The Trustees of the Stevens Institute of Technoloyg

GROUP POLICY(S) 8 COVERAGE
3343980- OAPP OPENACCESS PLUS MEDICAL BENEFITS

EFFECTIVE DATE: January 1, 2021

THIS CERTIFICATE IS SUBJECT TO THE LAWS OF THE STATE OF NEW JERSEY.

This certificate contains preadmission certification and continued stay review provisions. Benefits unde
this certificate may be reduced in the event of noncompliance with the requirements of these provisions

This certificate describes the main features of the insurance. It does not waive or alter any of the te
the pdicy(s). If questions arise, the policy(s) wibvern.
This certificate takes the place of any other issued to you on a prior date which describedrére@msu

Mo Yot ]

Amna Krishtul, Corporate Secretary
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Explanation of Terms

You will find terms starting with capital letters throughout your certificate. To help you understand your benefits, most of these term
are defined in the Definitions section of your certificate.

The Schedule

The Schedule is a brief outline of your maximum benefitashich may be payable under your insurance. For a full description
of each benefit, refer to the appropriate section listed in the Table of Contents.
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Special Plan Provisions

When you select a Participating Provider, this Plan pays a
greater share dhe costs than if you select a RBarticipating
Provider.Participating Providers include Physicians, Hospitals
and Other Health Care Professionals and Other Health Care
Facilities. Consult your Physician Guide for a list of
Participating Providers in yo area. Participating Providers

are committed to providing yoand your Dependents
appropriate care while lowering medical costs.

Services Available in Conjunction With Your Medical
Plan

The following pages describe helpful services available in
conjunctbn with your medical plan. You can access these
services by calling the teftee number shown on the back of
your ID card

HC-SPP1 04-10
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Case Management

Case Management is a service provided through a Review
Organization, which assists individualgltreatment needs
that extend beyond the acute care setting. The goal of Case
Management is torsure that patients receive appropriate care
in the most effective setting pmble whether at home, as an
outpatient, or an inpatient in a Hospital or spkzeal facility.
Should the need for Case Management arise, a Case
Management professional will work closely with the patient,
his or her family and the attending Physician to determine
appropriate treatment options which will best meet the
patient's needand keep costs manageable. The Case Manager
will help coordinate the trémnent program and arrange for
necessary resources. Case Managers are also available to
answer guestions and provide ongoing support for the family
in times of medical crisis.

Case Mangers are Registered Nurses (RNs) and other
credentialed health care professionals, each trained in a
clinical specialty area such as trauma, high risk pregnancy and
neonates, oncology, mental health, rehatidih or general
medicine and surgery. A Cabtanager trained in the

appropriate clinical specialty area will be assignegoto or

your dependentn addition, Case Managers are supported by

a panel of Physician advisors who offer guidance otoup

date treatment programs and medical technology.ea/théd

Case Manager recommends alternate treatment programs and
helps coordinate needed resources, the patient's attending
Physician remains responsible for the actual medical care.

1 You, your dependertr an attending Physician can request
Case Managemengrvices by calling théoll-free number
shown on your ID card during normal business hours,
Monday through Friday. In addition, your employer, a claim
office or a utilization review program (see the PAC/CSR
section of your certificate) may refer an indivad for Case
Managment.

1 The Review Organization assesses each case to determine
whether Case Management is appropriate.

1 You or your Dependent isontacted by an assigned Case
Manager who explains in detail how the program works.
Participation in the progm is voluntary no penalty or
benefit reduction is imposed if you do not wish to
participate in Case Management.

1 Following an initial assessment, the Case Manager works
with you, your family and Physician to determine the needs
of the patient and to idéfy what alternate treatment
programs are available (for examplehiome medical care
in lieu of an extended Hospital convalescence). You are not
penalized if the alternate treatment program is nidavieed.

1 The Case Manager arranges for alternate treattiservices
and supplies, as needed (for example, nursing services or a
Hospital bed and other Durable Medical Equipment for the
home).

1 The Case Manager also acts as a liaison between the insurer,
the patient, his or her family and Physician as needed (fo
example, by helping you to understand a complex medical
diagnosis or treatment plan).

1 Once the alternate treatment program is in place, the Case
Manager continues to manage the case to ensure the
treatment program remains appropriate to the patient's
neels.

While participation in Case Management is strictly voluntary,
Case Management professionals can offer quality; cost
effective treatment alternatives, as well as provide assistance
in obtaining needed medical resources and ongoing family
support in a the of need.

HC-SPP2 04-10
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Care Management and Care Coordination Services

Cignamay enter into specific collaborative arrangements with
health care professionals committed to improving quality care,
patient satisfaction and affordability. Through thes
collaborative arrangementsgalth care professionals commit

to proactively providing participants with certain care
management and care coordination services to facilitate

myCigna.com
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achievement of theggoals.Reimburgement is providedt
100%for these serviceshen rendered by designated health
careprofessionals in these collaborative arrangemafaas.

are not required to accept care management and care
coordination services and such services are not covered if
they are determined to be Experimental or In\gadional.

HC-SPP27 0515
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Important Notices
Direct Access to Obstetricians and Gynecologists

You do not need prior authorization from the plan or from any
other person (including a primary care provider) in order to
obtain access to obstetrical or ggakgical care from a health
care professional in our network who specializes in obstetrics
or gynecology. The health care professional, however, may be
required to comply with certain procedures, including
obtaining prior authorization for certain sengcéollowing a
pre-approved treatment plan, or procedures for making
referrals. For a list of participating health care professionals
who specialize in obstetrics or gynecology, visit
WWw.mycigna.conor contact customer service at the phone
number listed b the back of your ID card.

Selection of a Primary Care Provider

This plan generally allows the designation of a primary care
provider. You have the right to designate any primary care
provider who participates in the network and who is available
to accepyou or your family members. For information on

how to select a primary care provider, and for a list of the
participating primary care providers, visit www.mycigna.com
or contact customer service at the phone number listed on the
back of your ID card.

For children, you may designate a pediatrician as the primary
care provider.

HC-NOT5 01-11

Important Information

Rebates and Other Payments

Cigna or its affiliates may receive rebates or other
remuneration from pharmaceutical manufacturers in
connection wih certain Medical Pharmaceuticals covered
under your plan and Prescription Drug Products included on
the Prescription Drug List. These rebates or remuneration are
not obtained on you or your
your benefit. Cigna, its affates and the plan are not obligated

to pass these rebates on to
Deductible if any or take them into account in determining
your Copayments and/or Coinsurance. Cigna and its affiliates
or designees, conduct business widhious pharmaceutical
manufacturers separate and a
Pharmaceutical and Prescription Drug Product benefits. Such
business may include, but is not limited to, data collection,
consulting, educational grants and research. Amaeotsived
from pharmaceutical manufacturers pursuant to such
arrangements are not related to this plan. Cigna and its
affiliates are not required to pass on to you, and do not pass on
to you, such amounts.

HC-IMP188 10-16
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Discrimination is Against the Law

Cigna complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national
origin, age, disability or sex. Cigna does not exclude people or
treat them differently because of race, color, national origin,
age, disability or sex.

Cigna:

1 Provides free aids and services to people with disabilities to
communicate effectively with us, such as:

1 Qualified sign language interpreters

T Written information in other formats (large print, audio,
accessible electronic foats, other formats)

1 Provides free language services to people whose primary
language is not English, such as

1 Qualified interpreters
1 Information written in other languages

If you need these services, contact customer service at the toll
free phone number slvn on your ID card, and ask a
Customer Service Associate for assistance.

If you believe that Cigna has failed to provide these services
or discriminated in another way on the basis of race, color,
national origin, age, disability or sex, you can file egmnce
by sending an email tACAGrievance@cigna.comor by
writing to the following address:

Cigna

Nondiscrimination Complaint Coordinator

P.O. Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call
thenumber ontie back of youtD card or send an email to
ACAGrievance@cigna.conyou can also file a civil rights

E omplaintwiti tife ©.S ODeparnierd 6f Plgalthutd M@mah 0

Services, Office for Civil Rights electronically through the

myCigna.com
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Office for Civil Rights Complaint Portaavailable at
https://ocrportal.hhs.gov/ocr/portal/lobby,jef by mail or
phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-3681019, 800537-7697 (TDD)

Complaint fams are available at
http://lwww.hhs.gov/ocr/office/file/index.html

HC-NOT96 07-17

Proficiency of Language Assistance Services

EnglishT ATTENTION: Language assistance services, free
of charge, are available to you. For current Cigna customers,
call thenumber on the back of your ID card. Otherwise, call
1.800.244.6224 (TTY: Dial 711).

Spanishi ATENCION: Hay servicios de asistencia de
idiomas, sin cargo, a su disposicion. Si es un cliente actual de
Cigna, llame al nimero que figura en el reverso derfida
de identificacién. Si no lo es, llame al 1.800.244.6224 (los
usuarios de TTY deben llamar al 711).
Chinesei

Cigna ID .

1.800.244.6224 711 |

Vietnamesei XI N LhU h: Qul v  gilpe c

eMan] oS0 dalia dllaall daa il cilasi sLEY) ls - Arabic
Sl el e (o saall 68l Juat) sl adsdi Cigna
(711w Jail : TTY) 1.800.244.6224 < Jeadl o) dpaa il

French Creolei ATANSYON: Gen sevis ed nan lang ki
disponib gratis pou ou. Pou kliyan Cigna yo, rele nimewo ki
déeye kat ID ou. Sinon, rele nimewo @(B244.6224

(TTY: Rele 711).

Frenchi ATTENTI ON: Des services d
sont proposés gratuitement. Si vous étes un client actuel de
Cigna, veuillez appeler le numéro indiqué au verso de votre
carte doéidentit®. Bérmon, veui
1.800.244.6224 (ATS : composez le numéro 711).

Portuguesei ATENCAO: Tem ao seu dispor servigos de
assisténcia linguistica, totalmente gratuitos. Para clientes
Cigna atuais, ligue para o nimero que se encontra no verso do
seu cartao de identificag&@aso contrario, ligue para
1.800.244.6224 (Dispositivos TTY: marque 711).

Polishi UWAGA: w cel u skorzystani
bezpgatnej pomocy jhAzykowej,
mogN dzwonil pod numer podany
identyfikacyjnej.Wszystkie hne osoby prosimy o

skorzystanie z numeru 1 800 244 6224 (TTY: wybierz 711).

Japanesd

L4y e - o>
{ ol . ™V oot g3 A0 — Cigna—

¢ r
vQ ng'n ng. mi_n ph2. D"nh cho R??§EM?1/H"ﬁgﬁ?151-809'244'63%4T-E\C:a

Cigna, vui | ,ng g i s° ° mHt &34\ #FL H Sie vidom ™ Cs8c tr€ ng
khg§c xin g i s 1.800. 244. 62 2Haliab TATYENZIQNEaSbnodisponibilsdnlizi di

. . - : assistenza linguistica gratuiti. Per i clienti Cigna attuali,
Koreanf 5 q: _ #0 Qw Al 1, .3 DL chiamare il numero sul retro della tessera di identificazione.

AXGn BT Fo o
s VeZAKIDAW 33/ &
71 Y AC., om _ 1/ € 1.800.244.6224
(TTY:0 %1 71DKq T # 5HAC.

Tagalogi PAUNAWA: Makakakuha ka ng mga serbisyo sa

Ayo. = Cigna

T

In caso contrario, chiamare il numero 1.800.244.6224 (utenti
TTY: chiamare il numero 711).

Germani ACHTUNG: Die Leisturgen der
Sprachunterstiitzung stehen lhnen kostenlos zur Verfigung.
Wenn Sie gegenwartiger Cigikande sind, rufen Sie bitte die
Nummer auf der Riickseite Ihrer Krankenversicherungskarte
an. Andernfalls rufen Sie 1.800.244.6224 an (TTY: Wéhlen

tulong sa wika nang libre. Para sa mga kasalukuyang customer  gjq 711).

ng Cigna, tawagan ang numero sa likuran ng iyong ID €ard.
kaya, tunawag sa 1.800.244.6224 (TT¥dial ang 711).

Russiani | \ Rf 01 R[: 00®B ekl ftoj H sy s« Sl cles 4s i~ Persian (Farsi)
Bj My &zOls dzr j Iz Mdigded] o) tolfspjsHOYOMIs tobed Rl Cigna b o fide shyapdn 4l Lud 4
f zOdzj Cigna, fLotddlsy i dasdjt o= 0 unh ohdcud Julbl oS ol n el
SBOlsds? Misttedy ©0NM j2 dHJ dalsd W Coblsiihed oilis lal) w5 s 1.800.244.6224 » et

Y Ofls dzd SrOh dicz@dz0 . dzj W o dzv j Is j -

Zy ) (28 s el 1571 o e

dL dzOh dn f &zOdzetse, ftLotddlsj ft5 detsc3jtelz 1.800.244. 6224

(TTY: 711).

HC-NOT97 07-17
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Important Notice

Your health plan provides that you will not be held financially
liable for payments to health care providers for any sums,
other than required copayments, coinsurance or deductibles,
owed for covered expenses, if Cigna failpay for the

covered expenses for any reason.

If you or your dependent(s) are in need of emergency care,
whether or not you use a participating provider in the network,
your covered expenses will be reimbursed to you as if you or
your dependent(s) haeén treated by a preferred provider.

Statement of Rights of Insured Persons

You have the right to be provided with information concerning
Cignabds policies and
providers, appeals procedures and other informationtabeu
organization and the care provided.

You have the right to obtain a current directory of preferred
providers in the Cigna network upon request, including
addresses and telephone numbers, and a listing of providers
who accept covered persons who sgeakuages other than
English.

HC-IMP17 04-10
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How To File Your Claim

Thereds no pNemwerkoare.Justsow yourl n
identification card and pay your share of the cost, if any; your
provider will submit a claim to Cigna for reimbursement.-Out
of-Network claims can be submitted by the provider if the
provider is able and willing to file on your behdffthe

provider is not submitting on your behalf, you must send your
completed claim form and itemized bills to the claims address
listed on theclaim form.

You may get the required claim forms from the website listed
on your identification card or by calling Member Services
using the tolfree number on your identification card.

CLAIM REMINDERS

1 BE SURE TO USE YOUR MEMBER ID AND
ACCOUNT/GROUP NUMEER WHEN YOU FILE
Cl G NSABAIM FORMS, OR WHEN YOU CALL
YOUR CIGNA CLAIM OFFICE.

YOUR MEMBER ID IS THE ID SHOWN ON YOUR
BENEFIT IDENTIFICATION CARD.

YOUR ACCOUNT/GROUPNUMBER IS SHOWN ON
YOUR BENEFIT IDENTIFICATION CARD.

procedur

1 BESURETO FOLLOW THE INSTRUCTIONSLISTED
ON THE BACK OF THE CLAIM FORM CAREFULLY
WHEN SUBMITTING A CLAIM TO CIGNA.

Timely Filing of Out-of-Network Claims

Cignawill consider claims for coverage under our plans when
proof of loss (a claim) is submitted within one year (365 days)
after serices are rendered. If services are rendered on
consecutive days, such as for a hospital confinement, the limit
will be counted from the last date of service. If claims are not
submitted within one year, the claim will not be considered
valid and will be deied. However, if proof of loss is not given

in the time period stated in the paragraph, the claim will not be
invalidated nor reduced if it is shown that proof of loss was
given as soon as reasonably possible.

WARNING g Any peisongvhaoknooviehglfiles astgemend r v i ¢
of claim containing any false or misleading information is
subject to criminal and civil penalties. Any person who
includes any false or misleading information on an application
for an insurance policy is subject to criminal and civil
penalties.

04-10
V6
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Eligibility - Effective Date

Employee Insurance
This plan is offered to you as an Employee.
Eligibility for Employee Insurance

You will become eligible for insurance on the day you
complete the waiting period if:

1 you are in a Class of Eligje Employees; and

1 you are an eligible, fullime Employee; and

1 you normally work at least 30 hours a week; and
1 you pay any required contribution.

If you were previously insured and your insurance ceased, you
must satisfy thiélew Employee GroupVaiting Pe&iod to

become insured again. If your insurance ceased because you
were no longer employed in a Class of Eligible Employees,
you are not required to satisfy any waiting period if you again
become a member of a Class of Eligible Employees within
one year déryour insurance ceased.

Initial Employee Group: You are in the Initial Employee

Group if you are employed in a class of employees on the date
that class of employees becomes a Class of Eligible
Employees as determined by your Employer.

10
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New Employee Grgu You are in the New Employee Group
if you are not in the Initial Employee Group.

Eligibility for Dependent Insurance

You will become eligible for Dependent insurance on the later
of:

1 the day you become eligible for yourself; or
1 the day you acquire youir$t Dependent.

Waiting Period
Initial Employee Group: None.

New Employee Grouprhe first day of the month following
60 days from date of hire.

Classes of Eligible Employees

Each Employee as reported to the insurance company by your
Employer.

Effective Date of Employee Insurance

You will become insured on the date you elect the insurance

by signing an approved payroll deduction or enrollment form,
as applicable, but no earlier than the date you become eligible.

You will become insured on your first day elfgibility,
following your election, if you are in Active Service on that
date, or if you are not in Active Service on that date due to
your health status.

Late Entrant - Employee

You are a Late Entrant if:

1 you elect the insurance more thahdays afteryou become
eligible; or

1 you again elect it after you cancel your payroll deduction (if
required).

Dependent Insurance

For your Dependents to be insured, you will have to pay the
required contribution, if any, toward the cost of Dependent
Insurance.

Effective Date of Dependent Insurance

Insurance for your Dependents will become effective on the
date you elect it by signing an approved payroll deduction
form (if required), but no earlier than the day you become
eligible for Dependent Insurance. All of yougfindents as
defined will be hcluded.

If you are a Late Entrant for Dependent Insurance, the
insurance for each of your Dependents will not become
effective until Cigna agrees to insure that Dependent.

Your Dependents will be insured only if you are ireslr

Late Entrant T Dependent
You are a Late Entrant for Dependent Insurance if:

1 you elect that insurance more thahdays after you
become eligible for it; or

1 you again elect it after you cancel your payroll dedudtibn
required).

Exception for Newborns

Any Dependent child born while you are insured will become
insured on the date of his birth if you elect Dependent
Insurance no later than 60 days after his birth. If you do not
elect to insure your newborn child within such 60 days,
coverage for that cld will end on the 60th day. No benefits
for expenses incurred beyond the 60th day will be payable

12-17
V2
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Important Information About Your
Medical Plan

Details of your medical benefits are described on the
following pages.

Opportunity to Select a Primary Care Physician
Choice of Primary Care Physician:

This medical plan does not require that you select a Primary
Care Physician or obtain a referral from a Primary Care
Physician in order to receive all benefits available to you
under this medal plan. Notwithstanding, a Primary Care
Physician may serve an important role in meeting your health
care needs by providing orranging for medical care for you
and your DependentBor this reason, we encourage the use of
Primary Care Physicians apdovide you with the opportunity
to select a Primary Care Physician from a list provided by
Cigna for yourself and your Dependents. If you choose to
select a Primary Care Physician, the Primary Care Physician
you select for yourself may be different fronetPrimary Care
Physician you select for each of your Dependents.

Changing Primary Care Physicians:

You may request a transfer from one Primary Care Physician
to another by contacting us at the member services number on
your ID card. Any such transfer be effective on the first

day of the month following the month in which the processing
of the change request is completed.

11
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In addition, if at any time a Primary Care Physician ceases to
be a Participating Provider, yau your Dependentill be
notified for the purpose of selecting a new Primary Care
Physician, if you choose.

HC-IMP1 04-10
V1
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Open Access Plus Medical Benefits
The Schedule

For You and Your Dependents

Open Access Plus Medical Beitgfprovide coverage for care-iMetwork and Oubf-Network. To receiv®pen Access
Plus Medical Benefitsyouand your Dependentaay be required to pay a portion of the Covered Expenses for servi
and suppliesThat portion is the Copayment, DeductibleCoinsurance.

If you are unable to locate an-Network Provider in your area who can provide you with a service or supply that is
covered under this plan, you must call the number on the back of your I.D. card to obtain authorizatiofor Out
Netwark Provider coverage. If you obtain authorization for services provided by aof@gtwork Provider, benefits fo
those services will be covered at theNatwork benefit level.

Coinsurance

The term Coinsurance means the percentage of chargesvere@dxpenses that an insured person is required to pa
under the plan.

Copayments/Deductibles

Copayments are expenses to be paid by you or your Dependent for covered deeduesbles are alsexpenses to be

paid by you or your Dependent. Dedulgilamounts are separate from and not reduced by Copayments. Copaymen
Deductibles are in addition to any Coinsurar@gce the Deductible maximum in The Schedule has been reached, v
and your family need not satisfy any further medical deductiblthéorest of that year.

Out-of-Pocket Expenses For In-Network Charges Only

Out-of-Pocket Expenses are Covered Expenses incurred for charges that are not paid by the benefit plan becaus
Deductibles, Copayments or Coinsurance. Such CoverechEgpaccumulate to the GaftPocket Maximum shown in
The Schedule. When the Gof-Pocket Maximum is reached, all Covered Expenses, except charges-fmmpliance
penalties, are payable by the benefit plan at 100%.

Out-of-Pocket Expenses For Out-of-Network Charges Only

Out-of-Pocket Expenses are Covered Expenses incurred feofdigtwork charges that are not paid by the benefit pla
because of any:

1 Coinsurance, Copayments or Deductibles.

Charges will not accumulate toward the @tHtPocket Maximum for Covered Expenses incurred for:
1 noncompliance penalties.

1 provider charges in excess of the Maximum Reimbursable Charge.

When the Oubf-Pocket Maximum shown in The Schedule is reached, Injury and Sickness benefits are payable a
excef for:

1 noncompliance penalties.
1 provider charges in excess of the Maximum Reimbursable Charge.

Accumulation of Plan Deductibles and Outof-Pocket Maximums

Deductibles and Owutf-Pocket Maximums do not cresscumulate (that is, tNetwork will accumulate to kNetwork
and Outof-Network will accumulate to Owf-Network). All other plan maximums and serviggecific maximums
(dollar and occurrence) creascumulate between-and Outof-Network unless otherwise noted.
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Open Access Plus Medical Benefits
The Schedule

Multiple Surgical Reduction

Multiple surgeries performed during one operating session result in payment reduction of 50% to the surgery of I¢
charge. The most expensive procedure is paid as any other surgery.

Assistant Surgeon and CeSurgeon Charges

Assistant Surgeon

The maximum amount payable will be limited to charges made by an assistant surgeon that ceeda preccentage of
t he s sallgvabtertharge as specified in Cigna Reimbursement Policies. (For purposes of this limitation, allg
charge means the aunt payable to the surgeon prior to any reductions due to coinsurance or deductible amounts
Co-Surgeon

The maximum amount payable for charges made kgucgeons will be limited to the amount specified in Cigna
Reimbursement Policies.

Out-of-Network Emergency Services Charges

1. Emergency Services are covered at thdetwork costsharing level if services are received from a-panticipating
(Out-of-Network) provider.

2. The all owabl e amount wused t o de mergemy Serices fereerd?inam
Out-of-Network Hospital or other facility as required by New Jersey law, or by ammfeNétwork provider in an
Network Hospital, is the amount agreed to by the-@itNXletwork provider and Cigna, or if no amount is agr&s the
greater of the following: (i) the median amount negotiated witNetwork providers for the Emergency Service,
excluding any IANetwork copay or coinsurance; (i) the Maximum Reimbursable Charge; or (iii) the amount pay|
under the Medicare prg r a m, not to exceed the providerés bill

The member is responsible for applicableNietwork costsharing amounts (any deductible, copay or coinsurance). If
Out-of-Network provider bills you for an amount higher than the amount you oweliaatied on the Explanation of
Benefits (EOB), contact Cigna Customer Service at the phone number on your ID card.

BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK
Lifetime Maximum Unlimited
The Percentage of Covered Bxenses | 100% 80% of the Maximum Reimbursable
the Plan Pays Charge
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK
Maximum Reimbursable Charge

Maximum Reimbursable Charge is
determined based on the lesser of the
providerds nor mal
service or supply; or

A policyholderseleced percentage of § Not Applicable 180%
schedule developed by Cigna that is
based upon a methodology similar to
methodology utilized by Medicare to
determine the allowable fee for the
same or similar services within the
geographic market. (Cigna may apply|
rate higher thathe Medicare allowable
rate.)

A Medicare based schedule will not b

used in determining the Maximum
Reimbursable Charge for:
1 Covered Services for which
Medicare has not established a rate
and
1 the following Covered Services unti
such time as Cigna has itemented
a Medicarebased schedule for them
Home Health Care, Skilled Nursing
Facility, and inpatient rehabilitation.
In these situations:
1 the Maximum Reimbursable Chargg
is determined based on the lesser @
fthe providerds
similar sevice or supply; or

1 the 80th percentile of charges
made by providers of such servicq
or supply in the geographic area
where it is received as compiled i
a database selected by Cigna. If
sufficient charge data is
unavailable in the database for th
geograpic area, then state,
regional or national charge data
may be used.

Note:

The provider may bill you for the

di fference bet wee

normal charge and the Maximum

Reimbursable Charge, in addition to

applicable deductiblesppayments and

coinsurance.
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Calendar Year Deductible

BENEFIT HIGHLIGHTS

Individual
Family Maximum

Family Maximum Calculation
Individual Calculation:

Family members meet only their
individual deductible and then their
claims will be covered under the plg
coinsurance; if the family deductiblg
has been met prior to their individug
deductible being met, their claims
will be paid at the plan coinsurance

IN-NETWORK

$250 per person
$500 per family

OUT-OF-NETWORK

$500 per person
$1,000 per family

Out-of-Pocket Maximum

Individual
Family Maximum

Family Maximum Calculation
Individual Calculation:

Family members meet only their
individual Outof-Pocket and then
their claims will be coved at 100%;
if the family Outof-Pocket has been
met prior to their individual Oubf-
Pocket being met, their claims will
be paid at 100%.

$2,000 per person
$4,000 per family

$2,500 per person
$5,000 per family

Combined Medical/Pharmacy Out
of-Pocket Maximum

Combined Medical/Pharmacy Qut
of-Pocket: includes retail afftbme
delivery drugs

Home Delivery Pharmacy Costs
Contribute to the Combined
Medical/Pharmacy Owf-Pocket
Maximum

Yes

Yes

Yes

Yes
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Physicianos

BENEFIT HIGHLIGHTS

Ser vi

Pri Phy
Visit
Specialty
Visit
Consultant and Referral
Physicianos

mary Car e

Care P

Ser

Note:

OB/GYN providers will be
considered either as a PCP or
Specialist, depending on how
the provide contracts with
Cigna on an IfNetwork basis.
Out-of-Network OB/GYN
providers will be considered a

Specialist.
Surgery Perfor me
Office

Primary Care Physician
Specialy Care Physician

Second Opinion Consultations
(provided on a voluntary basis)

Allergy Treatment/Injections

Pri mary Care Ph
Visit
Specialty Care
Visit

Allergy Serum (dispensed by the
Physician in the office)

Primary Care Physician
Speciaty Care Physician

IN-NETWORK

$20 per visit copay, then 100%

$40 per visit copay, then 100%

$20 per visit copay, then 100%
$40 per visit copay, then 100%

100%

$20 per visit copay, then 100%

$40 per visit copay, then 100%

100%
100%

OUT-OF-NETWORK

Plan deductible, #n 80%

Plan deductible, then 80%

Plan deductible, then 80%
Plan deductible, then 80%

100%

Plan deductible, then 80%

Plan deductible, then 80%

Plan deductible, then 80%
Plan deductible, then 80%
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BENEFIT HIGHLIGHTS

Preventive Care (according to

USPSTF recommendations) all

ages

1 Cholesterol screenings for lipid
disorders

1 Immunizations (including lead
poisoning screening for children,
medical followup care and
treatment) and physical examinatio

1 Pneumococcal and influenza
vaccinations

1 Alcohol misuse and behavioral
counseling interventions

1 Tobacco use screening of adults an
tobacco cessation interventions

Pri
Visit
Specialty
Visit

mary Care Phy

Care P

IN-NETWORK

100%

100%

OUT-OF-NETWORK

Plan atductible, then 80%

Plan deductible, then 80%

Mammograms, PSA, PAP Smear

Preventive Care Related Services
(i .e. Aroutineod

Diagnostic Related Services (i.e.
Anormutined servi

100%

Subj ect t aaybehdit&p
lab benefit; based on place of servig

Subj ect t aaybehdit&p
lab benefit; based oraxre of service

Subj ect t aaybehdit&p
lab benefit; based on place of servig

Inpatient Hospital - Facility Services
SemiPrivate Room and Board

Private Room

Special Care Units (ICU/CCU)

Plan deductible, then 100%

Limited to the semprivate room
negotiated rate

Limited to the semprivate room
negotiatedate

Limited to the negotiated rate

Plan deductible, then 80%
Limited to the semprivate room rate

Limited to the semprivate room rate

Limited to the ICU/CCU daily room
rate

Outpatient Facility Services

Operating Room, Recovery Room,
Procedures Room, Treaent Room
and (pbservation Room

Plan deductible, then 100%

Plan deductible, then 80%

Inpatient Hospital Ph 'y sisci an
Visits/Consultations

Plan deductible, then 100%

Plan deductible, then 80%

Inpatient Professional Services

Surgeon
Radiologist Pathologist

Anesthesiologist

Plan deductible, then 100%

Plan dedautible, then 80%
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BENEFIT HIGHLIGHTS

Outpatient Professional Services

Surgeon

Radiologist Pathologist
Anesthesiologist

IN-NETWORK
Plan deductible, then 100%

OUT-OFNETWORK
Plan deductible, then 80%

Urgent Care Services

Urgent Care Facility or Outpatient
Facility

Includes Outpatient Professional
Services, Xray and/or Lab services
performed at the Urgent Care
Facility and billed by the facility as
part of the UC visit.

Advanced Radiological Imaging (i.e
MRIs, MRAs, CAT Scans, PET
Scans etc.) billed by the facility as
part of the UC visit

$40 per visit copay, then 100%

$40 per visit copay, then 100%

$40 per visit copay, tie100%

$40 per visit copay, then 100%

Emergency Services

Hospital Emergency Room

Includes utpatient Professional
Services, Xray and/or Lab services
performed at the Emergency Room
and billed by the facility as part of
the ER visit.

Advanced Radiological Imaging (i.e
MRIs, MRAs, CAT Scans, PET
Scans etc.) billed by the facility as
part of the ER visit

$100 per visit copay (waived if
admitted), then 100%

$100 per visit copay (waived if
admitted), then 100%

$100 per visit copay (waived if
admitted), then 100%

$100 per visit copay (waived if
admitted), then 100%

Ambulance

Plan deductiblethen 100%

Plan deductible, then 100%

Inpatient Services at Other Health
Care Facilities

Includes Skilled Nursing Facility,
Rehabilitation Hospital and Sub
Acute Facilities

Calendar Year Maximum:

100 days combined

Plan deductible, then 100%

Plan deductible, then 80%
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BENEFIT HIGHLIGHTS

Laboratory Services

IN-NETWORK

OUT-OF-NETWORK

Primary Care Phy| 100% Plan deductible, then 80%
Visit
Specialty Car e P 100% Plan deductible, then 80%
Visit
Outpatient Hospital Facility 100% Plan deductible, then 80%
Independent Lab Facility 100% Plan deductible, then 80%
Radiology Services
Primary Care Phy| 100% Plan deductible, then 80%
Visit
Specialty Care Pl 100% Plan deductible, then 80%
Visit
OutpatientHospitalFacility 100% Plan deductible, then 80%

Advanced Radiological Imaging (i.e.
MRIs, MRAs, CAT Scans and PET
Scans)

Inpatient Facility

Outpatient Facility

Pri mary Care Phy
Visit
Specialty Care P
Visit

$20 per visit copay, then 100%
$40per visit copay, then 100%

Plan deductible, then 100%
100%

Plan deductible, then 80%

Plan deductible, then 80%

Plan deductible, then 80%
Plan deductible, then 80%
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BENEFIT HIGHLIGHTS

Outpatient Short-Term
Rehabilitative Therapy and
Chiropractic Services

(The limit is not applicable to menta
health conditions.)

Note:

The ShorTerm Rehabilitative
Therapy maximum does not apply t
the treatment of autism.

Calendar Year Maximum:
60 days

Includes:
Speech Therapy

Calendar Year Maximum:
60 dayscombined therapies

Includes:
Physical Therapy
Occupational therapy

Calendar Year Maximum:
60 days combined therapies

Includes:

Cardiac Rehab
Pulmonary Rehab
Cognitive Therapy

Pri mary Care Ph
Visit
Specialty Care
Visit

IN-NETWORK

$20 per visit copay, therD0%
$20 per visit copay, then 100%

*Note:

Outpatient Short Term Rehab copay

applies, regardless of place of
service, including the home.

OUT-OF-NETWORK

Plan deductible, then 80%

Plan deductible, then 80%

Home Health Care

Calendar Year Maximum:
Unlimited (includes outpatient
private nursing when approved as
Medically Necessary)

Plan deductible, then 100%

Plan deductible, then 80%

Hospice
Inpatient Services

Outpatient Services
(same coinsurance level as Home

Health Care)

Plan deductible, then 100%
Plan deductible, then 100%

Plan deductiblethen 80%
Plan deductible, then 80%
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OF-NETWORK

Bereavement Counseling
Services provided as part of Hospice

Care
Inpatient Plan deductible, then 100% Plandeductible, then 80%
Outpatient Plan deductible, then 100% Plan deductible, then 80%

Services provided by Mental Health Covered under Mental Health benef Covered under Mental Health benef
Professional

Medical Specialty Drugs

Physicim 6 s Of f i ce 100% Plan deductible, then 80%
Home Care Plan deductible, then 100% Plan deductible, then 80%
Inpatient Facility Plan deductible, then 100% Plan deductible, then 80%
Outpatient Facility Plan deductible, then 100% Plan deductible hien 80%

Maternity Care Services
Initial Visit to Confirm Pregnancy

Note:

OB/GYN providers will be
considered either as a PCP or
Specialist, depending on how the
provider contracts with Cigna on
an InNetwork basis. Oubf-
Network OB/GYN providers Wl
be considered a Specialist.

Pri mary Car e Ph| $20 pervisit copay, then 100% Plan deductible, then 80%
Visit
Specialty Care $40 per visit copay, then 100% Plan deductible, then 80%
Visit
All subsequent Pretel Visits, Plan deductible, then 100% Plan deductible, then 80%
Postnatal Visits

Delivery Charges (i.e. global
maternity fee)

Physicianbés Of fi
to the global maternity fee when
performed by an OB/GYN or

Specialist
Primary Car e Ph| $20 per visit copay, then 100% Plan deductible, then 80%
Visit
Specialty Care $40 per visit copay, then 100% Plan deductible, then 80%
Visit

Delivery - Facility Plan deductible, then 100% Plan deductible, then 80%

(Inpatient Hospital, Birthing Ceer)
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK
Abortion
Includes elective and neglective
procedures
Pri mary Car e Phy| $20 per visit copay, then 100% Plan deductible, then 80%
Visit
Special ty G®ffiee P| $40 per visit copay, then 100% Plan deductible, then 80%
Visit
Inpatient Facility Plan deductible, then 100% Plan deductible, then 80%
Outpatient Facility Plan deductible, then 100% Plan deductible, then 80%
Inpatient Professional Seces Plan deductible, then 100% Plan deductible, then 80%
Outpatient Professional Services Plan deductible, then 100% Plan deductible, then 80%

Womenés Family Pl

Office Visits, Lab and Radiology
Tests and Counseling

Note:
Includes coverage for contraceptive
devices (e.g., DepBrovera and
Intrauterine Devices (IUDs)) as
ordered or prescribed by a physicial
Diaphragms also are covered when
services are provided in the
physicianbs of fi
Primary Care Physician 100% Plan deductible, then 80%
Specialty Care Physician 100% Plan deductible, then 80%

Surgical Sterilization Procedures fo
Tubal Ligation (excludes reversals)

Primary Care Phl 100% Plan deductible, then 80%
Visit

Specialty @ r e Physi c| 100% Plan deductible, then 80%
Visit

Inpatient Facility 100% Plan deductible, then 80%
Outpatient Facility 100% Plan deductible, then 80%
Inpatient Professional Services 100% Plan deductible, then 80%
Outpatient Profssional Services | 100% Plan deductible, then 80%

23 myCigna.com



(11
W,

3¢ Cigna.

BENEFIT HIGHLIGHTS IN-NETWORK OUT-OF-NETWORK

Mends Family Pl an
Office Visits, Lab and Radiology
Tests and Counseling

Primary Care Physician $20 per visit copay, then 100% Plan deductible, then 80%
Specialty Care Plgjcian $40 per visit copay, then 100% Plan deductible, then 80%

Surgical Sterilization Procedures fo
Vasectomy (excludes reversals)

Primary Car e Ph| $20 per visit copay, then 100% Plan deductible, then 80%

Visit

\S/pecialty Car hysi ci an| $40 per visit copay, then 100% Plan deductible, then 80%
Isit

Inpatient Facility Plan deductible, then 100% Plan deductible, then 80%

Outpatient Facility Plan deductible, then 100% Plan deductible, then 80%

Inpatient Profedsnal Services Plan deductible, then 100% Plan deductible, then 80%

Outpatient Professional Services| Plan deductible, then 100% Plan deductible, then 80%

Infertility Treatment
Coverage will be provided for the following services:

1 Testing andreatment services performed in connection with an underlying medical condition.

1 Testing performed specifically to determine the cause of infertility.

1 Treatment and/or procedures performed specifically to restore fertility (e.g. procedures to cornfectibiy i
condition).

1 Artificial Insemination, Invitro, GIFT, ZIFT, etc.

Physicianbés Of fi
Radiology Tests, Counseling)

Primary Care Physician $20 per visit copay, then 100% Plan deductible, then 80%
Specialty Care Physian $40 per visit copay, then 100% Plan deductible, then 80%
Inpatient Facility Plan deductible, then 100% Plan deductible, then 80%
Outpatient Facility Plan deductible, then 100% Plan deductible, then 80%
Inpatient Professional Services Plandeductible, then 100% Plan deductible, then 80%
Outpatient Professional Services Plan deductible, then 100% Plan deductible, then 80%

Includes all related services billed
with an infertility diagnosis (i.e.x
ray or lab services billed by an
independent facility).
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OF-NETWORK

Organ Transplants

Includes all medically appropriate, noi
experimental transplants

Pri mary Car e Phy| $20 per visit copay, then 100% Plan deductible, then 80%

Visit

Specialty Car e P| $40 per visit copay, then 100% Plan deductible, then 80%

Visit

Inpatient Facility 100% at LifeSOURCE center, Plan deductible, then 80% up to
otherwise plan deductible, then 100, transplant maximum

Inpatient Professional Services 100% at LifeSOURCE c#er, Plan deductible, then 80% up to
otherwise, plan deductible, then specific organ transplant maximum:
100% Heart- $150,000

Liver - $230,000

Bone Marrow $130,000
Heart/Lung- $185,000
Lung - $185,000
Pancreas $50,000
Kidney - $80,000
Kidney/Pancreas$80,000

Lifetime Travel Maximum: 100% 100%
Unlimited

Durable Medical Equipment Plan deductible, then 100% Plan deductible, then 80%

Calendar Year Maximum:
Unlimited

External Prosthetic Appliances 100% Plan deductible, then 80%

Calendar Year Maximum:
Unlimited

Hearing Aid Maximum
One hearing aid for each hearing impaired ear every 24 months for a dependent child under age 16.
Diabetic Equipment Plan deductible, then 100% Plan deductible, then 80%

Calendar Year Maximum:
Unlimited
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OF-NETWORK

Nutritional Evaluation

Calendaryear Maximum:

3 visits per person however, the 3
visit limit will not apply to treatment
of diabetes and/or to mental health
and substance use disorder

conditions.

Pri mary Car e Phy| $20 per visit copay, then 100% Plan deductible, then 80%
Visit

Spec ialty Car e P| $40 per visit copay, then 100% Plan deductible, then 80%
Visit

Inpatient Facility Plan deductible, then 100% Plandeductible, then 80%
Outpatient Facility Plan deductible, then 100% Plan deductible, then 80%
Inpatient Professional Services Plan deductible, then 100% Plan deductible, then 80%
Outpatient Professional Services Plan deductible, then 100% Plan deductible, then 80%

Genetic Counseling

Calendar Year Maximum:

3 visits per person for Genetic
Counseling for both preand post
genetic testing; however, the 3 visit
limit will not apply to Mental Health
and Substance Use Disorder

conditiors.

Pri mary Car e Phy| $20 per visit copay, then 100% Plan deductible, then 80%
Visit

Specialty Car e P| $40 per visit copay, then 100% Plan deductible, then 80%
Visit

Inpatient Facility Plan deductible, then 100% Plan deductible, then 80%
Outpatient Facility Plan deductible, then 100% Plan deductible, then 80%
Inpatient Professional Services Plan deductible, then 100% Plan deductible, then 80%
Outpatient Professional Services Plan deductible, then 100% Plan deductible, then 80%
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BENEFIT HIGHLIGHTS

Dental Care

Limited to charges made for a
continuous course of dental treatment
started within six months of an injury t
teeth.

Pri mary Care Phy
Visit
Specialty Care P
Visit

Inpatient Facility
Outpatient Facility

Inpatient Professional Services
Outpatient Professional Services

IN-NETWORK

$20 per visit copay, then 100%
$40 per visit copay, then 100%

Plan deductible, then 100%
Plan deductible, then 100%
Plan deductible, then 100%
Plan deductible, then 100%

OUT-OF-NETWORK

Plan deductible hien 80%
Plan deductible, then 80%

Plan deductible, then 80%
Plan deductible, theB0%

Plan deductible, then 80%
Plan deductible, then 80%

Obesity/Bariatric Surgery

Note:

Coverage is provided sulgjeto
medical necessity and clinical
guidelines subject to any limitations

shown in the AEXxc
Not Covered and G
section of this certificate.

Pri mary Care Phy
Visit

Specialty Care P

Visit

Inpatient Facility

Outpatient Facility

Inpatient Professional Services
Outpatient Professional Services

Surgical Professional Services
Lifetime Maximum:
$10000

Note:

1 Includes charges for surgeon only;
does not include radiologist,
anesthesiologist, etc.

$20 per visit copay, then 100%

$40 per visit copay, then 100%

Plan deductible, then 100%
Plan deductible, then 100%
Plan deductible, then 100%
Plan deductible, then 100%

Plandeductible, then 80%

Plan deductible, then 80%

Plan deductible, then 80%
Plan deluctible, then 80%

Plan deductible, then 80%
Plan deductible, then 80%
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BENEFIT HIGHLIGHTS

Acupuncture

Selfreferred, medically necessary
treatment of pain or disease by
acupuncture provided on an outpatien
basis.

Calendar Year Mamum:

12 days

Pri mary Care Phy
Visit

Specialty Care P

Visit

IN-NETWORK

$25 per visit copay, then 100%

$50 per visit copay, then 100%

OUT-OF-NETWORK

Plan deductible, then 70%

Plan deductible, then 70%

Routine Foot Disorders

Not coveredexcept for services
associated with foot care for diabetq
and peripheral vascular disease wh

Medically Necessary.

Not covered except for services
associated with foot care for diabete
and peripheral vascular disease wh
Medically Necessary.

Treatment Resulting From Life Threatening Emergencies

Medical treatment required as a result of an emergency, such as a suicide attempt, will be considered a medical
until the medical condition is stabilized. Once the medical condition is stabilizethewtiee treatment will be
characterized as either a medical expense or a mental health/substance use disorder expense will be determined
utilization review Physician in accordance with the applicable mixed services claim guidelines.

Mental Health
Inpatient

Includes Acute Inpatient and
Residential Treatment

Calendar Year Maximum:
Unlimited

Outpatient
Outpatient Office Visits
Includes individual, family and

group psychotherapy; edication
management, etc.

Calendar Year Maximum:
Unlimited

Outpatient All Other Services

Includes Partial Hospitalization,
Intensive Outpatient Services, etg

Calendar Year Maximum:
Unlimited

Plan deductible, then 100%

$20 per visit copay, then 100%

100%

Plan deductible, then 80%

Plan deductible, then 80%

Plan deductible, then 80%
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Substance Use Disorder
Inpatient

Outpatient

BENEFIT HIGHLIGHTS

Includes Acute Inpatient
Detoxification, Acute Inpatient
Rehabilitation and Residential
Treatment

Calendar Year Maximum:
Unlimited

Outpatient Office Visits
Includes individual, family and
group psychotherapy; medication

management, etc.

Calendar Year Maximum:
Unlimited

Outpatient All Other Services

Includes Partial Hospitalization,
Intensive Outpatient Services, etq

Calendar Year Maximum:
Unlimited

IN-NETWORK

Plan deductible, then 100%

$20 per visit copay, then 100%

100%

OUT-OF-NETWORK

Plan deductiblethen 80%

Plan deductible, then 80%

Plan deductible, then 80%
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Open Access Plus Medical Benefits

Certification Requirements - Out-of-Network
For You and Your Dependents

Pre-Admission Certification/Continued Stay Review for
Hospital Confinement

Benefits will be reduced for noncompliance with the
requirements of this PreAdmission Certification provision

Pre Admission Certification (PAC) and Continued pta

Review (CSR) refer to the process used to certify the Medical
Necessity and length of a Hospital Confinement when you or
your Dependent require treatment in a Hospital:

1 as a registered bed patigakcept for 48/96 hour maternity
stays

1 for a Partial Hopgitalization for the treatment dfiental
Health or Substance Use Disorder

1 for Mental Health or Substance Use Disorder Residential
Treatment Services.

You or your Dependent should request PAC prior to any non
emergency treatment in a Hospital describedrabm the

case of an emergency admission, you should contact the
Review Organizatioby the end of the first scheduled work
dayafter the admissioar as soon as reasonably possiBler

an admission due to pregnancy, you should call the Review
Organizatbn by the end of the third month of pregnancy. CSR
should be requested, prior to the end of the certified length of
stay, for continued Hospital Confinemefhe results of that
review will be communicated to you, the attending Physician
and Cigna.

CoveredExpenses incurred for the Inpatient Treatment or
Partial Hospitalization of Substance Use Disorder will not be
subject to prior auth@ration or other prospective, concurrent
or retiospective utilization management requirements when
determined Medically Ncessary by your Physician,
Psychologist or psychiatrist for the first 28 days per plan year.
This 28 day period isxhausted after you are confined to a
Hospital as an Inpatient for 28 days. If you require a period of
Partial Hospitalization another 28ydperiod would

commence if you already exhausted your 28 day Inpatient
period. After the 28 day period has ended, Covered Expenses
incurred for the Inpatient Treatment or Partial Hospitalization
of Substance Use Disorder will be subject to concurrent
review. After 180 days, Covered Expenses incurred for the
Inpatient treatment or Partial Hospitalization of Substance Use
Disorder will be subject to prospective, concurrent and
retrospetive reviews.

Covered Expenses incurred for the Outpatient Treatment of
Substance Use Disorder will not be subject to prior

authorization or other prospective, concurrent or retrospective
utilization managment requires when determined Medically
Necessary by your Physician, Psychologist or psiGsii for

the first 180 days peplan year. After 180 days, Covered
Expenses incurred for the Oatignt Treatment of Substance
Use Disorder will be subject to prospective, concurrent and
retrospetive reviews.

Covered Expenses incurredll be reduced by no more than
50% for Hospital cargesmade for each separate admission to
the Hospital unless PAC is received: prior to the date of
admission; or in the case of an emergency admission, by the
end of the first scheduled work day after the date of
admission. Notice provided after this déae will be accepted
and the penalty waived, provided notification was made as
soon as reasonably possible.

Covered Expenses incurred for which benefits would
otherwise be payable under this plan for the charges listed
belowwill be reduced by no more aim 5%:

1 Hospital charges for Bed and Board, for treatment listed
above for which PAC was performed, which are made for
any day in excess of the number of days certified through
PAC or CSR; and

1 Any Hospital charges for treatment listed above for which
PAC was requested, but which was not certified as
Medically Necessary.

PAC and CSR are performed through a utilization review
program by a Review Organization with whiclg@ahas
cortracted.

In any case, those expenses incurred for which payment is
excluded bythe terms set forth above will not be considered as
expenses incurred for the purpose of any other part of this
plan, except for the "Coordination of Benefits" section.

Outpatient Certification Requirements - Out-of-Network

Outpatient Certification refert® the process used to certify
the Medical Necessity of outpatient diagnostic testing and
outpatient procedures, including, but not limited to, those
listed in this section when performed as an outpatient in a
Freestanding Surgical Facility, Other Healftare Facility or

a Physician's office. You or your Dependent should call the
toll-free number on the back of your I.D. card to determine if
Outpatient Certification is required prior to any outpatient
diagnostic testing or procedures. The results ofehiw will

be communicated to you, the attending Physician and Cigna
within 5 days of the Review Organization having received the
request for certification. Outpatient Certification is performed
through a utilization review program by a Review
Organizationwith which Cigna has contracted. Outpatient
Certification should only be requested for nonemergency
procedures or services, and should be requested by you or
your Dependent at least four working days (Monday through
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Friday) prior to having the procedurenformed or the service
rendered.

Covered Expenses incurredll be reduced by no more than
50%for charges made for any outpatient diagnostic testing or
procedure performed unless Outpatient Certification is
requestedorior to the date the testing or peature is

performed.

Covered Expenses incurradll be reduced by 50%or

charges made for outpatient diagnostic testing or procedures
for which Outpatient Certification was performed, but, which
was not certified as Medically Necessary.

In any case, thosexpenses incurred for which payment is
excluded by the terms set forth above will not be considered as
expensesiicurred for the purpose of any other part of this

plan, except for the "Coordination of Benefits" section.

Diagnostic Testing, Outpatient Proedures and Services
and Supplies

Including, but not limited to:

1 Advanced radiological imagingCT Scans, MRI, MRA or
PET scans.

1 Home health care services.

11-15
V1

HC-PAC60

Prior Authorization/Pre -Authorized

The term Prior Authorization means the apichat a
Participating Provider must receive from the Review
Organization, prior to services being rendered, in order for
certain services and benefits to be covered under this policy.
Benefits will not be reduced more than 50% for failure of a
Participding Provider to receive approval.

Services that require Prior Authorizatimtlude, but are not
limited to:

1 inpatient Hospital servicegxcept for 48/96 hour maternity
stays.

1 inpatient services at any participating Other Health Care
Faclity.

residentidtreatment.

outpatient facility services.
partial hospitalization.
intensive outpatient programs.
advanced radiological imaging.
transplant services.

= =4 =4 -4 -8 -4
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Covered Expenses

The term Covered Expenses means the expenses incurred by
or on behdlof a person for the charges listed below if they are
incurred after he becomes insured for these benefits. Expenses
incurred for such charges are considered Covered Expenses to
the extent that the services or supplies provided are
recommended by a Physia, and are Medically Necessary

for the care and treatment of an Injury or a Sickness, as
determined by @na Such determination may be reversed by

a court of law, arbitrator or administrative agency having
jurisdiction.Any applicable Copayments, Dedugcbles or

limits are shown in The Schedule.

Covered Expenses

1 charges made by a Hospital, on its own behalf, for Bed and
Board and other Necessary Services and Supplies; except
that for any day of Hospital Confinement, Covered
Expenses will not include thabrtion of charges for Bed
and Board which is more than the Bed and Board Limit
shown in The Schedule.

1 charges for licensed ambulance service to or from the
nearest Hospital where the needed medical care and
treatment can be provided.

1 charges made by a Hutal, on its own behalf, for medical
care and treatment received as an outpatient.

1 charges made by a Fr&anding Surgical Facility, on its
own behalf for medical care and treatment.

1 charges made on its own behalf, by an Other Health Care
Facility, including a Skilled Nursing Facility, a
Rehabilitation Hospital or a subacute facility for medical
care and treatment; except that for any day of Other Health
Care Facility confinement, Covered Expenses will not
include that portion of charges which are in esecef the
Other Health Care Facility Daily Limit shown in The
Schedule.

1 charges made for Emergency Services and Urgent Care
including benefits for the coverage of trauma services at any
designated Level | or Il trauma center, as Medically
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Necessary, whickhall be continued at least until, in the
judgement of the attending Physician, the covered person is
medically stable, no longer requires critical care, and can be
transferred safely to another facility

charges made by a Physician or a Psychologist for
professional services.

charges made by a Nurse, other than a member of your
family or your Dependent's family, for professional nursing
service.

charges made for anesthetics and their administration;
diagnostic xray and laboratory examinationsyay,

radum, and radioactive isotope treatment; chemotherapy;
blood transfusions; oxygen and other gases and their
administrationCoverage includes expenses incurred in
connection with the purchase of blood products and blood
infusion equipment required for hortreatment of routine
bleeding episodes, associated with hemophilia, when the
home treatment program is under the supervision of a New
Jersey Statapproved hemophilia treatment center.

includes charges for the delivery of medical and health
related consudttions via secure telecommunications
technologies, including telephones and internet, when
delivered by a contracted medical telehealth provider.

charges made for a baseline mammogram for women
between the ages of 35 and 40; an annual mammogram for
women g@e 40 and over; and mammograms at any time if
ordered by a womands health
a family history of breast cancer or other breast cancer risk
factors.

charges made for an annual Papanicolaou laboratory
screening test. Pap smear cag® includes an initidtap

smear and any confirmatory tests, when Medically
Necessary, as ordered by the attending Physician, including
all associated laboratory tests.

charges made for an annual prostgtecific antigen test
(PSA), including a digitalactal examination, for men age

50 and over who are asymptomatic and for men age 40 and
over with a family history of prostate cancer, or other
prostate cancer risk factors.

charges made for laboratory services, radiation therapy and
other diagnostic and énapeutic radiological procedures.

charges made for Family Planning, including medical
history, physical exam, related laboratory tests, medical
supervision in accordance with generally accepted medical
practices, other medical services, information and
counseling on contraception, implanted/injected
contraceptives, after appropriate counseling, medical
services connected with surgical therapies (tubal ligations,
vasectomies).

1 charges made for the following preventive care services
(detailed information iavailable atvwww.healthcare.gay.

(1) evidencebased items or services that have in effect a
rating of AAO or fABOG in t
the United States Preventive Services Task Force;
immunizations that have in effect a recommendation
from the Advisory Committee on Immunization
Practices of the Centers for Disease Control and
Prevention with respect to the covered person involved,;

for infants, children, and adolescents, evidence
informed preventive care and screenings provided for in
the comprehensive guidelines supported by the Health
Resources and Services Administration;

for women, such additional preventive care and
screenings not described in paragraph (1) as provided
for in comprehensive guidelines supported by the
Health Resurces and Services Administration.

Covered Expenses will include expenses incurred for charges
made for Preventive Care consisting of the following services
delivered or supervised by a Physician, in keeping with
prevailing medical standards:

1 charges madmr Preventive Care consisting of the
following health and wellness tests and servioesll
persons

()

©)

4)

1 20 years of age and older, annual tests to determine blood

i, flgod gressure bloqd dlyease,lgvel, apd + p

c afterogl

blood cholesterol level or, insteadwalensity lipoprotein
(LDL) level and blood higkdensity lipoprotein (HDL)
level;

1 35 years of age or older, a gt@ma eye test every five
years;

1 40 years of age or older, an annual stool examination for
presence of blood; for all persons 45 years of aggder,
a leftsided colon gamination of 35 to @ centimeters
every five years;

1 20 years of age and older, an annual consultation with a
health care provider to stiuss lifestyle behaviors that
promote health and welleing including, but not limited
to, smoking control, nutrition and diet recommaetidns,
exercise plans, lower back protection, weight control,
immunization practices, breast sefamination, testidar
selfexam and seat belt usage in motor vehicles

1 charges made for the following healtleliness tests and
services for all women:

1 20 years of age and older; a Pap smear as recommended
by a Physician;

1 40 years and older, a mammogram annually; for all
adults, recommended immunizations.
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1 such coverage is excluding any charges for:

1 services for wich benefits are otherwise provided under
this Medcal Benefits section;

1 services for which benefits are not payable according to
the Expenses Not Covered section.

Other wellness tests and time schedules will be covered
upon the recommendation of a Phiesic Any In-Network
deductible will be waived for these preventive care services.

Additionally, Covered Expenses include charges for
childhood immunizations as recommended by the Advisory
Committee on Immunization practices of the U.S. Public
Health Servie, the Department of Health and the New
Jersey Department of Health and Senior Services for a
Dependent child during that

charges for the followingxpenses incurred in conducting
colorectal cancer screening at regular intervals for eaver

persons age 50 and over and for covered persons at any age
who are considered to be at high risk for colorectal cancer: a 1

screening fecal occult blood test; flexible sigmoidoscopy;
colonoscopy; barium enema; or any combination thereof; or
the most relible medically recognized screening test
available. The method and frequency of screening to be
used will be in accordance with the most recent published
guidelines of the American Cancer Society and as
determined Medically
Physician, in consultation with the covered person.

charges made for Medically Necessary expenses incurred in
the purchase of a hearing aid for a covered person 15 years
of age or younger. Coverage includes the purchase of a
hearing aid for each ear, whitedically Necessary and as
prescribed or recommended by a licensed Physician or
audiologist. Benefits are limited to $1,000 per hearing aid
for each hearingmpaired ear every 24 months.

charges for maternity benefits to include 48 hours of
inpatient cardollowing a vaginal delivery and 96 hours of
inpatient care following a cesarean section for a mother and
her newborn child in a licensed health care facility.

charges for a minimum of 72 hours of inpatient care
following a radical mastectomy and a minimwf 48 hours

of inpatient care following a simple mastectomy. Hospital
stays in excess of the 72/48 hours will be based on medical
necessity. A shorter stay will be acceptable if the Physician
consults with the patient to determine that a shorter stay is
medically appropriate.

charges made by a Hospital or Ambulatory Surgical Facility
for general anesthesia and facility charges for dental
treatment for a covered person who: is severely disabled; is
a Dependent age 5 or under; or has a covered medical
condtion which requires hospitalization or general
anesthesia for dental services provided by a dentist,
regardless of where the services are provided.

fcharges

Necessar

made for treat ment
charges for autologous bone marrow transplants if
chenotherapy treatment is not effective.

charges for refills of prescription eye drops, including any
renewal or refill of prescription eye drops when requested,
if the request is consistent with the Guidance for Early
Refills of Topical Ophthalmic Productsquided to

Medicare Part D plan sponsors by the Centers for Medicare
and Medicaid Services of the U.S. Department of Health
and Human Services.

Coverage for additional quantities will be provided, if:
1 the prescribing health care practitioner indicates en th

original prescription that additional quantities of the

¢ hRresGiiRgian eye drppg qrg nggded; and

1 the refill requested by the covered person does not exceed

the number of additional quantities indicated on the original
prescription.

charges for screening lijood lead measurement for lead
poisoning for children, including: confirmatory blood lead
testing, medical evaluation, and any necessary medical
follow-up and treatment for lead poisoning for children.

charges for therapeutic treatment of inherited nwiab
diseaseswhen diagnosedyba Physician and deemed to be
Medically Necessary. Treatment includes the purchase of
MhediBaY fookisafd Io% Prét&r nodfied®Sod praditd. S
Inherited metabolic diseases means a disease caused by an
inheritedabnormality of lody chemistry. A low protein
modified food product is one that is specially formulated to
have less than one gram of protein per serving. It is intended
to be used under the direction of a Physician for the dietary
treatment of an inherited metabolic diseabut does not
include a (natural) food that is naturally low in protein.

Medical food means one that is intended for the dietary
treatment of a disease or condition for which nutritional
requirements are established by medical evaluation and is
formulated to be consumed or administered enterally under
the direction of a Physician.

charges for expenses incurred in the purchase of specialized
nonst andard i nfant formulas,
Physician has diagnosed the infant as having multiple food
protein intolerance and has determined such formula to be
Medically Necessary, and when the covered infant has not
been responsive to trials of standard-+eomw milk-based
formulas, including soybean and goat milk.

charges for screening for newborn heatogs by
electrophysiologic screening measures and periodic
monitoring

charges for or in connection with a drug that has been
prescribed for a treatment for which it has not been
approved by the Food and Drug Administration (FDA).
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Such drug must be covekeprovided: it is recognized as NOTE: ANY SUCH BEHAVIORAL INTERVENTION
medically appropriate for that specific treatment in one of BENEFITS A COVERED PERSON RECEIVES AS AN
the following reference compendia: the American Medical OUT-OF-NETWORK COVERED CHARGE WILL
Association Drug Evaluations; the American Hospital REDUCE THE SERVICES AVAILABLE AS IN -
Formulary Service Drug Information; the United States NETWORK BEHAVIORAL INTERVENTION
Pharmacopeia Drug Information; or it is recommended by a SERVICES.

clinical study or review article in a major peeviewed Exception: If the Employer providing coverage undeeth
profesglonal journal; and the drug has not begn contract is subject to the Federal law governing parity in
contraindicated by the FDA for the use prescribed. MentalHealth and Substance Use Disorder benefits the

1 charges for prescribed, orally administeegdicancer maximum benefit does not apply.
medications used to kill or slow the growth of cancerous The treatment plan(s) referred to above must be in writing,
cells. With respect to the application of any prior signed by the treatinghysician, and must incled a
authori;ation req_uirement, dolla_r I_imit, Copayment, diagnosis, proposed treatment by type, frequency and
Deductible or Coinsurance provision, prescribed, orally duration; the anticipated outcomes stated as goals; and the
administered anticancer medtions are payable on the frequency by which the treatment plan will be updated.
same basis as che_r intravenously administered or injected Cignamay request additional information if necessary to
anticancer medications covered under the plan. determine the coverage wrdhis plan. @namay require

1 charges for treatment of sickle cell anemia, payable on the the submission of an updated treatment plan once every six
same basis as any other Covered Expense. months unless i@na and the treatinghysician agree to

1 charges for blood ghose monitors (including monitors for more frequent updates.
the blind), insulin pumps, infusion devices and related Clinical Trials
accessories. Charges for these items are not subject to the  1hjs penefit plan covers routine patient care costs related to a
Durable Medical Equipment Maximum shown in The qualified clinical trial for an individual who meets the
Schedule. following requirements:

1 chargedor thediagnosis and treatment ofte&um and other (a) is eligible to participate in an approved clinical trial
developmental disabilities. according to the trial protocol with respect to treatment of
For a primary diagnosis of autism or another developmental cancer or other lifehreatening disease or condition; and
disability, dgnaprovides coverage for the following (b) either:

Medically Necessary therapies as prescribed through a

treatment plan: 1 the referring health care professional is a participating

health care provider and has concluded that the

1 occupational therapy where agmational therapy refers to individual 6s participati 0 n
treatment to d eve lop a cover apBr@pﬁa@e‘Bd‘sé’d%poﬁ‘tHe'mldN/lotueM metet?hg tRe€r T O
the ordinary tasks of daily living; conditions described in paragraph (a); or

1 physical therapy where physical therapy refers to the individual provides medlcal and SC|ent|f|c
treatment to develop a covere i PESSRAOISo RN é/§t'&l9lishing t ]
function; and part|C|pat|on in such trial would be appropriate based

1 speech therapy whergpeech therapy refers to treatment upon the individual meeting the conditions described in
of a speech impairment. paragraph (a).

I f a covered personbs pr i mar fforplipases ofeimicabtriais,she B mt -fhrieatehimga nd t h

covered person is under 21 years of age, in addition to di sease or conditiondo means a

coverage for the therapy services as described abaysa C which the likelihood of death is probable unless the course of

also covers Medicallilecessary behavioral interventions the disease or condition is interrupted.

based on the principles of applied behavioral analysis and The clinical trial must meet the following requirements:

related structured behavioral programs as prescribed

through a treatment plan. Except as stated bedaah The study or imestigation must:

coverage of Medically Bcessary behavioral intervestis 1 be approved or funded by any of the agencies or entities
based on the principles of applied behavioral analysis and authorized by federal law to conduct clinical trials;

related structured behavioral programs is subject to a 1 be conducted under an investigational new drug application
$36,000 maximum benefit per calendar year for each year reviewed by the Food and Drug Administration; or

through 2011. (Thereafter the maximum benefit shall be
adjusted by New Jersegguation.)
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1 involve a drug t/l that is exempt from having such an
investigational new drug application.

Routine patient care costs are costs associated with the
provision of health care items and services including drugs,
items, devices and services otherwise covered by this benefit
plan for an individual who is not enrolled in a clinical trial

and, in addition:

1 services required solely for the provision of the
investigational drug, item, device or service;

1 services required for the clinically appropriate monitoring of
the investigatnal drug, device, item or service;

1 services provided for the prevention of complications
arising from the provision of the investigational drug,
device, item or service; and

1 reasonable and necessary care arising from the provision of
the investigational mig, device, item or service, including
the diagnosis or treatment of complications.

Routine patient care costs do not include:
1 the investigational drug, item, device, or service, itself; or

1 items and services that are provided solely to satisfy data
collection and analysis needs and that are not used in the
direct clinical management of the patient.

If your plan includes lfNetwork providers, clinical trials
conducted by noparticipating providers will be covered at
the InNetwork benefit level if:

1 thereare not InNetwork providers participating in the
clinical trial that are willing to accept the individual as a
patient or

1 the clinical trial is conducted outside the individual's state of
residence.

Genetic Testing

Charges made for genetic testing thegsia proven testing
method for the identification of geneticalipked inheritable
disease. Genetic testing is covered only if:

1 a person has symptoms or signs of a genetitiakgd
inheritable disease;

1 it has been determined that a person is at riskdaier
status as supported by existing pemriewed, evidence
based, scientific literature for the development of a
geneticallylinked inheritable disease when the results will
impact clinical outcome; or

1 the therapeutic purpose is to identify speaifemetic
mutation that has been demonstrated in the existing peer
reviewed, evidencbased, scientific literature to directly
impact treatment options.

Preimplantation genetic testing, genetic diagnosis prior to
embryo transfer, is covered when eithergodihas an

inherited disease or is a documented carrier of a genetically
linked inheritable disease.

Genetic counseling is covered if a person is undergoing
approved genetic testing, or if a person has an inherited
disease and is a potential candidategfemetic testing.

Nutritional Evaluation

Charges made for nutritional evaluation and counseling when
diet is a part of the medical management of a documented
organic disease.

Internal Prosthetic/Medical Appliances

Chargesnade for internal prosthetic/medi@ppliances that
provide permanent or temporary internal functional supports
for nonfunctional body parts are covered. Medically
Necessary repair, maintenance or replacement of a covered
appliance is also covered.

Diabetic Services

Charges made for diatie services, provided an official
diagnosis of diabetes has been made Bigsician Diabetic
services include:

1 coverage for an annual screening via dilated eye
examinations by a Physician for person with diabetes;

1 glycohemoglobin Alc blood testing detg@nation
whenever needed to assess and achievenuearal
glycemia; and

1 microalbumin/urinalysis screening annually.
Additional diabetic services include:

1 coverage for Medically Necessary fitting of therapeutic
molded or depttinlay shoes, replacement imtse
preventive devices and shoe modifications;

1 calluses and nail trimming;
1 complex evaluation of sensory loss; and
1 treatment of ulcerations with total contact casting.

Diabetic services will also include inpatient and outpatient
selfmanagement trainingesvices provided by a Physician, by
a certified diabetes educator, or by a registered pharmacist
qualified to provide management education for diabetes:

1 according to standards established under New Jersey
Department of Health and Senior Services regulatigpon
diagnosis of diabetes; or

1 when a Physician certifies that a change inselhagement
is needed due to a change in symptoms or conditions, or that
new medication, therapy or retraining is Medically
Necessary.

Covered training will also include nuidn therapy by a
licensed, certified dietician or nutritionist and must be
supervised and certified as completed successfully by a
Physician.
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Second Surgical Opinion Benefits

Covered Expenses will include expenses incurred for charges
made for a second igical opinion if, as a result of an Injury

or a Sickness, you or any one of your Dependents, while
insured for these benefits and prior to the performance of an
Elective Surgical Procedure recommended by a surgeon, asks
for an opinion from another Physiti who is qualified to
diagnose and treat that Injury or Sickness. Covered Expenses
will also include any diagnostic laboratory oray

examinations asked for by the Physician who gives that
opinion.

Payment will be made whether or not the Surgical Prnareed

is performed.

Third Surgical Opinion Benefits

If your second surgical opinion does not confirm that an
Elective Surgical Procedure is medically advisable, a third
surgical opinion will also be covered.

Limitations

No payment will be made for expensasturred in connection

with:

1 cosmetic or dental Surgical Procedures not covered under
the policy;

1 minor Surgical Procedures that are routinely performed in a
Physician's office, such as incision and drainage for abscess
or excision of benign lesions;

1 an ophion rendered by the Physician who performs the
Surgical Procedure

1 other limitations shown in the General Limitations section.

No payment will be made under any other section to the extent
that benefits are payable for incurred expenses under this
section

Elective Surgical Procedure

The term Elective Surgical Procedure means a Surgical
Procedure which is not considered emergency in nature and
which may be avoided without undue risk to the individual.

HC-COV670 12-17

Obesity Treatment

1 charges made for m&al and surgical services for the
treatment or control of clinically sevefaorbid) obesity as
defined belowand f the services are demonstrated, through
existing peer reviewed, evidence based, scientific literature
and scientifically based guidelinge,be safe and effective
for the treatment or control of the condition. Clinically
severgmorbid) obesity is defined by the National Heart,
Lung and Blood Institute (NHLBI) as a Body Mass Index
(BMI) of 40 or greater without comorbidities, or a BMI of

35-39 with comorbidities. The following items are
specifically excluded:

1 medical and surgical services to alter appearances or
physical changes that are the result of any medical or
surgical services performed for the treatment or control of
obesity or clin¢ally severg€morbid) obesity; and

1 weight loss programs or treatments, whether or not they
are prescribed or recommended by a Physician or under
medical supengion.

HC-COV43 4-10
V1

Orthognathic Surgery

1 orthognathic surgery to repair or correct a sevacial
deformity or disfigurement that orthodontics alone can not
correct, provided:

1 the deformity or disfigurement is accompanied by a
documented clinically ghificant functional impairment
and there is a reasonable expectation that the procedure
will result in meaningful functionaiviprovement; or

1 the orthognathic surgery is Medically Necessary as a
result of tumor, trauma, disease

1 the orthognathic surgery is performed prior to age 19 and
is required as a result of severe congenital facial
deformty or congenital corition.

Repeat or subsequent orthognathic surgeries for the same
condition are covered only when the previous orthognathic
surgery met the above requirements, and there is a high
probability of significant additional improvement as
detemined by tle utilization review Physician.

HC-COV3 04-10

Vi

Home Health Services

1 charges made for Home Health Servioader the terms of
a Home Health Care Plan established within 14 days after
the date Home Health Care begins.

Home Health Servicesaprovided only if @nahas
determined that the home is a medically appropriate setting.
If you are a minor or an adult who is dependent upon others
for nonskilled care and/or custodial services (e.g., bathing,
eating, toileting), Home Health Services Mié provided

for you only during times when there is a family member or
care giver present in the home to meet your nonskilled care
and/or custodial services needs.
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Home Health Servicaaclude:

1 parttime orintermittentservices, and fultime or 24
hourservices that are needed on a stemn basis,
including nursing care by or under the supervision of an
Other Health Care Professional;

physical occupational or speech therapy;
medicalsocialwork;
nutrition services;

medical supplies, appliances anduggnent; drugs and
medicines lawfully dispensed only on the written
prescription of a Physician; laboratory services; special
meals, home infusion therapy and any diagnostic and
therapeutic service, including surgical services,
performed in a Hospital oupient department, a
doctor's office or any other licensed health facility; but
only to the extent that such charges would have been
considered Covered Expenses had a person required
confinement in the Hospital as a registered bed patient
or confinement ira Skilled Nursing Facility

Necessary consumable medical supplies and home infusion
therapy administered or used by Other Health Care
Professionals in providing Home Health Services are
covered. Home Health Services do not include services by a
person whas a member of your family or your Dependent's
family or who normally resides in your house or your
Dependent's house even if that person is an Other Health
Care Professional.

Skilled nursing services or private duty nursing services
provided in the homare subject to the Home Health
Services benefit terms, conditions and benefit limitations.
Physical, occupational, and other Skberm Rehabilitative
Therapy services provided in the home are subject to the
Home Health Services benefit limitations in ®ehedule.

= = =4 =

04-10
Vi

Hospice Care Services

1 charges made for a person who has been diagnosed as
having six months or fewer to live, due to Terminal lliness,
for the following Hospice Care Services provided under a
Hospice Care Program:

1 by a Hospie Facility for Bed and Board and Services and
Supplies;

1 by a Hospice Facility for services provided on an
outpatient basis;

1 by a Physician for professional services;

1 by a Psychologist, social worker, family counselor or
ordained minister for idividual andfamily counseling;

1 for pain relief treatment, including drugs, medicines and
medical supplies;

1 by an Other Health Care Facility for:

1 parttime or intermittent nursing care by or under the
supervision of a Nurse;

1 parttime or intermittent services of ant@tr Health
Care Professional;

1 physical, occupational and speech therapy;

1 medical supplies; drugs and medicines lawfully dispensed
only on the written prescription of a Physician; and
laboratory services; but only to the extent such charges
would have beepayable under the policy if the person
were Confined in a Hospital or Hospice Facility.

The following charges for Hospice Care Services are not
included as Covered Expenses:

1 for the services of a person who is a member of your family
or your Dependent's figily or who normally resides in your
house or your Dependent's house;

1 for any period when you or your Dependent is not under the
care of a Physician;

1 for services or supplies not listed in the Hospice Care
Program;

1 for any curative or lifgorolonging procdures;

1 to the extent that any other benefits are payable for those
expenses under the policy;

1 for services or supplies that are primarily to aid yoyaur
Dependent in daily living.

04-10
\%A

HC-COV45

Mental Health and Substance Use Disorde&ervices

Mental Health Servicesare services that are required to treat
any mental disorder other than BiologicaBased Mental
Iliness, or other than a disease induced by Substance Use
Disorder, that impairs the behavior, emotional reaction or
thought processes afperson, regardless of medical origin.
Services for BiologicallyBased Mental lliness are specifically
excluded hereunder because
any other illnessodo as
determining benefits payable,ariges made for the treatment

of any physiological conditions related to Mental Health will
not be considered to be charges made for treatment of Mental
Health.

SubstanceUse Disorderis defined as the psychological or
physical dependence on alcohol or otimind-altering drugs
that requires diagnosis, care, and treatment. In determining
benefits payable, charges made for the treatment of any
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physiological conditions related to rehabilitation services for
alcohol or drug abuse or addiction will not be coasidl to be
charges made for treatmentSidibstance Use Disorder

Inpatient Mental Health Services

Services that are provided by a Hospital while you or your
Dependent is Confined in a Hospital for the treatment and
evaluation of Mental Health. Inpatient M@l Health Services
include Partial Hospitalization and Mental Health Residential
Treatment Services.

Mental Health Residential Treatment Services are services
provided by a Hospital for the evaluation and treatment of the
psychological and social functial disturbances that are a
result of subacute Mental Health conditions.

Mental Health Residential Treatment Center means an
institution which specializes in the treatment of psychological
and social disturbances that are the result of Mental Health
condifons; provides a subacute, structured, psychotherapeutic
treatment program, under the supervision of Physicians;
provides 24hour care, in which a person lives in an open
setting; and is licensed in accordance with the laws of the
appropriate legally authized agency as a residential

treatment center.

A person is considered confined in a Mental Health
Residential Treatment Center when she/he is a registered bed
patient in a Mental Health Residential Treatment Center upon
the recommendation of a Physician.

Outpatient Mental Health Services

Services of Providers who are qualified to treat Mental Health
when treatment is provided on an outpatient basis, while you
or your Dependent is not Confined in a Hospital, and is
provided in an individual, group or MentdkalthPartial
Hospitalization ointensive Outpatient Therapy Program.
Covered services include, but are not limited to, outpatient
treatment of conditions such as: anxiety or depression which
interfere with daily functioning; emotional adjustment or
corcerns related to chronic conditions, such as psychosis or
depression; emotional reactions associated with marital
problems or divorce; child/adolescent problems of conduct or
poor impulse control; affective disorders; suicidal or
homicidal threats or acteating disorders; or acute
exacerbation of chronic Mental Health conditions (crisis
intervention and relapse prevention) and outpatient testing and
assessment.

Mental Health Partial Hospitalization Services are rendered
not less than 4 hours and not mtran 12 hours in any 24

hour period by a certified/licensed Mental Health Program in
accordance with the laws of the appropriate legally authorized
agency.

A Mental Health Intensive Outpatient Therapy Program
consists of distinct levels or phases of tresitrthat are

provided by a certified/licensed Mental Health progiam

accordance with the laws of the appropriate legally authorized
agency Intensive Outpatient Therapy Programs provide a
combination of individual, family and/or group therapy in a
day, ptaling nine or more hours in a week

Inpatient Substance Ue Disorder Rehabilitation Services

Services provided for rehabilitation, while you or your
Dependent is Confined in a Hospital, when required for the
diagnosis and treatment of abuse or addidtoalcohol and/or
drugs. InpatienBubstance Use Disorder Services include
Residential Treatment services.

Services for the treatment of alcoholism and Substance Use
Di sorder wi |l be rendered und
conditionso as raouyplaowhbnesachi | | n
treatment is prescribed by a Physician.

Substance Use DisordeResidential Treatment Services
areservices provided by a Hospital for the evaluation and
treatment of the psychological and social functional
disturbances that are a résaf subacuteSubstance Us
Disorderconditions.

Substance Use DisordeResidential Treatment Center

means an institution which specializes in the treatment of
psychological and social disturbances that are the result of
Substance Use Disordegprovides asubacute, structured,
psychotherapeutic treatment program, under the supervision of
Physicians; provides 2dour care, in which a person lives in

an open setting; and is licensed in accordance with the laws of
the appropriate legally authorized agencwyassidential

treatment center.

A person is considered confined itsabstance Use Disorder
Residential Treatment Center when she/he is a registered bed
patient in aSubstance Use DisordBesidential Treatment
Center upon the recommendation of a Physician

Outpatient Substance Use DisordeRehabilitation Services

Services provided for the diagnosis and treatment of abuse or
addiction to alcohol and/or drugs, while you or your
Dependent is not Confined in a Hospital, including outpatient
rehabilitation in a individual, or aSubstance Use Disorder
Partial Hospitalization oimtensive Outpatient Therapy
Program.

Substance Use Disorder Partial Hospitalization services are
rendered not less than 4 hours and not more than 12 hours in
any 24hour period by a cédfted/licensed Substance Use
Disorder program in accordance with the laws of the
appropriate legally authorized agency.

A Substance Use Disordetensive Outpatient Therapy
Program consists of distinct levels or phases of treatment that
are provided by aertified/licensedsubstance Use Disorder
program. Intensive Outpatient Therapy Programs provide a
combination of individual, family and/or group therapy in a
day, totaling nine, or more hours in a week.
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Substance Use Disordebetoxification Services

Detoxfication and related medical ancillary services are
provided when required for the diagnosis and treatment of
addiction to alcohol wildl be
and conditionsod as any ot her
Detoxification and related meditancillary services are
provided when required for the diagnosis and treatment of
addiction to drugs. Cigna will decide, based on the Medical
Necessity of each situation, whether such services will be
provided in an inpatient or outpatient setting.

Exclusions

The following are specifically excluded from Mental Health
andSubstance Use Disord8ervices:

1 any Mental Health services in connection with Biologically
Based Mental lliness.

1 geriatric day care, occupational and recreational therapy for
agerelatedcognitive decline

1 special education, including but not limited to school
tuition.

1 counseling foreducational reasons, |1Q testing or other
testing (including psychological testing on children
requested by or for a school system)

counseling for occupati@h problems.
counseling related to consciousness raising.
vocational or religious counseling.

cognitive rehabilitation.

work-hardening programs.

1 wilderness programs.

Mental Health Services for BiologicallyBased Mental
lliness

If you or any one of your Demdents, while insured for these
benefits, incurs expenses for charges made for Medically
Necessary Mental Health Services for Biologicdlgsed
Mental lliness, Cigna will pay that portion of the expense
remaining after you or your Dependent has paidraguired
Deductible or Coinsurance shown in the Schedule.

These benefits for BiologicalBased Mental lliness will be
provided under the same
any other sicknesso under

Same Terms and Conditiongneans tha€igna will not apply
different copayments, deductibles or benefit limits to
biologically-based mental health benefits than those applied to
other medical or surgical benefits.

The termBiologically-Based Mental llinessmeans a mental

or nervous conditiorhat is caused by a biological disorder of
the brain which results in a clinically significant or
psychological syndrome or pattern that substantially limits the

= = =4 =4 =2

t er ms
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functioning of the person with the iliness, including but not
limited to:

1 schizophrenia;

{P éci‘HzYaffegt|9edd|sd1‘d'érd er the
ﬂ major depresswe cpsorger the
bipolar disorder;

paranoia and other psychotic disorders;
obsessiveeompulsive disorder;

panic disorder;

pervasive developmental disorder; or
autism.
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HC-COV560 01-17

Durable Medical Equipment

1 chargeamade fo purchase or rental of Durable Medical
Equipment for use outside a Hospital or Other Health Care
Facility. Coverage for repair, replacement or duplicate
equipment is provided only when required due to
anatomical change and/or reasonable wear and tear. All
mai ntenance and repairs that
are the personds responsi bi
Medical Equipment is limited to the lowesbst alternative
as determined by the utilization review Physician.

Durable Medical Equipment is fileed as items which are
designed for and able to withstand repeated use by more than
one person; customarily serve a medical purpose; generally
are not useful in the absence of Injury or Sickness; are
appropriate for use in the home; and are not dispes&hbich
equipment includes, but is not limited to, crutches, hospital
beds, respirators, wheel chairs, and dialysis machines.

Durable Medical Equipment items that are not covered
include but are not limited to those that are listed below:

1 Bed Related Items bed trays, over the bed tables, bed
wedges, pillows, custom bedroom equipment, mattresses,
including nonpower mattresses, custom mattresses and
postureped|c mattresses.

1 g &u Pems batln Iq‘ts nonpor?ableowhﬂpools
af tub ra|I toilet railsaised toilet seats, bath benches,
bath stools, hand held showers, paraffin baths, bath mats,

and spas.

1 Chairs, Lifts and Standing Devices:computerized or
gyroscopic mobility systems, roll about chairs, geriatric
chairs, hip chairs, seat lifts (mechanioaimotorized),
patient lifts (mechanical or motorizédmanual hydraulic
lifts are covered if patient is twperson transfer), and auto
tilt chairs.

ded
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1 Fixtures to Real Property: ceiling lifts and wheelchair
ramps.

1 Car/Van Modifications.

1 Air Quality Items: room humidifiers, vaporizers, air
purifiers and electrostatic machines.

1 Blood/Injection Related Items:blood pressure cuffs,
centrifuges, nova pens and needleless injectors.

1 Other Equipment: heat lamps, heating pads, cryounits,
cryotherapy machines, electiio-controlled therapy units,
ultraviolet cabinets, sheepskin pads and boots, postural
drainage board, AC/DC adaptors, enuresis alarms, magnetic
equipment, scales (baby and adult), stair gliders, elevators,
saunas, any exercise equipment and diathermyimesh

HC-COov47 04-10

Vi

External Prosthetic Appliances and Devices

1 chargesmade for: the initial purchase and fitting of external
prosthetic appliances and devices available only by
prescriptionfrom a licensed orthotist, prosthetist, or
certified pedathist, which aredetermined medically
necessartpy t he cover edfophler sonds
alleviation or correction of Injury§ickness or congenital
defect.

External prosthetic appliances and devices shall include
prostheses/prosthetic appliances andabsyiorthoses and
orthotic devices; braces; and splints.

Prostheses/Prosthetic Appliances and Devices

Prostheses/prosthetic appliances and devices are defined as
fabricated replacements for missing body parts.
Prostheses/prosthetic appliances and deviwggde, but are

not limited to:

1 basic limb prostheses;

1 terminal devices such as hands or hooks; and
1 speech prostheses.

Orthoses and Orthotic Devices

Orthoses and orthotic devices are defined as orthopedic
appliances or apparatuses used to support, alignept or
correct deformities. Coverage is provided for custom foot
orthoses and other orthoses as follows:

1 Nonfoot orthose$ only the following nonfoot orthoses are
covered:

1 rigid and semirigid custom fabricated orthagses
1 semirigid prefabricated and fléste orthoses; and

1 rigid prefabricated orthoses including preparation, fitting
and basic additions, such as bars and joints.

1 Custom foot orthoseiscustom foot orthoses are only
covered as follows:

1 for persons with impaired peripheral sensation and/or
altered peripheral circulation (e.g. diabetic neuropathy
and peripheral vascular disease);

1 when the foot orthosis is an integral part of a leg brace
and is necessary for the proper functioning of the brace;

1 when the foot orthosis is for use as a replacement o
substitute for missing parts of the foot (e.g. amputated
toes) and is necessary for the alleviation or correction of
Injury, Sickness or congenital defect; and

1 for persons with neurologic or neuromuscular condition
(e.g. cerebral palsy, hemiplegia, sphifida) producing
spasticity, malalignment, or pathological positioning of
the foot and there is reasonable expectation of
improvement.

The following are specifically excluded orthoses and orthotic
devices:

1 prefabricated foot orthoses;

¢ cranial banding aridr cranial orthoses. Other similar
devices are excluded except when used postoperatively for
synostotic plagiocephaly. When used for this indication, the
Pcr;an_igl Prt(l;qsis vly]ill be subject to tht_a Iimita_tions and
makimumg of the' External Prosthetic Appliaseand
Devices benefit;

1 orthosis shoes, shoe additions, procedures for foot
orthopedic shoes, shoe modifications and transfers;

1 orthoses primarily used for cosmetic rather than functional
reasons; and

1 orthoses primarily for improved athletic performance or
sports participation.

Braces

A Brace is defined as an orthosis or orthopedic appliance that

supports or holds in correct position any movable part of the
body and that allows for motion of that part.

The following braces are specifically excluded: Copes
swmliosis braces.

Splints
A Splint is defined as an appliance for preventing movement
of a joint or for the fixation of displaced or movable parts.

Coverage for replacement of external prosthetic appliances
and devices is limited to the following:

1 replacemendue to regular wear. Replacement for damage
due to abuse or misuse by the person will not be covered.

1 replacement will be provided when anatomic change has
rendered the external prosthetic appliance or device
ineffective. Anatomic change includes sigoéfnt weight
gain or loss, atrophy and/or growth.
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1 Coverage for replacement is limited as follows:

1 no more than once every 24 months for persons 19 years
of age and older

1 no more than once every 12 months for persons 18 years
of age and undeand

1 replacemat due to a surgical alteration or revision of the
site.

The following are specifically excluded external prosthetic
appliances and devices:

1 external and internal power enhancements or power controls
for prosthetic limbs and terminal devices; and

1 myoelectic prostheses peripheral nerve stimulators.

HC-COVv48 04-10

V1

Infertility Services

1 chargesmade for services related to diagnosis of infertility
and treatment of infertility once a condition of infertility has
been diagnosed. Services include, but atdimited to:
infertility drugs(including injectable infertility
medications)approved surgeries and other therapeutic
procedures that have been demonstrated in existing peer
reviewed, evidencbased, scientific literature to have a
reasonable likelihas of resulting in pregnandyncluding
microsurgical sperm aspiratigri@boratory tests; sperm
washing or preparation; diagnostic evaluatiassisted
hatching; fresh and frozen embryo transfer; ovulation
induction;gamete intrafallopian transfer (GIFiy; vitro
fertilization (IVF), including in vitro fertilization using
donor eggs and in vitro fertilization where the embryo is
transferred to a gestational carrier or surrogatgpte
intrafallopian transfer (ZIFT)artificial insemination;
intracytoplasnic sperm injection (ICShand the services of
an embryologist.

This benefit includes diagnosis and treatment of both male and
female infertility.

Infertility services are covered for any abnormal function of
the repoductive systems, such that you ar¢ aole to:

1 impregnate another person;

1 conceive after two years if the female partner is under 35
years old, or after one year if the female partner is 35 years
old or older, or if one partner is considered medically
sterile; or

1 carry a pregnancy to live ibi.

In vitro fertilization, gamete transfer and zygote transfer
services are covered only:

1 if you have used all reasonable, less expensive and
medically appropriate treatment and are still unable to
become pregnant or carry a pregnaranyd

1 if you are 45years old or younger.

However, the following are specifically excluded infertility

services:

1 reversal of male and female voluntary sterilization;

1 infertility services when the infertility is caused by or
relatedtdt he covered per s oizatiog

1 donor charges and servicexcept if Medically Necessary
to the extent that benefits remain and are available under the
recipientbés policy, after be
expenses have been paid

1 cryopreservation of donor sperm and egusj

1 any experimental, investigational or unproven infertility
procedures or therapies.

own

HC-COV726 12-17

Short-Term Rehabilitative Therapy and Chiropractic

Care Sevices

1 charges made forh®rtterm Rehabilitative Therapy that is
part of a rehabilitative igram, including physical, speech,
occupational, cognitive, osteopathic manipulatoardiac
rehabilitationand pulmonary rehabilitation therapy, when
provided in the most medically appropriate setting. Also
included are services that are provided byieophactic
Physician when provided in an outpatient setting. Services
of a chiropractic Physician include the conservative
management of acute neuromusculoskeletal conditions
through manipulation and ancillary physiological treatment
that is rendered to seore motion, reduce pain andgrove
function.

The followinglimitation applieso Shortterm Rehabilitative
Therapy and Chiropractic Care Services:

1 occupational therapy is provided only for purposes of
enabling persons to perform the activities of dhilyng
after an Injury or Sikness.

Shortterm Rehabilitative Therapy and Chiropractic Care
services that are not covered include but are not limited to

1 sensory integration therapy, group therapy; treatment of
dyslexia; behavior modification or myofunatial therapy
for dysfluency, such as stuttering or other involuntarily
acted conditions without evidence of an underlying medical
condition or neurological dorder;
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1 treatment for functional articulation disorder such as
correction of tongue thrust, lispesbal apraxia or
swallowing dysfunction that is not based on an underlying
diagnosed medical condition amjuiry;

1 maintenance or preventive treatment consisting of routine,
long term or norMedically Necessary care provided to
prevent recurrencesortomai ai n t he
status;

The following are specifically excluded from Chiropractic
Care Sevices:

1 services of a chiropractor which are not within his scope of
prectice, as defined by state law;

1 charges for care not provided in an office setting;
1 vitamin therapy.

If multiple outpatient services are provided on the same day
they constitute one day.

A separate Copayment will apply to the services provided by
each provider.

HC-COV12 04-10

Vi

Breast Reconstruction and Breast Prostheses

1 charges madfor reconstructive surgery following a
mastectomy; benefits include: surgical services for
reconstruction of the breast on which surgery was
performed; surgical services for reconstruction of the non
diseased breast to produce symmetrical appearance;
posbperative breast prostheses; and mastectomy bras and
prosthetics, limited to the lowest cost alternative available
that meets prosthetic placement needs. During all stages of
mastectomy, treatment of physical complications, including
lymphedema therapy, @rcovered.

Reconstructive Surgery

1 charges made for reconstructive surgery or therapy to repair
or correct a severe physical deformity or disfigurement
which is accompanied by functional deficit; (other than
abnormalities of the jaw or conditions relatedrtdJ
disorder) provided that: the surgery or therapy restores or

pat i ent dmprovesfunctiennréconstruction is required as a result of

Medically Necessary, necosmetic surgery; or the surgery
or therapy is performed prior to age 19 and is required as a
result of he congenital absence or agenesis (lack of
formation or development) of a body part. Repeat or
subsequent surgeries for the same condition are covered
only when there is the probability of significaniditional
improvement as determined by the utilizatremiew
Physician.

HC-COV631 12-17

Transplant Services

1 chargeanade for human organ and tissue Transplant
services which include solid organ and bone marrow/stem
cell procedures at designated facilities throughout the
United States or its territorie§his coverage is subject to
the following conditions and limitations.

Transplant services incl
and Hospital services; inpatient immunosuppressive
medications; and costs for organ or bone marrow/stem cell
procurement. Trasplant services are covered only if they are
required to perform any of the following human to human
organ or tissue transplants: allogeneic bone marrow/stem cell,
autologous bone marrow/stem cell, cornea, heart, heart/lung,
kidney, kidney/pancreas, livdung, pancreas or intestine

which includes small bowdiver or multi-visceral.

All Transplant services, other than cornea, are covered at
100% when received at Cigna LIFESOURCE Transplant
Network® facilities. Cornea transplants are not covered at
Cigna UFESOURCE Transplant Network® facilities.
Transplant services, including cornea, received at participating
facilities specifically contracted with Cigna for those
Transplant services, other than Cignha LIFESOURCE
Transplant Network® facilities, are payalaliethe InNetwork
level. Transplant services received at any other facilities,
including NonParticipating Providers and Participating
Providers not specifically contracted with Cigna for
Transplant services, are covered at the @tietwork level.

ude

Coverae for organ procurement costs are limited to costs
directly related to the procurement of an organ, from a cadaver
or a live donor. Organ procurement costs shall consist of
surgery necessary for organ removal, organ transportation and
the transportatiorréfer to Transplant Travel Services),
hospitalization and surgery of a live donor. Compatibility
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testing undertaken prior to procurement is covered if
Medically Necessary. Costs related to the search for, and
identification of a bone marrow or stem celhdo for an
allogeneic transplant are also covered.

Transplant Travel Services

Charges made for netlaxable travel expenses incurred by you
in connection with a prapproved organ/tissue transplant are
covered subject to the following conditions and liniitas.
Transplant travel benefits are not available for cornea
transplants. Benefits for transportation and lodging are
available to you only if you are the recipient of a preapproved
organ/tissue transplant from a designated Cigna
LIFESOURCE Transplant Nebrk® facility. The term

recipient is defined to include a person receiving authorized
transplant related services during any of the following:
evaluation, candidacy, transplant event, or {@stsplant

care. Travel expenses for the person seogithe tansplant

will include charges for: transportation to and from the
transplant site (including charges for a rental car used during a
period of care at the transplant facility); and lodging while at,
or traveling to and from the trgplant site.

In additionto your coverage for the charges associated with
the items above, such charges will also be considered covered
travel expenses for one commpan to accompany you. The

term companion includes your spouse, a member of your
family, your legal guardian, or giperson not related to you,

but actively involved as your caregiver who is at least 18 years
of age. The following are specifically excluded travel
expenses: any expenses that if reimbursed would be taxable
income, travel costs incurred due to travel witB0 miles of

your home; food and meals; laundry bills; telephone bills;
alcohol or tobacco products; and charges for transportation
that exceed coach class rates.

These benefits are only available when the covered person is
the recipient of an organ/tiss transplant. Travel expenses for
the designated live donor for a covered recipient are covered
subject to the same conditions and limitations noted above.
Charges for the expenses of a donor companion are not
covered. No benefits are available when thveeced person is

a donor.

HC-COV482 12-15

Medical Pharmaceuticals

The plan covers charges made for Medical Pharmaceuticals
that are administered in an Inpatient setting, Outpatient
setting, P h gr énia covesed [Geson's fiomé. ¢ e

Benefits undethis section are provided only for Medical
Pharmaceuticals which, due to their characteristics (as
determined by Cigna), are required to be administered, or the

administration of which must be directly supervised, by a
qualified Physician. Benefits paylatunder this section
include Medical Pharmaceuticals whose administration may
initially, or typically, require Physician oversight but may be
selfadministered under certain conditions specified in the
productés FDA | abeling.

Certain Medical Pharmaceutlsare subject to prior
authorization requirements or other coverage conditions.
Additionally, certain Medical Pharmaceuticals are subject to
step therapy requirements. This means that in order to receive
benefits for such Medical Pharmaceuticals, youregeired to

try a different Medical Pharmaceutical and/or Prescription
Drug Product first.

The Cigna Business Decision Team determines whether
utilization management requirements or other coverage
conditions should apply to a Medical Pharmaceutical by
consdering a number of factors, including, but not limited to,
clinical and economic factors. Clinical factors may include,

but are not | imited to, the P
place in therapy, relative safety or relative efficacy of Medical
Pharmaeuticals as well as whether utilization management
requirements should apply. Economic factors may include, but
are not | imited to, the Medic
including, but not limited to, assessments on the cost
effectiveness of the Medical Phaaoeuticals and available
rebates. When considering a Medical Pharmaceutical for a
coverage status, the Business Decision Team reviews clinical
and economic factors regarding enrollees as a general
population across its boak-business. Regardless of its

eligibility for coverage under your plan, whether a particular
PrescriptiorDrug Product is appropriate for you or any of

your Dependentis a determination that is made by you

your Dependentind the prescribing Physician.

The coverage criteria for addical Pharmaceutical may

change periodically for various reasons. For example, a
Medical Pharmaceutical may be removed from the market, a
new Medical Pharmaceutical in the same therapeutic class as a
Medical Pharmaceutical may become available, or other
market events may occur. Market events that may affect the
coverage status of a Medical Pharmaceutical include, but are
not limited to, an increase in the cost of a Medical
Pharmaceutical.

HC-COV526 10-16
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Prescription Drug Benefits
The Schedule

For You and Your Dependents

This plan provides Prescription Drug benefits for Prescription Drug Products provided by Pharmacies as shown i
Schedule. To receive Prescription Drug Benefits, aod your Dependesitnay be required to pay a Deductible,
Copayment or Coinsurance requirement for Covered Expenses for Prescription Drug Products.

As applicable, your Deductible or Coinsurance payment will be based on the Plan's Prescription Drug Charge wh
Pharmacys a Network Pharmacy, and the Usual and Customary Charge when the PharmacyNeawaeok Pharmacy.

Coinsurance

The term Coinsurance means the percentage of charges for covered Prescription Drug Products that you or your
Dependent are required pay under this plan.

Copayments (Copay)
Copayments are expenses to be paid by you or your Dependent for Covered Prescription Drug Products.

Oral Chemotherapy Medication

Prescription oral chemotherapy medication that is used to kill or slow thelgodwancerous cells is covered at
participating pharmacies at 100% with no deductible and if applicable giartoipating pharmacies, the same as the
of network medical cost share for injectable/IV chemotherapy.

NETWORK
PHARMACY

NON-NETWORK

BENEFIT HIGHLIGHTS PHARMACY

Lifetime Maximum

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Out-of-Pocket Maximum

Individual

Family

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Maintenance Drug Products

Maintenance Drug Products may be filled in an amount up to a consecutive 90 day supply per Prescription Order
at a retail Pharmacy or hordelivery Pharmacy.

Certain Preventive Care Medications covered under this plan and required as part of preventive care services (d¢
information is available at www.healthcare.gov) are payable at 100% with no Copayment or Deductible, when pu
from a Network Pharmacy. A written prescription is required.

44 myCigna.com



(11
W,

3¢ Cigna.

NETWORK NON-NETWORK
BENEFIT HIGHLIGHTS PHARMACY PHARMACY
Prescription Drug Products at The amount you pay for up to a The amount you pay for up to a
Retail Pharmacies consecutive 3@ay supply at a consecutive 3&ay supply at anon-
Network Pharmacy Network Pharmacy
Tier 1
Generic Drugs on the Prescriptior] No charge after $10 Copay 50%
Drug List
Tier 2
Brand Drugs designated as No charge after $25 Copay 50%
preferred on the Prescription Drug
List
Tier 3
Brand Druggesignated as nen No charge after $40 Copay 50%
preferred on the Prescription Drug
List
Prescription Drug Products at The amount you pay for up to a The amount youpay for up to a
Retail Designated Pharmacies consecutive 9&day supply at a consecutive 9&day supply at a non
Designated Pharmacy Designated Pharmacy

Note: In this context, a retail Designated Pharmacy is a retail Network Pharmacy that has contracted with Cigna f
dispensing of covered Prescription Drug Products, including Mantse Drug Products, in Siay supplies per
Prescription Order or Refill.

Tier 1

Generic Drugs on the Prescriptior] No charge after $20 Copay 50%
Drug List

Tier 2

Brand Drugs designated as No chage after $50 Copay 50%
preferred on the Prescription Drug
List

Tier 3

Brand Drugs designated as ron | No charge after $80 Copay 50%
preferred on the Prescription Drug
List
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NETWORK NON-NETWORK
BENEFIT HIGHLIGHTS PHARMACY PHARMACY
Prescription Drug Products at The amount you pay for up to a The amount you pay for up to a
Home Delivery Pharmacies consecutive 9&day suppl at a consecutive 9&day supply at a non
Network Pharmacy Network Pharmacy

Tier 1

Generic Drugs on the Prescriptior] No charge after@ Copay 50%

Drug List
Tier 2

Brand Drugs designated as No charge after¥ Copay 50%

preferred on the Pseription Drug

List
Tier 3

Brand Drugs designated as ron | No charge after& Copay 50%

preferred on the Prescription Drug

List
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Prescription Drug Benefits Product and available rebatéNVhen considering a
Prescription Drug Product for tier placement on the

Prescription Drug List or other coverage conditions, the

Covered Expenses Business Decision Team reviews clinical and economic

Your plan provides benefits for&scription Drug Products factors regarding enrollees as a general population across its
di spensed by a Pharmacy. D et a bobkof-busmesa Regardhess ofyitoeligibility for aovedage
Covered Expenses, Limitations and Exclusions are provided under the plan, whether a particular Prescription Drug Product
below and are shown in The Schedule is appropriate for you or any of your Dependents is a

If you or any one of your Dependentsjile insured for deternjir)ation the'tt'is made by you or your Dependent; and the
Prescription Drug Bend§, incursexpenses for charges made prescribing Physician.

by a Pharmacy for Medically Necessary Prescripbong Thecoverage status of a Prescription Drug Product may
Productsordered by a Physicia@ignawill provide coverage change periodically for various reasons. For example, a

for those expenses as showrTime ScheduleYour benefits Prescription Drug Product may be removed from the market, a
may vary depending on which of the Prestioip Drug List New Prescription Drug Product in the same therapeutic class
tiers the Prescription Drug Product is listed, or the Pharmacy as a Prescription Drug Prociumay become available, or other
that provides the Prescription Drug Product. market events may occur. Market events that may affect the
Coverageunderyoup | ands Prescriasbi on B§age sgus0fg Pregcgption Drug Product include, but are
includes Medically Necessary Prescription DRrgducts not limited to, an increase in the acquisition cost of a
dispensed pursuatd a Prescription Order or Refill issued to Prescription Drug Product. As a resultooiverage changes,

you or your Dependents by a licenseghdist for the for the purposes of beneflts. th.e plan may require you to_ pay
prevention of infection or pain in conjunction with a dental more or less for that Prescription Drug Product, to obtain the
procedure. Prescription Drug Product from a certain Pharmacy(ies) for

coverage, or try another covered Prescription Drug Gritgs).
Please access the internet through the website shown on your
ID card or call member services at the telephone number on
your ID card for the most ufp-date tier status, utilization
management, or other coverage limitations for a Prescription
Drug Product.

Whenyou or a Dependetmatre issued a Prescription Order or
Refill for Medically Necesary Prescription Drug Products as
part of the rendering of Emergency Services and Cigna
determines that it cannot reasonably be filled by a Network
Pharmacy, the prescription will be covered by Cigna as if
filled by a Network Pharmacy. Your payment will based on
the Usual and Customary Charge submitted by the non
Network Pharmacy. HC-PHR136 1016

Prescription Drug List Management

The Prescription Drug List (or formulary) offered under your .
Empl oyerdés plan is managed byLIMREON8i gna Business Decision
Team. Your ripion Broglist coveragstiers may Prior Authorization Requirements

(é?gaezjln[)lxezcgrpgogcli);ﬁg E:gggr?tfié:aéﬁje Sﬁ)r;jirtl:isD[ruhgeS' Coverage for certain Prescription Drug Products prescribed to
9 b y P 9 ) you requires your Physician to obtain prior authorization from

E;J:érét:isii;egflzonp'[ggmtﬁtlgl;eietggiI]IncaglvaeSS_Igngetrrl]teof a Cigna or its Review Organization. The reason for obtaining
P 9 ragge prior authorization from Cigna is to determine whether the

Prescription Drug I.‘iSt and decides whether utilizati_o_n Prescription Drug Product is Medically Necessary in
management requirements or other coverage condltlons should accordance with Cigna's coverage criteria. Coverage criteria
apply to a Prescription Drug Product by considering a number for a Prescription Drug Product may vary based on the clinical

of factors !nplud|ng, but not I_|m|ted fo, clinical anq economic use for which the Peeription Order or Refill is submitted,
factors. Clinical factors may include, but are not limited to, the

; " . nd may change periodically based on changes in, without
P&T Co mmitteeos eva luations o [ mitatti ,eclini'gzjl g%iae‘ﬁnesyoppra t%ees{ar?dgra/s,’or nﬁaﬁ(ét at
safety or relative efficacy of the Prescription Drug Product, as factors

well as whether certain supply limits or other utilization

managerant requirements should apply. Economic factors If Cigna or its Review Organization reviews the
may include, but are not limited to, the Prescription Drug documentation provided and determitiest the Prescription
Product's acquisition cost including, but not limited to, Drug Product is not Medically Necessary or otherwise

assessments on the cost effectiveness of the Prescription Drug excluded, your plan will not cover the Prescription Drug
Product. Cigna, or its Review Organization, will not review
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claims for excluded Prescription Drug Products or other
services to determine if they are Medically Necessary, unless
required by law.

When Prescription Drug Products that require prior
authorization are dispensed at a Pharmacy, you or your
prescribing Physician are responsible for obtaining prior
authorization from @na. If you do not obtain prior
authorization from us before the Prescription Drug Product is
dispensed by the Pharmacy, you can ask us to consider
reimbursement after you pay for and receive the Prescription
Drug Product. You will need to pay for the Begption Drug
Product at the Pharmacy prior to submitting a reimbursement
request.

When you submit a claim on this basis, you will need to
submit a paper claim using the form that appears on the
website shown on your ID card.

If a prior authorization reast is approved, your Physician

will receive confirmation. The authorization will be processed
in the claim system to allow you to have coverage for the
Prescription Drug Product. The length of the authorization
may depend on the diagnosis and the Presmniprug

Product. The authorization will at all times be subject to the
planés terms of coverage for
which may change from time to time. When your Physician
advises you that coverage for the Prescription Drug Product
has ber approved, you can contact a Pharmacy to fill the
covered Prescription Order or Refill.

If the prior authorization request is denied, your Physician and
you will be notified that coverage for the Prescription Drug
Product is not authorized. If you disagrmith a coverage
decision, you may appeal that decision in accordance with the
provisions of the plan by submitting a written request stating
why the Prescription Drug Product should be covered.

Supply Limits
Benefits for Prescription Drug Products aréjeat to the
supply limits that are stated in The Schedule. For a single

Prescription Order or Refill, you may receive a Prescription
Drug Product up to the stated supply limit.

Some products are subject to additional supply limits, quantity
limits or dosge limits based on coverage criteria thatéha

been approved based on consideration of the P&T

Commi tteeds <clinicalarebubjecttdo ngs
periodic review and modification. The limit may restrict the
amount dispensed per Prescriptiod@ror Refill and/or the
amount dispensed per month's supply, or may require that a
minimum amount be dispensed.

You may determine whether a Prescription Drug Product has
been assigned a dispensing supply limit or similar limit or
requirement at the websishown on your ID card or by

calling member services at the telephone number on your ID
card.

Specialty Prescription Drug Products

Benefits are provided for Specialty Prescription Drug
Productslf you require Specialty Prescription Drug Products,
you mg be directed to a Designated Pharmacy with whom
Cigna has an arrangement to provide those Specialty
Prescription Drug Products.

Designated Pharmacies

If you require certain Prescription Drug Products, including,

but not limited to, Specialty Prescripti@itug Products, we

may direct you to a Designated Pharmacy with whom we have
an arrangement to provide those Prescription Drug Products. If
you are directed to a Designated Pharmacy and you choose not
to obtain your Prescription Drug Product from a Desigtat
Pharmacy, you may not receive coverage for the Prescription
Drug Product or be subject to the Adetwork Pharmacy

Benefit, if any, for that Prescription Drug Product. Refer to

The Schedule for further information.

New Prescription Drug Products

The Bugness Decision Team may or may not place a New
Prescription Drug Product anPrescription Drug Listier

upon its market entry. The Business Decision Team will use
egpnable efforts Lo makgigr placgmepipc !QS” fpaNey ¢ ¢
Prescription Drug Product thin six months of its market
availability. The tRBnwpkdememts s De
decision shall be based on consideration of, without limitation,
the P&T Committeeds clinical
Drug Product and economic factors. If a Nerescription

Drug Product not listed on the Prescription Drug List is
approved by Cigna or its Review Organization as Medically
Necessary in the interim, the New Prescription Drug Product
shall be coveredt the applicable coverage t&s set forth in

The Schedule.

01-20
V9

HC-PHR137

Your Payments

Covered Prescription Drug Products purchased at a Pharmacy
are subject to any applicable Deductible, Copayments or
Coingugance shawy i The Sghedide. RPlease refer to The
Schedule for any required Copaymei@sjnsurance,

Deductibles or Oubf-Pocket Maximums.

After satisfying the plan Deductible, if any, your responsibility
for a covered Prescription Drug Product subject to a
Copayment requirement will always be the lowest of:

1 the Copayment for the Prescripti®rug Product; or

1 the Prescription Drug Charge for the Prescription Drug
Product; or
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fthe Pharmacyés Usual and

Prescription Drug Product.

When a treatment regimen contains more than one type of
Prescription Drug Products thate packaged together fpou

or your Dependentsonvenience, any applicable Copayment
or Coinsurance may apply to each Prescription Drug Product.

Any Prescription Drug Product not listed on the Prescription
Drug List that is not otherwise excluded arnidr@ or its

Review Organization approves as Medically Necessary shall
be coveredat the applicable coverage t&s set forth in The
Schedule.

The amounyou or your Dependent pafar any excluded
Prescription Drug Product or other product or servicenaitl
be included in calculating any applicable plan-OfiPocket
Maximum. You are responsible for paying 100% of the cost
(the amount the Pharmacy charges you) for any excluded
Prescription Drug Product or other product, and any
negotiated Prescription Dg Charge will not be available to
you.

HC-PHR251 12-17

Exclusions

Coverage exclusions listed under fit&clusions Expenses

Not Covered and Generlimitationsd section also apply to
benefits for Prescription Drug Products. In additithe
exclusiondisted below apply to benefits for Prescription Drug
Products. When an exclusion or limitation applies to only
certain Prescription Drug Products, you can accesstbmet
through the website shown on your ID card or call member
services at the telephemumber on your ID card for
information on which Prescription Drug Products are
excluded.

1 coverage for Prescription Drug Products for the amount
dispensed (days' supply) which exceeds the applicable
supply limit, or is less than any applicable supply mimnin
set forth in The Schedule, or which exceeds quantity limit(s)
or dosage limit(s) set by the P&T Committee.

1 more than one Prescription Order or Refill for a given
prescription supply period for the same Prescription Drug
Product prescribed by one or radPhysicians and
dispensed by one or more Pharmacies.

1 Prescription Drug Products dispensed outside the
jurisdiction of the United States, extegs required for
emergency or tgentCare treatment.

1 Prescription Drug Products which are prescribed, dispensed
or intended to be taken by or administered to you while you
are a patient in a licensed Hospital, Skilled Nursing Facility,
rest home, rehabilitation facility, or similar institution which

Cust

1

operatas vn it fyetnises or@lasrtogoe opératad ortith e
premises dacility for dispensing pharmaceutical products.

Prescription Drug Products furnished by the local, state or
federal government (except for a Network Pharmacy owned
or operated by a local, state or federal government).

Prescription and neprescription spplies other than
supplies covered as Prescription DrugdRrcts.

vitamins, except prenatal vitamins that require a
Prescription Order or Refill, unless coverage for such
product(s) is required by federal or state law.

medications used for cosmetic purpgsacluding, without
limitation, medications used to reduce wrinkles,
medications used to promote hair growth, or medications
used to control perspiration and fade cream products.

Prescription Drug Products as a replacement for a
previously dispensed Piagtion Drug Product that was
lost, stolen, broken or destroyed.

Medi cal Phar maceut i
medical benefits.

any ingredient(s) in a compounded Prescription Drug
Product that has not been approved by the U.S. Food and
Drug Adninistration (FDA).

medications available ow¢he-counter that do not require a
Prescription Order or Refill by federal or state law before
being dispensed, unless state or federal law requires
coverage of such medications or the etfercounter

medication has been designated as eligible for coverage as if
it were a Prescription Drug Product.

certain Prescription Drug Products that are a Therapeutic
Equivalent or Therapeutic Alternative to an ctlee

counter drug(s), or are available in o¥Be-counter brm.

Such coverage determinations may be made periodically,
and benefits for a Prescription Drug Product that was
previously excluded under this provision may be reinstated
at any time.

any product for which the primary use is a source of
nutrition, nutritonal supplements, or dietary management of
disease, even when used for the treatment of Sickness or
Injury, unless coverage for such product(s) is required by
federal or state law.

immunization agents, biological products for allergy
immunization, biologtal sera, blood, blood plasma and
other blood products or fractions and medications used for
travel prophylaxis unless specifically identified on
Prescription Drug list except for the treatment of
hemophilia.

certain Prescription Drug Products that areharapeutic
Equivalent or Therapeutic Alternative to another covered
Prescription Drug Product(s). Such coverage determinations
may be made periodically, and benefits for a Prescription

cals cove
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Drug Product that was previously excluded under this
provision may beginstated at any time.

1 medications that are experimental investigational or
unproven as described under
Limitationso section of your

HC-PHR189 10-16

Reimbursement/Filing a Claim
Retail Pharmacy

When youor your Dependentpurchase your Prescription

Drug Products through a retail Network Pharmacy, you pay
any applicable Copayment, Coinsurance or Deductible shown
in The Schedule at the time of purchase. You do not need to
file a claim form unless you purchas®gescription Drug
Product at a noiNetwork Pharmacy.

Home Delivery Pharmacy

To purchase Prescription Drug Products from a home delivery
Network Pharmacy, see your home delivery drug introductory
kit for details, or contact member services for assistance.

HC-PHR140 10-16

Exclusions Expenses Not Covereand
General Limitations

Exclusions and Expenses Not Covered

Additional coverage limitations determined by planor
provider type are shown in The Schedule. Payment for the
following is specifically excludedrom this plan:

1 care for health conditions that are required by state or local
law to be treated in a public facility.

1 care required by state or federal law to be supplied by a
public school system or school district.

1 care for military service disabilitietreatable through
governmental services if you are legally entitled to such
treatment andetilities are reasonably available.

1 treatment of a military, nenombatant civilian, or civilian
illness or Injury which is due to war, declared or
undeclared. Mitary exclusions exclude treatment of an
illness or Injury suffered: as a result of war or an act of war,
if the illness or Injury occurs while the insured person is
serving in the military, naval or air forces of any country,
combination of countries onfernational organization; and
as a result of the special hazards incident to service in any
civilian noncombatant unit supporting or accompanying

such forces, provided the illness or Injury occurs while the
insured person is serving in such unit andutsiole the 50
United States of America, Puerto Rico, U.S. Virgin Islands,
fhe.DisHies @f fqlumbig or GaRady. y sj on and

@iviliannekchisionseexclude traatmant of illness or Injury

suffered as a result of war or an act of war while the covered

person is not in the niary, naval or air forces of any
country, combination of countries or international
organization or in any civilian necombatant unit
supporting or accompanying such forces, if the illness or
Injury occurs outside the 50 United States of America,
PuertoRico, U.S. Virgin Islands, the District of Columbia
or Canada.

charges which you are not obligated to pay or for which you
are not billed or for which you would not have been billed
except that they were covered under this plan. For example,
if Cigha detemines that a provider or Pharmacy is or has
waived, reduced, or forgiven any portion of its charges
and/or any portion of Copayment, Deductible, and/or
Coinsurance amount(s) you are required to pay for a
Covered Expense (as shown on The Schedule) without
Cigna's express consent, then Cigna shall have the right to
deny the payment of benefits in connetigith the

Covered Expense, oeduce the benefits in proportion to the
amount of the Copayment, Deductible, and/or Coinsurance
amounts waived, forgiven eeduced, regardless of whether
the provider or Pharmacy represents that you remain
responsible for any amourttsat your plan does not cover.

In the exercise of that discretion, Cigna shall have the right
to require you to provide proof sufficient to Cigtieat you

have made your required cost share payment(s) prior to the
payment of any benefits by Cigna. This exclusion includes,
but is not limited to charges of a n@articipating Provider
who has agreed to charge you or charged you atan in
network benefs level or some other benefits level not
otherwise apptiable to the services received.

charges arising out of or relating to any violation of a
healthcareelated state or federal law or which themselves
are a violation of a healthcarelated or fedetdaw.

assistance in the activities of daily living, including but not
limited to eating, bathing, dressing or other Custodial
Services or seltare activities, homemaker services and
services primarily for rest, domiciliary or convalescent care.

for or inconnection with experimental, investigational or
unproven services, except for bone marrow transplants as
treatment for Wi lmsd tumor
recognized for the treatment if the particular indication in
standard reference compendia or iedical literature.

Experimental, investigational and unproven services are
medical, surgical, diagnostic, psychiatric, substarsse
disorderor other health care technologies, supplies
treatments, procedures, drug or Biologierapies or
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devices that & determined by the utilization review services for dental malocclusion, for any condition. Charges

Physician to be: made for sevices or supplies provided for or @@mnnection

1 not approved by the U.S. Food and Drug Administration with an accidentalrjury to teeth are covered provided a
(FDA) or other appropriate regulatory agency to be continuous course of dental treatment is startédinvsix
lawfully marketed: months of an accident.

1 not demonstrated, through existing pesriewed, 1 medical and surgical services, initia}I and repeat, intended
evidencebased, scientifititerature to be safe and for the treatment or control of obesity, except for treatment
effective for treatingr diagnosing the condition or of clinically sevee (morbid) obesity as shown in.Covered
Sickness for which its use is proposed:; Expenses, including: medical and surgical services to alter

appearance or physical changes that are the result of any
surgery performed for the management of obesity or
clinically severe (morbid) obesity; and weidbss programs
or treatments, whether prescribed or recommended by a

1 the subject of review or approval by an Institutional
Review Board for the proposed use except as provided in
the ACI i nitombfthiBplanaot sd sec

1 the subject of an ongoing phase I, Il or Ill clinical trial, Physician or under medical supervision.
exce_pt fo_r routine patient_ care costs related to qualifi_ed 1 unless otherwise covered in this plan, for reports, .
clinical trials as provided bv%luafioﬁs,eph)%i&\‘ e&arhlnéii&wL, or-ﬂdsbité\ifaﬁoﬂ not € €
of this plan. required for health reasons includjrmit not limited to,

In determining whether drug or Biolmgtherapies are employment, insurance or government licenses, and-court

experimental, investigational and unproven, the utilization ordered, forensic or custodial evaluations.

review Physician may review, without limitation,3J.Food
and Drug Administratiompproved labeling, the standard
medical reference compendia and pestiewed, evidence

1 courtordered treatment or hospitalization, unless such
treatment is prescribed by a Physician and listed as covered

ST - in this plan.

based gentific literature. The plan or policy shall not deny ) .

coverage for a drug or Biologic therapy as experimental, f anyservices or s_uppllebr the treatme_nt_of male or female

investigational and unproven if the drug or Biologic therapy sexual dysfunction such as, but not limited to, treatment of

is otherwise approved by the FDA to be lawfully marketed, erectile dysfunction.

has not been contraindiea by the FDA for the use for 1 medical and Hospital care and costs for the infant child of a

which the drug or Biologic has been prescribed, and is Dependenbeyond 31 days auhldsethis t he

recognized for the treatment of cancer in any one of the infant child is otherwise eligible under this plan.

following: American Medial Association Drug 1 non-medical counseling and/or ancillary services including,

EvaluationsAmerican Hospital Fanulary Service Drug but not limited to, Custodial Services, educational services,

Information,U.S. Pharmacopeia Drug Informatiar a vocational counseling, training and rehabilitation services,

U.S. peewreviewed national professional journal. behavioral taining, biofeedback, neurofeedback, hypnosis,
1 cosmetic surgery and therapies. Cosmetic surgery or therapy  sleep therapy, return to work services, work hardening

is defined as surgery or therapy performed to improve or programs, and driver safety courses.

alter appearance or selsteemThis exclusion des not tuition for schools, facilities or programs that render

1
apply to the necessary care and treatment of a Dependent intensive behavioral interventions.
child from the moment of birth with a medically diagnosed

congenital defect or birth abnormality. 1 therapy or treatment inteled primarily to improve or

maintain general physical condition or for the purpose of

1 the following services are excluded from coverage enhancing job, school, athletic or recreational performance,
regadless of clinical indications: macrosta or including but not limited to routine, long term, or
gynecomastia surgeriesjrgical treatment of varicose maintenance care which is provided after the resoluatfon
veins; abdominoplasty; panmculectomy; rhlnoplasty;. the acute medical problem and when significant therapeutic
blepharoplastyredundant skin surgery; removal of skin improvement is not expected.
tags; acupressureramiosacral/cranial therapgiance

consumable medical supplies other than ostomy supplies
and urinary catheters. Excluded supplies include, but are not
limited to bandages and other disposable medigaplies,
) ) . skin preparations and test strips, except as specified in the
1 surgical or norsurgical treatment of TMJ disorders. AiDi abetic Services, o fAHome H
1 dental treatment of the teeth, gums or structures directly Reconstruction and Breast Pr
supporing the teeth, including dental-bays, examinations,
repairs, orthodontics, periodontics, casts, splints and

therapy; movement therapy; diggal kinesiology; rolfing; T
prolotherapy; andx@racorporeal shock wave lithotripsy
(ESWL) for musculoskeletal and orthopedic conditions.
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1 private Hospital rooms and/or private duty nursing except as {1 cost of biologicals that are immunizations or medications

provided under the Home Health Services provision. for the purpose of travel, or to protect against occupational
1 personal or comfort items such as personal care kits hazards and risks.

provided on admission to a Hospital, television, telephone, 1 cosmetics, dietary supplements and health and beauty aids.

newborn infant photographs, complimentary meals, birth 1 nutritional supplements and formulae except as provided for

announcements, and other articles whichnartefor the in iCovered Expenses. 0

specific treatment of an Injury or Sickness.

1 artificial aids including, but not limited to, corrective
orthopedic shoes, arch supports, elastic stockings, garter
belts, corsets, dentures and wigs.

 hearing aids, including but not limited to seimplantable T
hearing devices, audiant bone conductors and Bone
Anchored Hearing Aids (BAHAS). A hearing aid is any
device that amplifies sound. This exclusion does not apply
to coverage for hearing aids for Dependent children 15
years of age or younger.

1 corrective lenses and associated services (prescription

1 for or in connection with an Injury or Sickness arising out
of, or in the course of, any employnidor wage or profit.

T massage therapy.

any services, supplies or equipment intended primarily to
provide a safe environment, including, but not limited to:
helmets, safety goggles/glasses, bed exit monitors,
restraints, telephone alert systems, fire gxtishers,
smoke/carbon monoxide detectors, fall detection systems,
safety rails, fixtures to real property to create a safe
surrounding, first aid kits, automatic external defibrillators.

exams and fittings), includingyeglass lenses and frames General Limitations
and contact lenses. Except for the first paicaiective No payment will be made for expenses incurredytau or any
lensesand associated services followimgatment of one of your Dependents:

keratoconus or cataract sunge 1 for charges made by a Hospital owned or operated by or

1 routine refractionsgye exercises and surgical treatment for which provides care or performs services for, the United
the correction of a refractive error, including radial States Government, if such charges are directly related to a
keratgomy. military-serviceconnected Injury or Sickness.

1 all norrinjectable prescription drugs unless Physician 1 to the extent that you or any one of your Dependents is in
administration or oversight is required injectable drugs to any way paid or entitled to payment for those expenses by
the extat they do not require Physician supervision and are or through a public program, other than Medicaid.

typically considered selidministered drugs, nen
prescription drugs, and investigational and experimental
drugs, except as provided in this plan

1 routine foot care, including the paring and removing of
corns and calluses or trimming of nails. However, services

1 to the extent that payment is unlawful where the person
resides when the expenses aimed.

1 for charges which would not have been made if the person
had no insurance.

associated with foot care for diabetes and peripheral 1 to the extent that they are more than Maximum
vascular disease are covered when Medically Necessary. Reimbursable Charges.

i membership costs or fees associated with health ClUbS, i to the extent of the exclusions imposed by any certification
weight loss programs. requirement shown in this plan.

1 genetic sagening or prémplantations genetic screening. 1 expenses fosupplies, care, treatment, or surgery that are
General populatiovased genetic screening is a testing not Medically Necessary.
method performed in the absence of any symptoms or any 1 charges made by any covered provider who is a member of
significant, proven risk factors for genetically linked your family or your Dependent'sifily.
inheritable disease. 1 expenses incurred outside the United States other than

1 dental implants foray condition. expenses for Medically Mcessaryrgent or emergent care

1 fees associated with the collection or donation of blood or while temporarily traveling abroad.
blood products, except for autologous donation in Personal Injury Protection (PIP) or Out-of-State

anticipation of scheduled_ser\/_lces wljere in the _uuhzgnon ﬁ\utomobil(e |qsurﬁnce goverfage (OSAIC)
review Physicianés opinion the T 1T KelThoo 0 eexces’s blood
loss is suchHat transfusion is an expected adjunct to When expenses are incurred as the result of an Automobile

surgery. Related Injury, and the injured person has coveragler
Personal Injury Protection (PIP) or GuitState Automobile

 blood administration for the purpose of general Insurance Coverage (OSAIC), this section will be used to

improvement in physical condition.
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determine whether this certificate provides coverage that is
primary to such coverage or secondary to such coverage. It
will also be used to determine the amount payable if this
certificate provides primary or secondary coverage.

This certificate provides secondary coverage to PIP unless
health coverage has been elected as primary coverage by or
for the person covered under this pglighis election is made
by the named insured under a PIP policy and affects that
person's family members who are not themselves named
insureds under another automobile certificate. This certificate
may be primary for one covered person, but not for andthe
the persons have separate automobile insurance policies and
have made different selections regarding primacy of health
coverage.

This certificate is secondary to OSAIC. However, if the

OSAIC contains provisions which make it secondary or excess
to thepolicyholder's Plan, then the policyholder's Plan is
primary.

If there is a dispute as to whether this plan is primary or
secondary, this certificate will pay benefits as if it were
primary.

If this plan is primary to PIP or OSAIC, this certificate will

pay benefits payable on eligible expenses in accordance with
the terms provided in this certificate.

If this plan is one of several insurance plans which provide
benefits to the insured and are primary to automobile
insurance coverage, then the rules aviges in the
Coordination of Benefits section of this certificate shall apply.

If this plan is secondary to PIP, the actual benefits payable

will be the lesser of: the remaining uncovered allowable
expenses after PIP has provided coverage after applicdtion
Deductibles and Copayments, or the actual benefits that would
have been payable had the plan been providing coverage
primary to PIP.

To the extent that the certificate provides coverage that
supplements coverage under Medicare, then the plan can be
primary to automobile insurance only insofar as Medicare is
primary to automobile insurance.

HC-EXC229 10-16

V2M

Coordination of Benefits

PLEASE NOTE: If you are covered by more than one
health benefit plan, you should file all your claims with
each planand provide each plan with information
regarding the other plans under which you are covered.

Purpose of This Provision

A covered person may be covered for health benefits or
services by more than one Plan. For instance, he or she may be
covered by this dizy as an Employee and by another plan as
a Dependent of his or her spouse. If he or she is covered by
more than one Plan, this provision allo@ignato coordinate
whatCignapays or provides with what another Plan pays or
provides. This provision seterth the rules for determining
which is the primary plan and which is the secondary plan.
Coordination of benefits is intended to avoid duplication of
benefits while at the same time preserving certain rights to
coverage under all Plans under which theeted person is
covered.

Definitions

The words shown below have special meanings when used in
this provision. Please read these definitions carefully.
Throughout this provision, these defined terms appear with
their initial letter capitalized.

Allowable Expense:The charge for any health care service,
supply or other item of expense for which the covered person
is liable when the health care service, supply or other item of
expense is covered at least in part under any of the Plans
involved, except where d@adute requires another definition, or
as otherwise stated below.

When this policy is coordinating benefits with a Plan that
provides benefits only for dental care, vision care, prescription
drugs or hearing aids, Allowable Expense is limited to like
itemsof expense.

Cignawill not consider the difference between the cost of a
private hospital room and that of a semivate hospital room
as an Allowable Expense unless the stay in a private room is
Medically Necessary and Appropriate.

When this policy is gordinating benefits with a Plan that
restricts coordination of benefits to a specific cover&iigna

will only consider corresponding services, supplies or items of
expense to which coordination of benefits applies as an
Allowable Expense.

Claim Determination Period: A Calendar Year, or any
portion of a Calendar Year, during which a covered person is
covered by this policy and at least one other Plan and incurs
one or more Allowable Expense(s) under such plans.
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Plan: Coverage with which coordination of hefits is
allowed. Plan includes:

1 Group insurance and group subscriber contracts, including
insurance continued pursuant to a Federal or State
continuation law;

1 Selffunded arrangements of group or greype coverage,
including insurance continued purstitma Federal or State
continuation law;

1 Group or grougype coverage through a health maintenance
organization (HMO) or other prepayment, group practice
and individual practice plans, including insurance continued
pursuant to a Federal or State contifarataw;

1 Group hospital indemnity benefit amounts that exceed
$150.00 per day;

1 Medicare or other governmental benefits, except when,
pursuant to law, the benefits must be treated as in excess of
those of any private insurance plan or gmvernmental
plan.

Plan does not include:

1 Individual or family insurance contracts or subscriber
contracts;

1 Individual or family coverage through a health maintenance
organization or under any other prepayment, group practice
and individual practice plans;

1 Group or grougtype coverage where the cost of coverage is
paid solely by the covered person except that coverage
being continued pursuant to a Federal or State continuation
law shall be considered a Plan;

1 Group hospital indemnity benefit amounts of $150.00 per
day or less

1 School accidentype coverage;
1 A State plan under Medicaid.

Primary Plan: A Plan whose benefits for a covered person's
health care coverage must be determined without taking into
consideration the existence of any other Plan. There may be
more than onefmary Plan. A Plan will be the Primary Plan

if eitheritem below exiss:

1 The Plan has no order of benefit determination rules, or it
has rules that differ from those contained in this
Coordination of Benefits and Services provision; or

1 All Plans which coer the covered person use order of
benefit determination rules consistent with those contained
in the Coordination of Benefits and Services provision and
under those rules, the plan determines its benefits first.

Reasonable and CustomaryAn amount that imot more
than the usual or customary charge for the service or supply as
determined byCigna based on a standard which is most often

charged for a given service by a Provider within the same
geographic area.

Secondary Plan:A Plan which is not a Primamlan. If a
covered person is covered by more than one Secondary Plan,
the order of benefit determination rules of this Coordination of
Benefits and Services provision shall be used to determine the
order in which the benefits payable under the multiple
Seondary Plans are paid in relation to each other. The
benefits of each Secondary Plan may take into consideration
the benefits of the Primary Plan or Plans and the benefits of
any other Plan which, under this Coordination of Benefits and
Services provisiomas its benefits determined before those of
that Secondary Plan.

Primary and Secondary Plan

Cignaconsiders each plan separately when coordinating
payments.

The Primary Plan pays or provides services or supplies first,
without taking into considerationétexistence of a Secondary
Plan. If a Plan has no coordination of benefits provision, or if
the order of benefit determination rules differ from those set
forth in these provisions, it is the Primary Plan.

A Secondary Plan takes into consideration the fitsne

provided by a Primary Plan when, according to the rules set
forth below, the plan is the Secondary Plan. If there is more
than one Secondary Plan, the order of benefit determination
rules determine the order among the Secondary Plans. During
each clain determination period the Secondary Plan(s) will
pay up to the remaining unpaid allowable expenses, but no
Secondary Plan will pay more than it would have paid if it had
been the Primary Plan. The method the Secondary Plan uses to
determine the amount fray is set forth below in the
"Procedures to be Followed by the Secondary Plan to
Calculate Benefits" section of this provision.

The Secondary Plan shall not reduce Allowable Expenses for
medically necessary and appropriate services or supplies on
the bass that precertification, preapproval, notification or
second surgical opinion procedures were not followed.

Rules for the Order of Benefit Determination

The benefits of the Plan that covers the covered person as an
employee, member, subscriber or retireallsbe determined

before those of the Plan that covers the covered person as a
Dependent. The coverage as an employee, member, subscriber
or retiree is the Primary Plan.

The benefits of the Plan that covers the covered person as an
employee who is neithéaid off nor retired, or as a dependent
of such person, shall be determined before those for the Plan
that covers the covered person as a laid off or retired
employee, or as such a person's Dependent. If the other Plan
does not contain this rule, and aault the Plans do not

agree on the order of benefit determination, this portion of this
provision shall be ignored.
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The benefits of the Plan that covers the covered person as an
employee, member, subscriber or retiree, or Dependent of
such person, shdble determined before those of the Plan that
covers the covered person under a right of continuation
pursuant to Federal or State law. If the other Plan does not
contain this rule, and as a result the Plans do not agree on the
order of benefit determinatio this portion of this provision

shall be ignored.

If a child is covered as a Dependent under Plans through both
parents, and the parents are neither separated nor divorced, the
following rules apply:

1 The benefits of the Plan of the parent whose birtHdby
earlier in the Calendar Year shall be determined before
those of the parent whose birthday falls later in the Calendar
Year.

1 If both parents have the same birthday, the benefits of the
Plan which covered the parent for a longer period of time
shall ke determined before those of the plan which covered
the other parent for a shorter period of time.

1 "Birthday," as used above, refers only to month and day in a
Calendar Year, not the year in which the parent was born.

1 If the other plan contains a provisitmat determines the
order of benefits based on the gender of the parent, the
birthday rule in this provision shall be ignored.

If a child is covered as a Dependent under Plans through both
parents, and the parents are separated or divorced, the
following rules apply:

1 The benefits of the Plan of the parent with custody of the
child shall be determined first.

1 The benefits of the Plan of the spouse of the parent with
custody shall be determined second.

1 The benefits of the Plan of the parent without custo@yl sh
be determined last.

1 If the terms of a court decree state that one of the parents is
responsible for the health care expenses for the child, and if
the entity providing coverage under that Plan has actual
knowledge of the terms of the court decree, therbenefits
of that plan shall be determined first. The benefits of the
plan of the other parent shall be considered as secondary.
Until the entity providing coverage under the plan has
knowledge of the terms of the court decree regarding health
care expnses, this portion of this provision shall be
ignored.

If the above order of benefits does not establish which plan is
the Primary Plan, the benefits of the Plan that covers the
employee, member or subscriber for a longer period of time
shall be determiriebefore the benefits of the Plan(s) that
covered the person for a shorter period of time.

Procedures to be Followed by the Secondary Plan to Calculate
Benefits

In order to determine which procedure to follow it is necessary
to consider:

1 The basis on whicthe Primary Plan and the Secondary
Plan pay benefits; and

1 Whether the provider who provides or arranges the services
and supplies is in the network of either the Primary Plan or
the Secondary Plan.

Benefits may be based on the Reasonable and Customary
Chage (R & C), or some similar term. This means that the
provider bills a charge and the covered person may be held
liable for the full amount of the billed charge. In this section, a
Plan that bases benefits on a reasonable and customary charge
is called afR & C Plan.”

Benefits may be based on a contractual fee schedule,
sometimes called a negotiated fee schedule, or some similar
term. This means that although a provider, called a network
provider, bills a charge, the covered person may be held liable
only for an amount up to the negotiated fee. In this section, a
Plan that bases benefits on a negotiated fee schedule is called a
"Fee Schedule Plan." If the covered person uses the services of
a nonnetwork provider, the plan will be treated asan R & C
Planeven though the plan under which he or she is covered
allows for a fee schedule.

Payment to the provider may be based on a "capitation.” This
means that the HMO or other plan pays the provider a fixed
amount per covered person. The covered person is bable

for the applicable deductible, coinsurance or copayment. If the
covered person uses the services of ametwork provider,

the HMO or other plan will only pay benefits in the event of
emergency care or urgent care. In this section, a Plan that pays
providers based upon capitation is called a "Capitation Plan."

In the rules below, "provider" refers to the provider who
provides or arranges the services or supplies and "HMO"
refers to a health maintenance organization plan.

Primary Plan is R & C Plan drSecondary Plan is R & C Plan
The Secondary Plan shall pay the lesser of:

1 The difference between the amount of the billed charges and
the amount paid by the Primary Plan; or

1 The amount the Secondary Plan would have paid if it had
been the Primary Plan.

When the benefits of the Secondary Plan are reduced as a
result of this calculation, each benefit shall be reduced in
proportion, and the amount paid shall be charged against any
applicable benefit limit of the plan.
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Primary Plan is Fee Schedule Plan andoBdary Plan is Fee
Schedule Plan

If the provider is a network provider in both the Primary Plan
and the Secondary Plan, the Allowable Expense shall be the
fee schedule of the Primary Plan. The Secondary Plan shall
pay the lesser of:

1 The amount of any dedtilsle, coinsurance or copayment
required by the Primary Plan; or

1 The amount the Secondary Plan would have paid if it had
been the Primary Plan.

The total amount the provider receives from the Primary Plan,
the Secondary Plan and the covered person shadixeeed

the fee schedule of the Primary Plan. In no event shall the
covered person be responsible for any payment in excess of
the copayment, coinsurance or deductible of the Secondary
Plan.

Primary Plan is R & C Plan and Secondary Plan is Fee
Schedule Rin

If the provider is a network provider in the Secondary Plan,
the Secondary Plan shall pay the lesser of:

1 The difference between the amount of the billed charges for
the Allowable Expenses and the amount paid by the Primary
Plan; or

1 The amount the Secoary Plan would have paid if it had
been the Primary Plan.

The covered person shall only be liable for the copayment,
deductible or coinsurance under the Secondary Plan if the
covered person has no liability for copayment, deductible or
coinsurance under¢hPrimary Plan and the total payments by
both the Primary and Secondary Plans are less than the
provider's billed charges. In no event shall the covered person
be responsible for any payment in excess of the copayment,
coinsurance or deductible of the Sedary Plan.

Primary Plan is Fee Schedule Plan and Secondary Plan is
R & C Plan

If the provider is a network provider in the Primary Plan, the
Allowable Expense considered by the Secondary Plan shall be
the fee schedule of the Primary Plan. The Secondary $hiall

pay the lesser of:

1 The amount of any deductible, coinsurance or copayment
required by the Primary Plan; or

1 The amount the Secondary Plan would have paid if it had
been the Primary Plan.

Primary Plan is Fee Schedule Plan and Secondary Plan is
R & C Plan or Fee Schedule Plan

If the Primary Plan is an HMO plan that does not allow for the
use of nometwork providers except in the event of urgent
care or emergency care and the service or supply the covered
person receives from a nowetwork provider is1ot considered

as urgent care or emergency care, the Secondary Plan shall
pay benefits as if it were the Primary Plan.

Primary Plan is Capitation Plan and Secondary Plan is Fee
Schedule Plan or R & C Plan

If the covered person receives services or supfiian a
provider who is in the network of both the Primary Plan and
the Secondary Plan, the Secondary Plan shall pay the lesser of:

1 The amount of any deductible, coinsurance or copayment
required by the Primary Plan; or

T The amount the Secondary Plan wolsétve paid if it had
been the Primary Plan.

Primary Plan is Capitation Plan or Fee Schedule Plan or
R & C Plan and Secondary Plan is Capitation Plan

If the covered person receives services or supplies from a
provider who is in the network of the SecondBfsn, the
Secondary Plan shall be liable to pay the capitation to the
provider and shall not be liable to pay the deductible,
coinsurance or copayment imposed by the Primary Plan. The
covered person shall not be liable to pay any deductible,
coinsurance ocopayments of either the Primary Plan or the
Secondary Plan.

Primary Plan is an HMO and Secondary Plan is an HMO

If the Primary Plan is an HMO plan that does not allow for the
use of nometwork providers except in the event of urgent
care or emergency m@and the service or supply the covered
person receives from a noretwork provider is not considered
as urgent care or emergency care, but the provider is in the
network of the Secondary Plan, the Secondary Plan shall pay
benefits as if it were the PrimaPlan, except that the Primary
Plan shall pay owbf-Network services, if any, authorized by
the Primary Plan.

HC-COB12 04-10

V2

Medicare Eligibles

Cigna will pay as the Secondary Plan as permitted by the
Social Security Act of 1965 as amended forftiwing:

(a) a former Employee who is eligible for Medicare and
whose insurance is continued for any reason as provided in
this plan;

(b) a former Employee's Dependent, or a former Dependent
Spouse, who is eligible for Medicare and whose insurance
is cantinued for any reason as provided in this plan;

(c) an Employee whose Employer and each other Employer
participating in the Employer's plan have fewer than 100
Employees and that Employee is eligible for Medicare due
to disability;
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(d) the Dependent of aamployee whose Employer and each
other Employer participating in the Employer's plan have
fewer than 100 Employees and that Dependent is eligible
for Medicare due to disability;

(e) an Employee or a Dependent of an Employee of an
Employer who has fewer @im 20 Employees, if that person
is eligible for Medicare due to age;

() an Employee, retired Employee, Employee's Dependent or
retired Employee's Dependent who is eligible for Medicare
due to End Stage Renal Disease after that person has been
eligible for Medicare for 30 months;

Cigna will assume the amount payable under:

1 Part A of Medicare for a person who is eligible for that Part
without premium payment, but has not applied, to be the
amount he would receive if he had applied.

1 Part B of Medicare for agvson who is entitled to be
enrolled in that Part, but is not, to be the amount he would
receive if he were enrolled.

1 Part B of Medicare for a person who has entered into a
private contract with a provider, to be the amount he would
receive in the absenod such private contract.

A person is considered eligible for Medicare on the earliest
date any coverage under Medicare could become effective for
him.

This reduction will not apply to any Employee and his
Dependent or any former Employee and his Depenadess

he is listed under (a) through (f) above.

HC-FED42 0812

Payment of Benefits
Assignment and Payment of Benefits

You may not assign to any party, including, but not limited to,
a provider of healthcare iséces/items, your right to benefits
underthis plan, nor may you assign any administrative,
statutory, or legal rights or causes of action you may have
under ERISA, including, but not limited to, any right to make
a claim for plan benefits, to request plan or other documents,
to file appeals of dd@ed claims or grievancest to file

lawsuits under ERISAANy attempt to assign such rights shall
be void and unenforceable under all circumstances.

You may, however, authorize Cigna to pay any healthcare
benefits under this policy to a Parfiating ornon

Participating Provider. When you authorize the payment of
your healthcare benefits to a Participating or-Ramticipating
Provider, you authorize the payment of the entire amount of
the benefits due on that claitha provider is overpaid

because odccepting duplicate payments from you and Cigna,

it is the providerds responsi
overpayment to you. Cigna may pay all healthcare benefits for
Covered Services directly to a Participating Provider without
your authorization. You may haterpret or rely upon this
discrete authorization or permission to pay any healthcare
benefits to a Participating or ndtarticipating Provider as the
authority to assign any other rights under this policy to any
paty, including, but not limited to, provider of healthcare
services/items.

Even if the payment of healthcare benefits to a&non
Participating Provider has been authorized by you, Cigha may,
at its option, make payment of benefits to you. When benefits
are paid to you, you or your Dependents i@sponsible for
reimbursing the notParticipating Provider.

If any person to whom benefits are payable is a minor or, in
the opinion of @nais not able to give a valid receipt for any
payment due him, such payment will be made to his legal
guardian. 1 no request for payment has been made by his legal
guardian, @namay, at its option, make payment to the

person or institution appearing to have assumed his custody
and support.

When one of our participants passes awagn&may receive
notice that arexecutor of the estate has been established. The
executor has the same rights as our insured and benefit
payments for unassigned claims should be made payable to the
executor.

Payment as described above will releagm@&from all
liability to the extent bany payment made.
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Time of Payment

Benefits will be paid by Cigna within 30 days after it receives
a proper claim by electronic means and within 40 days after it
receives a proper claim by other than electronic means. A
claim will be considered to be pregy submitted if it is an
eligible claim for a health care service provided by a Physician
to an insured; the claim has no mré&l defect such as missing
substantiating dagnentation or incorrect coding; there is no
dispute regarding the amount of thaiol; Cigna has no

reason to believe the claim is fraudulent; and the claim
requires no special treatment that prevents timely payment. If
the claim is in whole or in part denied, ineligible, incomplete
of substantiating documentation, miscoded or contains
misinformetion, the amount is in dispute, or requires special
treatment, Cigna will in writing or by electronic means as
appropriate, give an explanation of: denial, what
documentation is needed to perfect a claim, a disputed claim
amount, or a claim requig extra time to process. Cigna will
give notice of receipt of a claim by electronic means no later
than two working days following receipt of the transmission of
the claim. An overdue payment shall bear simple interest at
the rate of 12% per annum.

Calculation of Covered Expenses

Cigna, in its discretion, will calculate Covered Expenses
following evaluation and validation of all provider billings in
accordance with:

1 the methodologies in the most recent edition of the Current
Procedural terminology.

1 the methodologies as reported by generally recognized
professionals or publications.

HC-POB108 01-17

Termination of Insurance

Employees
Your insurance will cease on the earliest date below:

1 the date you cease to be in a Class of Eligible Employees or
cease tagualify for the insuance.

1 the last day for which you have made any required
contribution for thensurance.

1 the date the policy is canceled.

1 the date your Active Service enelscept as described
below.

Any continuation of insurance must be based on @a plsich
precludes intvidual selection.

Temporary Layoff

If your Active Service ends due temporary layoff your
insurance will be continued until the date your Employer stops
paying premium for you; or otherwise cancels your insurance.
However, your ingrance will not be continued for more than
60 days past the date your Active Service ends.

Injury or Sickness

If your Active Service ends due to an Injury or Sickness, your
insurance will be continued while you remain totally and
continuously disabled asresult of the Injury or Sickness.
However, your insurance will not continue past the date your
Employer stops paying premium for you or othervaaacels
your insurance.

Dependents

Your insurance for all of your Dependents will cease on the
earliest datdelow:

1 the date your insurance ceases.
1 the date you cease to be eligible for Dependent Insurance.

1 the last day for which you have made any required
contribution for the insurance.

1 the date Dependent Insurance is canceled.

The insurance for any one of yddependents will cease on
the date that Dependent no longer qualifies as a Dependent.

Dependent Medical and Vision Insurance After Your
Death

If you are insured for Medical and Vision Insurance when you
die, any of your Dependents who are then insuredifoh
insurance, will remain so insured without further payment of
premiums for them. The insurance on any of those Dependents
will remain in force until the earliest of the following date

below:

1 the 180th day after your death;

1 if a surviving spouse remaes, or entersito a civil union
partnershipr a Domestic Partnership, the date he remarries
or enters that partnership, or the 180th day after your death,
whichever is later;

1 if a Dependent becomes eligible for Medicare, the date he
becomes eligible ohte 180th day after your death,
whichever is later (this does not apply to Vision Insurance.);

1 the date Dependent ceases to pay any required premiums for
the insurance;

1 the date that Dependent ceases to qualify as a Dependent for
a reason other than lack mfimary support by you.
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The Dependent benefits payable after you die will be those in
effect for your Dependents on the day prior to your death.

HC-TRM137M 1217

Continuation

Special Continuation of Medical Insurancei Total

Disability

If your insurane would otherwise cease due to total disability,
and if you have been insured for at least three consecutive
months under the policy, and if you pay your Employer the
required premium, your Medical Insurance will be continued
until the earliest of:

1 the las day for which you have paid the required premium;

1 the date you become employed and eligible for similar
insurance under another group policy for medical and dental
benefits;

1 the date the policy is canceled.

Within 31 days after the date the insurance latherwise
cease, you may elect such continuation by completing a
continuation notification and by paying the required premium
to your Employer.

If your insurance is being continued as outlined above, the
Medical Insurance for any of your Dependents iadwon the

date your insurance would otherwise cease may be continued,
subject to the above provisions. The Dependent Medical
Insurance will be continued until the earlier of:

1 the date your insurance ceases; or

1 with respect to any one Dependent, the dadé Dependent
no longer qualifies as a Dependent.

This option will not operate to reduce any continuation of
insurance otherwise provided.

Continuation of Coverage for Dependent Children under
New Jersey Law

A Dependent child of a Covered Person who méwets

limiting age for coverage of a Dependent, is eligible to

continue coverage for himself until his 31st birthday, provided
he meets all of the following

this continuation coverage:
fis a Covered Perrdgyawpasnd chi | d
fhas reached the |l imiting age

policy, but has not yet reached his 31st birthday; and
{ is unmarried; and
1 has no Dependents of his own; and

1 is either a resident of New Jersey OR is enrolled as-a full
time studenttaan accredited public or private institution of
higher education; and

1 is not covered under any other group or individual health
benefits plan, and is not entitled to benefits under Medicare.

To obtain continued coverage under this provision, the
Dependenthild must make a written election for continuation
coverage as a Dependent, complete any necessary enrollment
forms and pay the premium, at any of the following times:

1 within 30 days prior to the termination of coverage at the
specific age provided in i Plan; or

fwithin 30 days after meeti
Criteriado requirements,
under this Plan previously terminated; or

1 during an open enroliment period, if provided in the Plan, if
the Dependent child meetstheSp e c i al El i gibi
during the open enrollment period; or

1 for the initial 12 months after the effective date of this
legislation, from 5/12/2006 to 5/11/2007 only, a Dependent
child meeting the ASpecial E
coverageasBependent under a Cover
terminated prior to 5/12/2006 due to attainment of limiting
ageunde such Covered Personds g

A Dependent child is only entitled to make an election for
continued coverage if the Dependent child was actually
covered under his parentéods
limiting age and was terminated due to reaching such limiting
age.

To continue group health benefits, the Dependent child must
meet all of the requirements specified in this section and must
make witten election to us. The effective date of the
Dependent childés continued
date the Dependent child requests continued coverage with us;
or the date the Dependent mee
Cr it er i atinugd cbverage is conditional upon the
Dependent child completing the required enrollment form and
sending us the first monthos
child covered under this continuation benefit must pay
subsequent premiums monthly, in advancéhatimes and in

the manner specified by us. Premium payments, other than the
firgg Fé?‘ié’ payment,gjll pecpngideseq “lmﬁ'y feqymenty |
is made no later than 30 days of the date such premium
Bayment is due.

Fo¥ a Depegdgnt c_hil% whose coverage has ndeyminated

duB ® thé &rmbnt df thedimitihg é%@ 4s spedified uRderfthR N
Plan, the written election must be made within 30 days prior to
termination of coverage due to the attainment of the limiting

age.

For a Dependent child who did not qualify fois continued
coverage because he fails to meet aliif®pecial Eligibility

ng
when

Pl

c
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Criteriapbut who subsequently
Eligibility Criteria,0 written election must be made within 30
days after the Dependent child first subsequently méeif a
the requirements.

This election opportunity for the Dependent child is explained
in greater detail as follows:

1 If a Dependent child did not qualify because he or she was
married, the notice must be given within 30 days of the date
he or she is no layer married.

1 If a Dependent child did not qualify because he had a
Dependent of his own, the election must be made within 30
days of the dathe no longer has a Dependent.

1 If a Dependent child did not qualify because he either was
not a resident of New Jagy or was not a fulime student
at an accredited school, the election must be made within 30
days of the date he becomes a resident of New Jersey, or
becomes a fultime student at an accredited school.

1 If a Dependent child did not qualify because he wavered
under any other group or individual health benefits plan,
group health plan, church plan or health benefits plan, or
was entitled to Medicare, the election must be made within
30 days of the date he is no longer covered under any other
group or ndividual health benefits plan, group health plan,
church plan or health benefits plan, or @glonger entitled
to Medicare.

Each year, there will be an Open Enrollment Period as
specified under this Plan during which a Dependent child who
previously didnot elect to continue coverage, may make an
election to continue coverage.

A Dependent child who qualifies for this continuation

coverage as of May 12, 2006, having reached the limiting age
under his parents6 plan and |
2006 de to reaching such limiting age, may give written

notice of an election for continued coverage at any time
beginning May 12, 2006 and continuing until May 11, 2007.

A Dependent child who was covered under prior Creditable
Coverage that terminated no mohnar 90 days prior to

making an election for continuation under this section will be
given credit for the time he was covered under the Creditable
Coverage toward the application of the HEpdsting

Conditions Exclusion under the Policy.

The continued covage shall be identical to the coverage
provided to the Dependent
covered as an Employee under this Plan. If coverage is
modified for Dependents who are under the limiting age as
specified in this Plan, the coverage for Degent child
continuants shall also be modified in the same manner.
Evidence of insurability is not required for the continued
coverage.

chi

me e t The @rbup is mduired to aotiffi tBeDependant child in writing

of the option to continue coverage and the duties ofimaing
coverage at the following times:

1 on/before the coverage of the Dependent terminates due to
reaching the limiting age; and

1 at the time coverage terminates because the Dependent child
no |l onger meets the fASpeci al
that noice is not required when the Dependent child turns
30 or has a dependent of his own; and

1 before any open enrollment period; and

1 immediately following 5/12/2006, for the subsequent 12
months.

Continuation of coverage under this section will end on the
earliest of the following dates:

1 the date ending the period for which premium has been paid
for the Dependent child continuant, subject to the Grace
Period for such payment; or

1 the date the Group ceases to provide coverage to the
Covered Person, whoistheDepd e nt chi |l dés p

1 the date the Plan under which the Dependent child
continuing coverage is amended to delete coverage for
Dependents; or

1 the date the Dependent child ceases to continue to meet any
of the fiSpeci al El i gobil ity

fthe date the Dependent chil d
Employee under this Plan waives Dependent coverage.
Except, if the Employee has no other Dependents, the
Dependent child continuant 6s
result of the Employee waiving Pendent coverage.

ost

coverage
HC-TRM12

prior to May

04-10
Vi

12,

Rescissions

Your coverage may not be rescinded (retroactively teatei)

by Cignaor the plan sponsor unlesg plan sponsor or an
individual (or a person seeking coverage on behalf of the
individual) performs an dcpractice or omissiothat

constitutes fraud; ahe plan sponsor or individual (or a

pegpon seeking poyerpge ph hehalf of the indiyidual) pygkes an

intentional misrepresentation of material fact.

HC-TRM80 01-11
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Medical Benefits Extension Upon Policy
Cancellation

If the Medical Benefits under this plaeaseor you or your
Dependentue to cancellation of the policy, agdu are or

you Dependent i$otally Disabled on that date dt@an

Injury or Sickness, Medical Benefits will be paid for Covered
Expenses incurred in connection with that Injury or Sickness.
However, no benefits will be paid after the earliest of:

1 the date you exceed the Maximum Benefit, if any, shown in
the Schedule;

1 the date you are covered for medical benefitdenmnother
group poicy;
1 the date you are no longer Totally Disabled (but only if

benefits for that disabling condition are being paid for you
under the replacing policy)

1 12 months from the date your Medical Benefits cease; or
1 12 months from the datbe policy is canceled.
Totally Disabled

You will be considered Totally Disabled if, because of an
Injury or a Sickness:

1 you are unable to perform the basic duties of your
occupation; and

f you are not performing any other work or engaging in any
other occupation for wage or profit

Your Dependent will be considered Totally Disabled if,
because of an Injury or a Sickness:

1 he is unable to engage in the normal activities of a person of
the same age, sex and ability; or

1 in the case of a Dependent who normally works for wage or
profit, he is not performing such work.

Please Note:The terms of this Medical Benefits Extension
will not apply to a child born as a result of a pregnancy which
exists when you or your Dependent's Medical Benefits cease.

HC-BEX10 04-10

Vi

Federal Requirements

The following pages explain your rights and responsibilities
under federal laws and regulations. Some states may have
similar requirements. If a similar provision appears elsewhere
in this booklet, the provision which provides the better benefit

will apply.

HC-FED1 1010

Notice of Provider Directory/Networks

Notice Regarding Provider Directories and Provider
Networks

A list of network providers is available to you without charge
by visiting the website or by calling the phone number on your
ID card. Thenetwork consists of providers, including

hospitals, of varied specialties as well as general practice,
affiliated or contracted with Cigna or an organization
contracting on its behalf.

Notice Regarding Pharmacy Directories and Pharmacy
Networks

A list of network pharmacies is available to you without
charge by visiting the website or by calling the phone number
on your ID card. The network consists of pharmacies affiliated
or contracted with Cigna or an organization contracting on its
behalf.

HC-FED78 10-10

Qualified Medical Child Support Order
(QMCSO0)

Eligibility for Coverage Under a QMCSO

If a Qualified Medical Child Support Order (QMCSO) is
issued for your child, that child will be eligible for coverage as
required by the order and you will not be caolesed a Late
Entrant for Dependent Insurance.

You must notify your Employer and elect coverage for that
child, and yourself if you are not already enrolled, within 31
days of the QMCSO beingsued.

Qualified Medical Child Support Order Defined

A Qualified Medical Child Support Order is a judgment,

decree or order (including approval of a settlement agreement)
or administrative notice, which is issued pursuant to a state
domestic relations law (including a community property law),
or to an administrative pcess, which provides for child

support or provides for health benefit coverage to such child
and relates to benefits under the group health plan, and
satisfies all of the fdowing:

fthe order recognizes or <crea
group health bnefits for which a participant or beneficiary
is eligible;

1 the order specifies your name and last known address, and
the childds name and | ast kn
name and address of an official of a state or political
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subdivision may be substiut ed f or t he
address;

1 the order provides a description of the coverage to be
provided, or the manner in which the type of coverage is to
be determined,;

1 the order states the period to which it applies; and

1 if the order is a National Medic&upport Notice completed
in accordance with the Child Support Performance and
Incentive Act of 1998, such Notice meets the requirements
above.

The QMCSO may not require the health insurance policy to
provide coverage for any type or form of benefit ori@pnot
otherwise provided under the policy, except that an order may
require a plan to comply with State laws retjag health care
coverage.

Payment of Benefits

Any payment of benefits in reimbursement for Covered
Expenses paid by the child, orthechild cust odi al
| egal guardian, shall be
parent or legal guardian, or a state official whose name and
address have been substituted for the name and address of the
child.

HC-FED4 1010

Special Enrollment Rights Under the Health
Insurance Portability & Accountability Act
(HIPAA)

If you or your eligible Dependent(s) experience a special
enrollment event as described below, you or your eligible
Dependent(s) may be entitled to enroll in the Plan outside of a
desgnated enrollment period upon the occurrence of one of
the special enrollment events listed below. If you &resaly
enrolled in the Plan, you may request enrollment for you and
your eligible Dependent(s) under a different option offered by
the Employeffor which you are currently eligible. If you are
not already enrolled in the Plan, you must request special
enrollment for yourself in addition to your eligible
Dependent(s). You and all of your eligible Dependent(s) must
be covered under the same optidhe special enrollment
events include:

1 Acquiring a new DependentlIf you acquire a new
Dependent(s) through marriage, birth, adoption or
placement for adoption, you may request special enroliment
for any of the following combinations of individuals if not
already enrolled in the Plan: Employee only; spouse only;
Employee and spouse; Dependent child(ren) only;
Employee and Dependent child(ren); Employee, spouse and

mad e

c hi | dDemendanadhild(@ren)genroliment of Dependent children is

limited to thenewborn oradopted ciidren or children who
became Dependent children of the Employee due to
marriage.

Loss of eligibility for
Health Insurance Program (CHIP). If you and/or your
Dependent(s) were covered under a state Medicaid or CHIP
plan and tk coverage is terminated due to a loss of
eligibility, you may request special enrollment for yourself
and any affected Dependent(s) who are not already enrolled
in the Plan. You must request enrollment within 60 days
after termination of Medicaid or CHIEboverage.

St at

1 Loss of eligibility for other coverage (excluding

continuation coverage).If coverage was declined under

this Plan due to coverage under another plan, and eligibility
for the other coverage is lost, you and all of your eligible
Dependent(s) mayeguest special enrollment in this Plan. If
required by the Plan, when enrollment in this Plan was
Brevioysly degliped, it must have been declined in writing

with a stagegientcthat the geasonifas gecliging enrolimert ¢
was due to other health coverage. Thisvigion applies to

loss of eligibility as a result of any of the following:

1 divorce or legal separation;

1 cessation of Dependent status (such as reaching the
limiting age);

1 death of the Employee;
1 termination of employment;

1 reduction in work hours to belowe minimum required
for eligibility;

1 you or your Dependent(s) no longer reside, live or work
in the other plands networKk
coverage is available under the other plan;

1 you or your Dependent(s) incur a claim which meets or
exceeds théfetime maximum limit that is applicable to
all benefits offered under the other plan; or

1 the other plan no longer offers any benefits to a class of
similarly situated individuals.

Termination of Employer contributions (excluding

continuation coverage)If a current or formeEmployer
ceases all contributions tow
Dependent 6s ot her coverage,
requested in this Plan for you and all of your eligible
Dependent(s).

Exhaustion of COBRA or other continuation coverage
Special enrollment may be requested in this Plan for you
and all of your eligible Dependent(s) upon exhaustion of
COBRA or other continuation coverage. If you or your
Dependent(s) elect COBRA or other continuation coverage
following loss of coverage undanother plan, the COBRA
or other continuation coverage must be exhausted before
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any special enrollment rights exist under this Plan. An A. Coverageelections

individual is considered to have exhausted COBRA or other  par section 125 regulations, you are generally allowed to
continuation coverage onl/such coverage ceasafie to enroll for or change coverage only before each annual benefit
failure of theEmployer or other responsible entity to remit period. However, exceptions aatiowed

premiums on a timely basighen the person no longer ) . o
resides or works in the othefiy qn&eﬁt§%e0|aél.:é1r Ibmpné%lter@ﬁnggnrogq?d t he

no other COBRA or continuation coveragea#able under descibed in the Special Enroliment section; or

the plan; owhen the mdividual incurs a claim that would 1 if your Employer agrees, aryu meet the criteria shown in
meet or exceed a lifetime maximum limit on all benefits and the following Sections B througH and enroll for or change
there is no other COBRA or other continuation coverage coverage within the time period established by your
available to the individual. This does not include Employer

terminationofatEmp | oyer 6s | i mi t ed pemgi @ngngeoofstatus

contritutions toward COBRA or other continuation Ach i status is defined as:
coverage as provided under any severance or other changem status 1S defined as:
agreement. 1 change in legal marital status due to marriage, death of a

1 Eligibility for employment assistance under State spouse,.divorce, annulment or legal separ:_ition; _
Medicaid or Childrenés Heal t fchangesinunprabarefdependents dug te birth, adoption,

(CHIP). If you and/or your Dependent(s) become eligible placement for adoption, or death of a Dependent;

for assistance with group health plan pl’emium payments 1 Change in emp|0yme|3tatus of Emp|oyee’ spouse or

under a state Medicaid or CHIP plan, you may request Dependent due to termination or start of employment,
special enroliment for yourself and any affected strike, lockout, beginning or end of unpaid leave of absence,
Dependent(S) who are not already enrolled in the Plan. You inc|uding under the Fam"y and Medical Leave Act

must request enrollment within 60 dafser the date you (FMLA), or change in wdksite;

are determined to be eligible fossistance. 1 changes in employment statuskohployee, spouse or

Except as stated above, special enrollment must be Dependent resulting in eligibility or ineligibility for
requested within 30 days after the occurrence of the coverage;

special enrollment eventlf the special enrollment event is
the birth or adoption of a Dependent child, coverage will
be effective immediately on the date of birth, adoption or

1 change in residence of Employee, spouse or Dependent to a
l ocation outside of the Empl

: . and
placement for adoption.Coverage with regard to any other _ o
special enrollment event will be effectiveo later than the 1 changes which cause a Dependent to become eliible
first day of the first calendar month following receipt of ineligible for coverage.
the request for special enroliment. C. Court order
Domestic Partners and their children (if not legal children of A change in coverage due to and consistent with a court order
the Employee) are not eligible for special enroliment. of the Employee or other person to cover a Dependent.

D. Medicare or Medicaid eligibility/ entitlement

HC-FED96 0417 The Employee, spouse or Dependent cancels ocesd

coverage due to entittement to Medicare or Medicaid, or
enrolls or increases coverage due to loss of Medicare or

Effect of Section 125 Tax Regulations on This Medicaid eligbility.

Plan E. Change incost of coverage

Your Employer has cteen to administer this Plan in If the cost of benefits increases or decreases during a benefit
accordance with Section 125 regulations of the Internal period, your Employemay, in accordance with plan terms,
Revenue Code. Per this regulation, you may agree to a pretax ~automatically change your elective conttibn.

salary reduction put toward the cost of your benefits. When the change in cost is significant, you may either
Otherwise, you will receive your taxable earningsash increase your aaribution or elect lessostly coverage. When
(salary). a significant overall reduction is made to the beraition

you have elected, you may elect another available benefit
option. When a new benefit option is added, you may change
your election to the new benefit option.
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F. Changes incoverage ofspouse or Dependentnder Coverage for Maternity Hospital Stay

anotheremp | o yp&n 0 s Group health plans and health insurance issuers offering group

You may makea coverage election change if the playaur health insurance coverage generally may not, undefeade

spouse or Dependeriticurs a change such as adding or | aw known bacsr ntshée ainNde wMo tctioe r s 6
deletinga benefit optionallows election changes due to Acto: restrict benefits for a
Special EnrollmentChange in Status, Court Order or connection with childbirth for the mother or newborn child to
Medicare or MedicaidEligibility/Entitlemert; or this Plan and less than 48 hoursffowing a vaginal delivery, or less than 96

the other plan have different periods of coverage or open hours following a cesarean sextj or require that a provider
enroliment griods. obtain authorization from the plan or insurance issuer for

G. Reduction in work hours prescribing a length of stay not in excess of the above periods.

I'f an Employeeds work hours al}hglaygeneralydogs ngtprphipian at ndmg provider of
hours/week (even if it does not result in the Employee losing * the' mother or hewborn, in consultatioft e mother, from
eligibility fortheEmp | oyer 6s coverage); disghgraing hg mthr%rpor ngvgpgrréearller than 48 or 96 hours,
(and family) intend to enroll in another plan that provides as gplicable

Minimum Essential Coverage (MEC). The new coverage must  Please review this Plan for further details on the specific

be effective no later than the 1st day of the 2nd month coverage available to you and your Dependents.

following the month that includes the date tbriginal

coverage is revoked.

HC-FED11 10-10
H. Enrollment in a Qualified Health Plan (QHP)
The Employee must be eligible for a Special Enrollment
Period to enroll inaQHPt.hroughaMarkethace or the Womenaeéos Health aAcd Cance
Employee wants to enroll in a QHP through a Marketplace (WHCR
duringtheMar ket pl aceds annual open !e_lﬁ: '%)I ment period; and
the disenrollment from the group plan corresponds to the Do you know that your plan, a
intended enrollment of the Employee (and family) in a QHP Health and Cancer Rights Act of 1998, provides benefits for
through a Marketplace for new coverage effective beginning mastectomyrelated services including all stages of
no later than the day immediatdgliowing the last day of the reconstruction and surgery to achieve symmetry between the
original coverage. breasts, prostheseand complications resulting from a

mastectomy, including lymphedema? Call Member Services at
the toll free number listed on your ID card for more
HC-FEDOS 0417 information.

Eligibility for Coverage for Adopted Children HerEDL2 1010
Any child who is adopted by you, including a child who is
placed with you for adoption, will be eligible for Dependent .
Insuiance, if otherwiseligible as a Dependentpon the date Group Plan Covgrqge Instead of Medicaid _

of placement with you. A child will be considered placed for If your income and liquid resources dot exceed certain

adoption when you become legally obligated to support that limits established by law, the state may decide to pay
child, totally or partially, premumsforthis coverpgastead ai foriMgdicaid, ihitdso pt i o
cost effective. This includes premiums for continuation

If a child placed for adoption is hadopted, all health coverage required by federal law.

coverage ceases when the placement ends, and will not be
continued.

The provisions in the AExceptticeom for Newbornso secti omwo of
this document that describe requirements for enrollment and
effective date ofrisurance will also apply taneadopted child

or a child placed with you for adoption. Requirementsof Family and Medical Leave Act
of 1993 (as amended) (FMLA)
HC-FED67 0914 Any provisions of he policy that provide forcontinuation of

insurance dung a leave of absence; arginstatement of
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insurance fdowing a return to Active Service; are modified
by the following provisions of the federal Family and Medical
Leave Act of 1993, as amended, wheppliable:

Continuation of Health Insurance During Leave

Your health insurance will be continued during a leave of
absence if:

1 that leave qualifies as a leave of absanuger the Family
and Medical Leave Act of 1993, as amended; and

1 you are an eligible Employee under the terms of that Act.

The cost of your health insurance during such leave must be
paid, whether entirely by your Employer or in part by you and
your Emploer.

Reinstatement of Canceled Insurance Following Leave

Upon your return to Active Service following a leave of
absence that qualifies under the Family and Medical Leave
Act of 1993, as amended, any canceled insurance (health, life
or disability) will be einstated as of the date of yoeturn.

You will not be required to satisfy any eligibility or benefit
waiting period to the extent that they had been satisfied prior
to the start of such leave of absence.

Your Employer will give you detailed informati@bout the
Family and Medical Leave Act of 1993, as amended.

HC-FED93 1017

Uniformed Services Employment and Re
Employment Rights Act of 1994 (USERRA)

The Uniformed Services Employment and-&mployment
Rights Act of 1994 (USERRA) sets requirements for
continuation of health coverage andenployment in regard
to an Employeeds military |
requirements apply to medical and dental coveraggdor

and your Dependent$hey do not apply to any Life, Shert
term or Longterm Disability orAccidental Death &
Dismemberment coverage you may have.

Continuation of Coverage

For leaves of less than 31 days, coverage will continue as
described in the Termination section regarding Leave of
Absence.

For leaves of 31 days or more, you may continuerage for
yourselfand your Dependents follows:

You may continue benefits by paying the required premium to
your Employer, until the earliest of the following:

1 24 months from the last day of employment with the
Employer;

1 the day after you fail to retarto work; and

e a

1 the date the policy cancels.

Your Employer may charge yand your Dependentsp to
102% of the total premium.

Reinstatement of Benefits (applicable to all coverages)

If your coverage ends during the leave of absence because you
do not eletUSERRA at the expiration of USERRA and you

are reemployed by your current Employer, coverage for you
and your Dependents may be reinstatgaif gave your

Employer advance written or verbal notice of your taily

service leave, antthe duration of almilitary leaves while you

are employed with your current Employer does not exceed 5
years.

You and your Dependentgill be subject to only the balance

of a waiting period that was not yet satisfied before the leave
began. However, if an Injury or Sicknesscurs or is

aggravated during the military leave, full Plan limitations will
apply.

If your coverage under this plan terminates as a result of your
eligibility for military medical and dental coverage and your
order to active duty is canceled before yactive duty service
commences, these reinstatement rights will continue to apply.

HC-FED18 10610

Claim Determination Proceduresunder ERISA

The following complies with federal law. Provisions of
applicable laws of your state may supersede.

Procedures Rgarding Medical Necessity Determinations

In general, health services and benefits must be Medically
Necessary to be covered under the plan. The procedures for
determining Medical Necessity vary, according to the type of
YeR/ice®f berfl efidseE and thipe 6f Bedlth plan.
Medical Necessity determinations are made on a preservice,
concurrent, or postservice basis, as described below:

Certain services require prior authorization in order to be
covered. TheCertificatedescribes who is responsible for
obtaining this review. You or your authorized representative
(typically, your health care pfessional must requegprior
authorizatioraccording to the procedures described below, in
theCerti fi cat e, & naiwork partigipation
documents s.applicable.

When services or benefits are determined to beaowtred

you or your representative will receive a written description of
the adverse determination, and may appeal the determination.
Appeal procedures are described in@eetificate, in yur

p r o vs ndteark@articipation documeras applicableand

in the determination notices.
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Preservice Determinations

When you or your representative reqeestequiredorior
authorization Cignawill notify you or your representative of

the determintion within 15 days after receiving the request.
However, if more time is needed due to matters beyond

Ci g rcantvad, Cignawill notify you or your representative
within 15 days after receiving your request. This notice will
include the date a determii@t can be expected, which will

be no more than 30 days after receipt of the request. If more
time is needed because necessary information is missing from
the request, the notice will also specify what information is
needed, and you or your representatiugst provide the
specified information t&€ignawithin 45 days after receiving

the notice. The determination period will be suspended on the
dateCignasends such a notice of missing information, and the
determination period will resume on the date yoyaur
representative responds to the notice.

If the determination periods above would seriously jeopardize
your life or health, your ability to regain maximum function,

or in the opinion of a health care professional with knowledge
of your health conditiorgause you severe pain which cannot
be managed without the requested services, Cigna will make
the preservice determination on an expedited basis. Cignha will
defer to the determination of the treating health care
professional regarding whether an expeddetermination is
necessary. Cigna will notify you or your representative of an
expedited determination within 72 hours after receiving the
request.

However, if necessary information is missing from the
requestCignawill notify you or your representativeithin 24
hours after receiving the request to specify what information is
needed. You or your representative must provide the specified
information toCignawithin 48 hours after receiving the
notice.Cignawill notify you or your representative of the
expedited benefit determination with#8 hours after you or

your representative responds to the notice. Expedited
determinations may be provided orally, followed within 3 days
by written or electronic notification.

If you or your representativiails to fdlow Ci gna é s
procedures for requesting a required preservice determination,
Cignawill notify you or your representative of the failure and
describe the proper procedures for filing within 5 days (or 24
hours, if an expedited determination is requiredjexribed
above) after receiving the request. This notice may be
provided orally, unless you or your representative requests
written notification.

Concurrent Determinations

When an ongoing course of treatment has been approved for
you and you wish to exterthe approval, you or your
representative must request a required concucmrdrage
determination at least 24 hours prior to the expiration of the
approved period of time or number of treatments. When you

or your representative requests such a detetmmaCigna
will notify you or your representative of the determination
within 24 hours after receiving the request.

Postservice Determinations

When you or your representative requestswerage
determinatioror a claim payment determinatiafter service
have been rendere@jgnawill notify you or your

representative of the determination within 30 days after
receiving the request. However, if more time is needed to
make a determination due to matters bey@rid g rcentrad
Cignawill notify you or yourrepresentative within 30 days

after receiving the request. This notice will include the date a
determination can be expected, which will be no more than 45
days after receipt of the request.

If more time is needed because necessary information is
missingfrom the request, the notice will also specify what
information is needed, and you or your representative must
provide the specified information ©@ignawithin 45 days

after receiving the notice. The determination period will be
suspended on the dafiégna sends such a notice of missing
information, and the determination period will resume on the
date you or your representative responds to the notice.
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Notice of Adverse Determination When is COBRA Continuation Available?

Every notice of an adverse benefit determination will be For you and your Dependents, COBRA continuation is
provided in writng or electronically, and will include all of available for up to 18 months from the date of the following
the following that pertain to the determination: information qualifying events if the event would result in a loss of
sufficient to identify the claim including, if applicable, the coverage under the Plan:

date of service, provider and claim amount; diagnosis and
treatment codes, and theleemlngs; 'ghe §p60|f!C reason or gross misconduct; or
reasons for the adverse determination including, if applicable, duction i Kh

the denial code and its meaning and a description of any T your reduction in work hours.

standard that was used in the denial; reference to the specific ~ For your Dependents, COBRA continuation coverage is

T your termination of emplyment for any reason, other than

plan provisions on which the determiiaett is based; a available for up to 36 months from the date of the following
description of any additional material or information necessary  qualifying events if the event would result in a loss of

to perfect the claim and an explanation of why such material coverage under the Plan:

or information is necessary; qyog@eath;fi ption of the plands r
procedures and the time limits applicable, inclgdn . o

statement of a claimantoés ri g11]¥ogrd|\(oré:e%I?gﬁlﬁe&arayon,cog vil action u
section 502(a) of ERISA following an adverse benefit 1 for a Dependent child, failure to continue to qualify as a
determination on appeal, (if applicable); upon request and free Dependent under the Plan.

of charge, a copy of any internal rule, guideline, protocol or Who is Entitled to COBRA Continuation?

other sinilar criterion that was relied upon in making the

adverse determination regarding your claim; and an

explanation of the scientific or clinical judgment for a

determination that is based on a Medical Necessity,

experimental treatment or other similar ex@unsor limit; a

description of any available internal appeal and/or external

review process(es); mfor_matlon about any office of health COBRA continuation coverage even if you decline or are not

insurance consumer assistance or ombudsman available to . A

. s . . . eligible for COBRA contingtion.

assist you with the appeal process; and in the case of a claim

invo]ving urgent care, a description of the expedited review The following individuals are not qualified beneficiaries for

process applicable to such claim. purposes of COBRAantinuation: domestic partners,
grandchilden (unless adopted by you), stepchildren (unless
adopted by you). Although these individuals do not have an

HC-FED79 0313 independent right to elect COBRA continuation coverage, if
you elect COBRA continuation coverage for yourself, you
may also cover your Dependenteanf they are not

Only a fAqualified benefinay ary
elect to continue health insurance coverage. A qualified
beneficiary may include the following individuals who were
covered by the Plan on the day the qualifying event occurred:
you, your spouse, and your Dependent children. Each

qualified beneficiarjhas their own right to elect or decline

COBRA Continuation Rights Under Federal considered qualified beneficiaries under COBRA. However,

Law such individual sd coverage wi
continuation coverage terminates. The sections titled

For You and Your Dependents fiSecondary Qualifying EverisndfiMedicare Extension For

What is COBRA Continuation Coverage? Your Depenlent® are not gplicable to these individuals.

Under federal law, you and/or youependents must be given Secondary Qualifying Events

the opportunity to continue health insurance when there is a If, as a result of your termination of employment or reduction

Aqualifying evento that woul dindkhsutstyout Depehder(§) haQefeledted EGBRA Y € U

the Plan. You and/or your Dependents will be permitted to continuation coveage and one or more Dependents experience

continue the same coverage under which you or your anotter COBRA qualifying event, the affected Dependent(s)

Dependents were covered on the day before the qualifying may elect to extend their COBRAmtmuation coverage for

eventac urred, unless you move O U adaifonat 1B @dnths? roRts ¥ the sLCbRIANPedeht

area or the plan is no longer available. You and/or your occurs within the disability extension period) for a maximum

Dependents cannot change coverage options until the next of 36 months from the inii qualifying event. The second

open enroliment period. qualifying event must occur before the end of the initial 18

months of COBRA continuation coverage or within the
disability extension period discussed below. Under no
circumstances will COBRA continuation coverage be
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availabe for more than 36 months from the initial qualifying
event. Secondary qualifying events are: your death; your
divorce or legal separation; or, for agzndent child, failure
to continue to qualify as a Dependent under the Plan.

Disability Extension

If, after electing COBRA continuation coverage due to your
termiration of employment or reduction in work hours, you or
one of your Dependents istdrmined by the Social Security
Administration (SSA) to be totally disabledder Title Il or

XVI of the SSA, youand all of your Dependents who have
elected COBRA continuation coverage may extend such
continuation for an additional 11 months, for a maximum of
29 months from the initial qualifying event.

To qualify for the disability extension, all of the following
requirements must be satisfied:

1 SSA must determine that the disability occurred prior to or
within 60 days after the disabled individual elected COBRA
continuation coverage; and

1 A copy of the written SSA determination must be provided
to the Plan Administttar within 60 calendar days after the
date the SSA determination is made AND before the end of
the initial 18month continuation period.

If the SSA later determines that the individual is no longer
disabled, you must notifthe Plan Administratowithin 30

days after the date the final deteénation is made by SSA.

The 12Xmonth disability extension will terminate for all

covered persons on the first day of the month that is more than
30 days after the date the SSA makes a final determination
that the disaleld individual is no longer disabled.

All causes for ATerminat:i
below will also apply to the period of disability extension.

on

Medicare Extension for Your Dependents

When the qualifying event is your termination of employment
or reduction in work hours and you became enrolled in
Medicare (Part A, Part B or both) within the 18 months before
the qualifying event, COBRA continuation coverage for your
Dependents will last for up to 36 months after the date you
became enrolled in Méchre. Your COBRA continuation
coverage will last for up to 18 months from the date of your
termination of employment oeduction in work hours.

Termination of COBRA Continuation

COBRA continuation coverage will be terminated upon the
occurrence of any dghe following:

1 the end of the COBRA continuation period of 18, 29 or 36
months, as applable;

1 failure to pay the required premium within 30 calendar days
after the due date;

1 cancellationot he Empl oyer 6s; policy

1 after electing COBRA continuian coverage, a qualified
beneficiary enrolls in Medicare (Part A, Part B, or both);

q after electing COBRA continuation coverage, a qualified
beneficiary becomes covered under another group health
plan, unless the qualified beneficiary has a condition for
which the new plan limits or excludes coveragdar a pre
existing condition provision. In such case coverage will
coninue until the earliest othe end of the applicable
maximum period;the date the prexisting condition
provisionis no longer applicdb; orthe occurrence of an
event described in one of the first three bullets above;

1 any reason the Plan would terminate coverage of a
participant or beneficiary who is not receiving continuation
coveage (e.g., fraud).

Moving Out of EmpdooBliminatosofSer v
a Service Area
I f you and/or your Dependent s

service area or the Employer eliminates a service area in your
location, your COBRA continuation coverage under the plan

will be limited to outof-network coveragenly. In-network

coverage is not available
area. If the Employer offers another benefit option through
Cigna or another carrier which can provide coverage in your
location, you may elect COBRA continuation coverage under
that option.

Empl oyeréds Notification

Your Employer is required to provide you and/or your
Dependents with the following notices:

T An initial notification of COBRA continuation rights must

of b €EOBRAVICOad i wiutahi mn®0 |l day € da

coverage under the Plan begins (or the Plan first becomes
subject to COBRA continuation requirements, if later). If
you and/or your Dependents experience a qualifying event
before the end of that &y period, the initial notice must
be provided within ta time frame required for the COBRA
continuation coverage election notice as explained below.

1 A COBRA continuation coverage election notice must be
provided to you and/or your Dependents within the
following timeframes:

1 if the Plan provides that COBRA camtiation coverage
and the period within which an Employer must notify the
Plan Administrator of a qualifying event starts upon the
loss of coverage, 44 days after loss ofezage under the
Plan;

1 if the Plan provides that COBRA continuation coverage
and tke period within which an Employer must notify the
Plan Administrator of a qualifying event starts upon the
occurrence of a qualifying event, 44 days after the

w i QUAHTYing pvg qeeurs; or
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1 in the case of a muleémployer plan, no later than 14 days
after theend of the period in which Employers must
provide notice of a qualifying event to the Plan
Administrator.

How to Elect COBRA Continuation Coverage

The COBRA coverage election notice will list the individuals
who are eligible for COBRA continuation coveeagnd

inform you of the applicable premium. The notice will also
include instructions for electing COBRA continuation
coverage. You must notifyne Plan Administratoof your
election no later than the due date stated on the COBRA
election notice. If a wtien election atice is required, it must
be postmarked no later than the due date stated on the
COBRA election notice. If you do not make proper
notification by the due date shown on the notice, you and your
Dependents will lose the right to elect COBR@ntinuation
coverage. If you reject COBRA continuation coverage before
the due date, you may change your mind as long as you
furnish a conpleted election form before the due date.

Each qualified beneficiary has an independent right to elect
COBRA continuéion coverage. Continuation coverage may

be elected for only one, several, or for all Dependents who are
gualified beneficiaries. Parents may elect to continue coverage
on behalf of their Dependent children. You or your spouse
may elect continuation covega on behalf of all the qualified
beneficiaries. You are not required to elect COBRA
continuation coverage in order for your Dependents to elect
COBRA continuation.

How Much Does COBRA Continuation Coverage Cost?

Each qualified beneficiary may be requitedpay the entire

cost of continuation coverage. The amount may not exceed
102% of the cost to the group health plan (including both
Employer and Employee contributions) for coverage of a
similarly situated active Employee or family membene
premium duing the 1tmonth disability extension may not
exceed 150% of the cost to the group health plan (including
both employer and employee contributions) for coverage of a
similarly situated active Employee or family member.

For examplelf the Employee alone etts COBRA
continuation coverage, the Employee will be charged 102%
(or 150%)of the active Employee premium. If the spouse or
one Dependent child alone elects COBRA continuation
coverage, they will be charged 10286 150%)of the active
Employee premiunif more than one qualified beneficiary
elects COBRA continuation coverage, they will be charged
102%(or 150%)of the applicable family gmium.

When and How to Pay COBRA Premiums
First payment for COBRA continuation

If you elect COBRA continuation covege, you do not have
to send any payment with the election form. However, you
must make your first payment no later than 45 calendar days

after the date of your election. (This is the date the Election
Notice is postmarked, if mailed.) If you do not makeiryfirst
payment within that 45 days, you will lose all COBRA
continuation rights under the Plan.

Subsequent payments

After you make your first payment for COBRA continuation
coverage, you will be required to make subsequent payments
of the required premiu for each additionahonthof

coverage. Payment is due thre first day of each montkf

you make a payment on or before its due date, your coverage
under the Plan will continue for that coverage periodhavit

any break.

Grace periods for subsequent pagnts

Although subsequent payments are dughieyfirst day of the
month you will be given a grace period of 30 days after the
first day of the coverage period to make eaxnthly

payment. Your COBRA continuation coverage will be
provided for each covege period as long as payment for that
coverage period is made before the end of the grace period for
that payment. However, if your payment is received after the
due date, your coverageder the Plan may be suspended
during this time. Any providers who otact the Plan to

confirm coverage during this time may be informed that
coverage has been suspended. If payment is received before
the end of the grace period, your coverage will be reinstated
back to the beginning of the coverage period. This means that
any claim you submit for benefits while your coverage is
suspended may be denied and may have to be resubmitted
once your coverage is reinstated. If you fail to make a
payment before the end of the grace period for that coverage
period, you will lose allights to COBRA continuation

coverage under the Plan.

You Must Give Notice of Certain Qualifying Events

If you or your Dependent(s) experience one of the following
qualifying events, you must notithe Plan Administrator

within 60 calendar days after tregér of the date the

qualifying event occurs or the date coverage would cease as a
result of the qualifying event:

1 Your divorce or legal separation; or
1 Your child ceases to qualify as a Dependent under the Plan.

1 The occurrence of a secondary qualifyingrenees discussed
under fASecondary Qualifying
must be received prior to the end of the initial 4829
month COBRA period).

(Al so refer to t
additional notice requirements.)

Notice musbe made in writing and must include: the name of
the Plan, name and address of the Employee covered under the
Plan, name and address(es) of the qualified beneficiaries
affected by the qualifying event; the qualifying event; the date

he section ti
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the qualifying event ecurred; and supporting damentation
(e.g., divorce decree, birth certificate, disability deteatdm,
etc.).

Newly Acquired Dependents

If you acquire a new Dependent through marriage, birth,
adoption or placement for adoption while your coverage is
being continued, you may cover such Dependent under your
COBRA continuation cowage.However, only your newborn
or adopted Dependent child is a qualified beneficiary and may
continue COBRA continuation coverage for the remainder of
the coverage period foldng your early termination of
COBRA coverage or due to a secondary qualifying event.
COBRA coverage for your Dependent spouse and any
Dependent children who are not your children (e.g.,
stepchildren or grandchildren) will cease on the date your
COBRA coveage ceases and they are not eligible for a
secondary qualifying event.

COBRA Continuation for
Bankruptcy

(b) either

1 the referring health care professioisah participating
health care provider and has concluded that the
individual 6s participation
appropriate based upon the individual meeting the
conditions described in paragraph (a); or

1 the individual provides medical and scientififormation
establishing that the indiv
would be appropriate based upon the individual meeting
the conditions described in paragraph (a).

For purposes of c|-thredteaidgl tr i a
di sease omearsanydiseasé oo ¢omdition from

which the likelihood of death is probable unless the course of
the disease or condition is interrupted.

The clinical trial must meet the following requirements:
The study or investigation must:

Ret i r e®beapoved o fwrided pyweiine dgengiesorcestities

authorized by federal law to conduct clinical trials;

If you are covered as a retiree, and a proceeding in bankruptcy 1 be conducted under an investigational new drug application

is filed with respect to the Employer under Title 1thef

United States Code, you may be entitled to COBRA
continuation coverage. If the bankruptcy results in a loss of
coverage for you, your Dependents or your surviving spouse
within one year before or after such proceeding, you and your
covered Dependentsihbecome COBRA qualified
beneficiaries with respect to the bankruptcy. You will be
entitled to COBRA continuation coverage until your death.
Your surviving spouse and covered Dependent children will
be entitled to COBRA continuation coverage for up to 36
months following your death. However, COBRA conétion
coverage will cease upon the occurrence of any of the events
|l isted under ATermination of

Interaction With Other Continuation Benefits

You may be eligible for other contiation benefits under state
law. Refer to the Termination section for any other
continuation benefits.

HC-FED66 07-14

Clinical Trials

This benefit plan covers routine patient care costs related to a
qualified clinical trialfor an individual who meets th
following requirements:

(a)iseligible to participate in an approved clinical trial
according to the trial protocol with respect to treatment of
cancer or other lifehreatning disease or condition; and

reviewed by the Food and Drug Adminaion; or

1 involve a drug trial that is exempt from having such an
investigational new drug application.

Routine patient care costs are costs associated with the
provision of health care items and services including drugs,
items, devices and services otherwise covered by this benefit
plan for an individual who is not enrolled anclinical trial

and, in addition:

1 services required solely for the provision of the
investigational drug, item, device or service;

1_services required for the clinically appropriate monitoring of
C RBrivestightional drugh devack, itednOserdce;0 v € .

1 servicegprovided for the prevention of complications
arising from the provision of the investigational drug,
device, item or service; and

1 reasonable and necessary care arising from the provision of
the investigational drug, device, item or service, including
the dagnosis or treatment of complications.

Routine patient care costs do not include:
1 the investigational dryglevice, item, or service, itself; or

1 items and services that are provided sdlelgatisfy data
collection andanalysis needs and that are notduisethe
direct clinical management of the patient.

Clinical trials conducted by neparticipating providers will be
covered at the iNetwork benefit level if:

1 there are not kiNetwork providers participating in the
clinical trial that are willing to acq# the individual as a
patient, or
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1 theclinicaltrialisonduct ed out s sdate

of residence.

HC-FEDS3 1013

ERISA Required Information
The name of the Plan is:

The Trustees of the Stevens Institute of Technology Health
and Welfare Berfé Plan

The name, address, ZIP code and business telephone number
of the spasor of the Plan is:

The Trustees of the Stevens Institute of Technology
1 Castle Point Terrace

Hoboken, NJ 07030

201-2165122

Employer Identification Plan Number:
Number (EIN):
221487354 510

The name, address, ZIP code and business telephone number
of the Plan Admirstrator is:

Employer named above

The name, address and ZIP code of the person designhated as
agent for service of legal process is:

Employer named above

The office dsignated to consider the appeal of denied claims
is:

The CignaClaim Office responsible for this Plan
The cost of the Plan is shared by Employee and Employer.
The Planbs f ilg/3lal year ends

The preceding pages set forth the eligibility requiremants
benefits provided for you under this Plan.

Plan Trustees

A list of any Trustees of the Plan, which includes name, title
and address, is available upon request to the Plan
Administrator.

Plan Type
The plan is a healthcare benefit plan.
Collective Barganing Agreements

You may contact the Plan Administrator to determine whether
the Plan is maintained pursuant to one or more collective
bargaining agreements and if a particular Employer is a
sponsor. A copy is available for examination from the Plan
Administrator upon written request.

t h e DiscretibhawyiAuthorityl 6

The Plan Administrator delegates to Cigna the discretionary
authority to interpret and apply plan terms and to make factual
determinations in connection with its review of claims under
the plan. Such disetionary authority is intended to include,

but not limited to, the determination of the eligibility of
persons desiring to enroll in or claim benefits under the plan,
the determination of whether a person is entitled to benefits
under the plan, and themputation of any and all benefit
payments. The Plan Administrator also delegates to Cigna the
discretionary authority to perform a full and fair review, as
required by ERISA, of each claim denial which has been
appealed by the claimant or his duly authed representative.

Plan Modification, Amendment and Termination

The Employer as Plan Sponsor reserves the right to, at any
time, change or terminate benefits under the Plan, to change or
terminate the eligibility of classes of employees to be covered
by the Plan, to amend or eliminate any other plan term or
condition, and to terminate the whole plan or any part of it.
Contact the Employer for therocedure by which benefits

may be changed or terminated, by which the eligibility of
classes of mployees maye changed or terminated, or by
which part or all of the Plan may be terminated. No consent of
any participant is required to terminate, modify, amend or
change the Plan.

Termination of the Plan together with termination of the
insurance policy(s) which fuds the Plan benefits will have no
adverse effect on any benefits to be paid under the policy(s)
for any covered medical expenses incurred prior to the date
that policy(s) terminates. Likewise, any extension of benefits
under the policy(s) due tou or yar Dependent'total
disability which began prior to and has continued beyond the
date the policy(s) terminates will not be affected by the Plan
grmination. Rights to purchase limited amounts of life and
medical insurance to replace part of the benedgsbecause
the policy(s) terminated may arise under the terms of the
policy(s). A subsquent Plan termination will not affect the
extension of benefits and rights under the policy(s).

Your coverage under the PI
on the earést of the follaving dates:

1 the date you leave Active Séee (or later as explained in
the Termination Section;)

ano

1 the date you are no longer in an eligible class;
1 if the Plan is contributory, the date you cease turduute;
1 the date the policy(s) teimates.

See your Plan Administrator to determine if any asien of
benefits or rights are availableyou or your Dependents
under this policy(s). No extension of benefits or rights will be
available solely because the Plan terates.
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Statement of Rights

As a participant in the plan you are entitled to certain rights
and protections under the Employee Retirement Income
Security Act of 1974 (ERISA). ERISA provides that all plan
partidpants shall be entitled to:

Receive Information About Your Plan and Benéits

fexamine, without charge, at
and at other specified locations, such as worksites and union
halls, all documents governing the plan, including insurance
contracts and collective bargaining agreements and a copy
of the laest annual report (Form 5500 Series) filed by the
plan with the U.S. Department of Labor and available at the
Public Disclosure room of the Employee Benefits Security
Administration.

1 obtain, upon written request to the Plan Administrator,
copies of documes governing the Plan, including
insurance contracts and collective bargaining agreements,
and a copy of the latest annual report (Form 5500 Series)
and updated summary plan description. The administrator
may make a reasonable charge for the copies.

frecee a summary of the Pl anés
Plan Administrator is required by law to furnish each person
under the Plan with a copy of this summary financial report.

Continue Group Health Plan Coverage

1 continue health care coverafge yourself,your spouse or
Dependentsf there is a loss of coverage under the Plan as a
result of a qualifying even¥ou or your Dependentaay
have to pay for such coverage. Review the documents
governing the Plan on the rules governing your federal
continuation overage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISA
imposes duties upon the people responsible for the operation
of the employee bedfit plan. The people who operate your

pl an, cal loedofiftihdeucHlaan,eshave
prudently and in the interest of you and other plan participants
and beneficiaries. No one, including your employer, your
union, or any other person may fire you or otherwise
discriminate against you in any way to preveou from

obtaining a welfare benefit or exercising your rights under
ERISA. If your claim for a welfare benefit is denied or

ignored you have a right to know why this was done ptaio
copies of documents relating to the decision without charge,
and toappeal any denial, all within certain time schedules.

Enforce Your Rights

Under ERISA, there are steps you can take to enforce the
above rights. For itance, if you request a copy @dcuments
governing the plaor the latest annual report from the plan
and do not receive them within 30 days, you may file suit in a
federal court. In such a case, the court may require the plan

administrator to provide the materials and pay you up to $110
a day until you receive the materials, unless the materials were
notsent because of reasons beyond the control of the
administrator. If you have a claim for benefits which is denied
or ignored, in whole or in part, you may file suit in a state or
federal court.

| a i tiaon, if ou_ disagr )
i cbhbeng thekfleiied'staid of dabribid Biatint |
order or a medical child support order, you may file suit in
federal court. If it should happen that plan fiduciaries misuse
the planés money, or if you a
asserting/our rights, you may seek assistance from the U.S.
Department of Labor, or you may file suit in a federal court.

The court will decide who should pay court costs and legal

fees. If you are successful the court may order the person you
have sued to pay the costs and fees. If you lose, the court

may order you to pay these costs and fees, for example if it
finds your claim is frivolous.

Assistance with Your Questions

If you have any questions about your plan, you should contact
the plan administyator. If yohave any questions about this

s it & about Yol AghtS dn&‘enf/ERst, B9t Yo need” N €
assistance in obtaining documents from the plan administrator,
you should contact the nearest office of the Employee Benefits
Security Administration, U.S. Departmtesf Labor listed in

your telephone directory or the Division of Technical
Assistance and Inquiries, Employee Benefits Security
Administration, U.S. Department of Labor, 200 Constitution
Avenue N.W., Washington, D.C. 20210. You may also obtain
certain pubitations about your rights and responsibilities

under ERISA by calling the publications hotline of the
Employee Benefits Securitydiinistration.

HC-FED72 05-15

a duty to do so
Notice of an Appeal or a Grievance

The appeal or grievance provision in this certificate by
superseded by the law of your state. Please see your
explanation of benefits for the applicable appeal or grievance
procedure.

HC-SPP4 04-10

\%A

Appointment of Authorized Representative

You may appoint an authorized representative to assist you in
submitting a claim or appealing a claim denial. However,
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Cigna may require you to designate your authorized
representative in writing using a forrppoved by Cigna. At

all times, the appointment of an authorized representative is
revocable by you. To ensutigat a prior appointment remains
valid, Cigna may require you to-egpoint your authorized
representative, from time to time.

Cigna reserves the right to refuse to honor the appointment of
a representative if Cigna reasonably determines that:

1 the sighatug on an authorized representative form may not
be yours, or

1 the authorized representative may not have disclosed to you
all of the relevant facts and circumstances relating to the
overpayment or underpayment of any claim, including, for
example, that theilting practices of the provider of medical
services may have jeopardized your coverage through the
waiver of the cossharing amounts that you are required to
pay under your plan.

If your designation of an authorized representative is revoked,
or Cigna des not honor your designation, you may appoint a
new authorized representative at any time, in writing, using a
form approved by Cigna.

HC-AAR1 01-17

When You Have a Concern or Complaint

For the purposes of this section, any reference tod'you

"your" or "Member" also refers to a representative or provider
designated by you to act on your behalf, unless otherwise
noted and a APhysician
is also a Medical Director or his or her designee who rendered
the initial adverseletermination.

We want you to be completely satisfied with the care you
receive. That is why we have established a process for
addressing your concerns and solving your problems.

Complaints and Administrative Appeals Regarding
Contractual Benefits, Quality of Care and Services

Start with Customer Services

We are here to listen and help. If you have a specific concern
or complaint regarding a person, a service, the quality of care,
choice of or access to providers, provider network adequacy or
contractual beefits, or a rescission of coverage, you or your
designated representative (including your treagireyider)

can call our toHfree number and explain your concern to one

of our Cistomer Service representatives.

Customer Services Teliree Number that apgars on your
Benefit Identification card, explanation of benefits or claim
form.

revi ewgnhells ilfhe dnsibiered Gyteaithichrert

We will do our best to resolve the matter on your initial
contact. If we need more time to review or investigate your
concern, we will get back to you as soon as possiblaénbut
any case within 30 calendar days.

If you are not satisfied with the results of a coverage decision,
you can start the appeals procedure.

Ad mi strative Appeals ACompl

Cigna has a twatep appeals procedure for administrative
coverage dasions and complaints. To initiate an
administrative appeal, you must submit a request for an appeal
in writing within 180 days of receipt of a denial notice, to the
following address:

Cigna

National Appeals Organization (NAO)

P.O. Box 188011

Chattanoogal N 37422

You should state the reason why you feel your appeal should
be approved and include any information supporting your
appeal. If you are unable or choose not to write, you may ask
to register your appeal by calling the tfsike number on your
Beneft Identification card. If you choose to designate a
representative to appeal on your behalf, including your
provider, all correspondence related to your appeal will be
sent to your designated representative and youwufdo not
want such representatit@ pursue the appeal on your behalf,
you must notify Cigna that you do not want this representative
appealing this issue on your behalf.

Level One Appeal

Your appeal will be reviewed and the decision made by
someone not involved in the initial decision pexited

e¥sfomal I an w

For level one appeals, we will acknowledge in writing that we
have received your request within 10 business days and
respond in writing with a decision within 30 calendar days
after we receie an appeal for a peservice coverage
determination or within 15 calendar days for ageevice
coverage determination. If more time or information is needed
to make a preervice determination, we will notify you in
writing to request an extension b to 15 calendar days and

to specify any additional information needed to complete the
review.

You may request that the appeal process be expedited if the
time frames under this process would seriously jeopardize
your life, health or ability to regain mamum function or in

the opinion of your Physician would cause you severe pain
which cannot be managed without the requested services; or
your appeal involves neauthorization of an admission or
continuing inpatient Hospital stay.

If you request that yowappeal be expedited if the time frames
under this process would seriously jeopardize your life, health

ni
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or ability to regain maximum function or in the opinion of

your Physician would cause you severe pain which cannot be
managed without the requested seeg, you may also ask for
an expedited external independent review at the same time, if
the time to complete an expedited level one appeal would be
detrimental to your medical condition.

Cigna's Physician reviewer, in consultation with the treating
Physican, will decide if an expedited appeal is necessary.
When an appeal is expedited, we will respond with a decision
within 72 hours.

Level Two Appeal

If you are dissatisfied with our level one appeal decision, you
may request a second review. To initiate\ael two appeal,

follow the same process required for a level one appeal, except
that such a request must be submitted within 60 days from
your receipt of a Level One Appeal decision.

Receipt of requests for a second review will be acknowledged
in writing within 10 business days. Pesgrvice requests will

be completed within 30 calendar days, while mostgamice
requests will be completed within 15 calendar days. If more
time or information is needed to make a-pegvice
determination, we will notify gu in writing to request an
extension of up to 15 calendar days and to specify any
additional information needed to complete the review. In the
event any new or additional information (evidence) is
considered, relied upon or generated by Cigna in conmectio
with the level two appeal, Cigna will provide this information
to you,free of chargeas soon as possible and sufficiently in
advance ot final internal adverse determination,so that

you will have an opportunity to respond. Also, if any new or
additioral rationale is considered by Cigna, Cigna will provide
the rationale to you as soon as possible and sufficiently in
advance of the decisions so that you will have an opportunity
to respond. You will be notified in writing of the decision.

You may requeghat the appeal process be expedited if the
time frames under this process would seriously jeopardize
your life, health or ability to regain maximum function or in
the opinion of your Physician would cause you severe pain
which cannot be managed withoué tftequested services; or
your appeal involves neauthorization of an admission or
continuing inpatient Hospital stay Ci gnad s
or your treating Physician will decide if an expedited appeal is
necessary. When an appeal is expedited, Weespond with

a decision wthin 72 hours.

Appeal to the State of New Jersey

For appeals regarding a person, a service, the quality of care,
choice of or access to providers, provider network adequacy,
or the contractual benefits, if you remain dissagibfafter
exhaustingCignds Complaint and Appeal procedure, you may
appeal to the State of New Jersey Department of Banking and
Insurance at the following address and telephone number:

Consumer Protection Services

New Jersey Department of Banking and liasue
20 West State Street"&loor

P.O.Box 329

Trenton, NJ86250329

Fax: (609) 6330807

Telephone: 18883931062

You may also wish to access an online New Jersey complaint
form at:
http://www.state.nj.us/dobi/division_insurance/managedcare/
mcfags.htm

Appeals Regarding Adverse Benefit Determinations
(including Medical Necessity and Utilization Review
Determinations

Initial Determination

Cigna is responsible for making deoiss about the
appropriateness, Medicaleessity and efficiency of health
careservices provided to Members under this Certificate. All
decisions to deny or limit coverage for an inpatient admission,
a service, a procedure or an extension of inpatient stay, are
made by a New Jersdigensed Physician.

The health care determinationsde by Cigna are directly
communicatedo the treating or requesting provider (including
a provider acting on your belf with your consent, if such
provider is the requestingqvider) on a timely basis
appropriate to the Member's medical needs. Cignanail
reverse its initial determation of Medical Necessity or
appropriateness unless misrepresented or fraudulent
information was submitted to Cigna as part of the request for
health care services.

You or your designated representative (including a pievi
acting on your behalf with your consent) may request a written

P hy s i cnotieerof an igitiali determination made by Cigna, including an

explanation of thadverse benefiteterminatiomprocess.
Adverse Benefit DeterminationAppeals Procedure

Cigna has a twastepprocedure for coverage decisions. The
procedure for appeal of adverse benefit determinations is
described below (the aboedministrativeappeal procedure is
used where the adverse determination was based on eligibility,
including rescission, or the apgdition of a contract exclusion

or limitation not related to Medical &tessity).
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To initiate anadversebenefitdetermination appeal, you must
submit a request for an appeal in writing within 180 days of
receipt of a denial notice, to the following address:

Cigna

National Appeals Organization (NAO)

P.O. Box 188011

Chattanooga, TN 37422

You should state the reason why you feel your appeal should
be approved and include any information supporting your
appeal. If you are unable or choose not to write, you rely a
to register your appeal by calling the tisibe number on your
Benefit Identification card. If you choose to designate a
representative to appeal on your behalf, including your
provider, all correspondence related to your appeal will be
sent to your deighated representative and you. If you do not
want such representative to pursue the appeal on your behalf,
you must notifyCigna that you do not want this representative
appealing this issue on your behalf.

You have the right to receive any new or adxiitil evidence

or rationale we use to review your appeal, free of charge and
sufficiently in advance of the date on which a notice of a level
one or level two appeal determination is required, in order to

give you a reasonable opportunity to respond padhat date.

Level One Appeal

You have the opportunity to speak with, and may request
appeal review by, Cigna's Physician reviewer.

For level one appeals, we will respond in writing with a
decision within 10 calendar days after we receive an appeal.

You may request that the appeal process be expedited if: the
time frames under this process would seriously jeopardize
your life, health or ability to regain maximum function or in

the opinion of your Physician would cause you severe pain
which cannot be managedthout the requested services; your
appeal involves noeauthorization of an admission or
continuing inpatient Hospital stay; or your appeal addresses a
determination regding urgent or emergency care.

If you request that your appeal be expedited iftitme frames
under this process would seriously jeopardize your life, health
or ability to regain maximum function or in the opinion of

your Physician would cause you severe pain which cannot be
managed without the requested services, you may also ask for
an expedited external independent review at the same time, if
the time to complete an expedited level one appeal would be
detrimental to your medical condition.

Ci gnads Phy oiyour teatingrPRysidiaa wile r
decide if an expedited appeal is nesary. When an appeal is
expedited, we wiirespond with a decision within 72 hours.

Level Two Appeal

If you are dissatisfied with our level one appeal decision, you
may request a second review. To initiate a level two appeal,

follow the same process reqeil for a level one appeal, except
that such a request must be submitted within 60 days from
your receipt of a Level One Appeal decision.

Most requests for a second review will be conducted by the
Appeals Committee, which consists of at least one Physician
reviewer and two other PhysiciaH&althCareProfessionals.
Anyone involved in the prior decision may not participate on
the Appead Committee. The committee will consult with at
least one Physician in the same or similar specialty as the care
under congleration or another provider you requésagreed

by Cigna's Physiciareviewer. You may present your

situation to the committee in person or by conference call.

For level two appeals we will acknowledge in writing that we
have received your request it 10 business days and
schedule a committee review. The committee review will be
completed withir20 business days. In the event any new or
additional information (evidence) is considered, relied upon or
generated by Cigna in connection with the level dppeal,
Cigna will provide this information to yoisee of chargeas

soon as possible and sufficiently in advanca @ihal

internal adverse determination,so that you will have an
opportunity to respond. Also, if any new or additional

rationale is coridered by Cigna, Cigna will provide the
rationale to you as soon as possible and sufficiently in advance
of the decisions so that you will have an opportunity to
respond. You will be notified in writing of the Appeals
Committee's decision.

You may requeghat the appeal process be expedited if: the
time frames under this process would seriously jeopardize
your life, health or ability to regain maximum function or in
the opinion of your Physician would cause you severe pain
which cannot be managed withohetrequested services; your
appeal involves neauthorization of an admissipavailability

of care or continuing inpatient Hospital stay; or your appeal
addresses a determination regarding urgent or emergency care
services while you are not yet dischardjen a facility.

When an appeal is expedited, we will respond with a decision
within 72 hours.
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External Appeals of Utilization Management the medical exigencies of the case warrant a more rapid
Determinations response.

After exhausting Cignads Medi tha ExteMaAppeasPiogram isfayqluatary program. The
procedure, if you remain digssfied with Cignéas tealth care decision of the IURO is bindingn Cigna.

determination, you may initiate a review by an Independent Appeal to the State of New Jersey
Utilization Review Organization (IURO) within four months .
from the receipt of Cignads f Yoy gaye the rrlqhtttotcgnﬁ;lct H‘%“&GW%G{S%’P?F’E‘”WN % ni
review, you or youprovider, on your behalf, should complete Banking and Insurance fqr assistance at any time. The New
the State of New Jersey IURO forms providedby g na 6 s ey Department Ba.nkmg and Insurance may be
mail the completed forms to: contacted at the following address and telephone number:
Consumer Protection Services Consumer Protection Services
Office of Managed Care New Jersey Department of Banking and Insurance

h
New Jersey Department of Banking and Insurance 20 West State Street,'loor

20 West State Street"%loor P.O. Box 329
P.O. Box 329 Trenton, NJ086250329
Trenton, NJ86250329 Telephone: 4888-393-10&2
(888) 3931062 Notice of Benefit Determination on Appeal
along with a check or money order for $25 payable to the Every notice of a determination on appeal will be provided in

"New Jersey Department of Banking and Insurance" (this fee writing or electronically and, if an adverse determination, will
can be waived for financial hardship, cannot exceed $75 for all  include:

appeals submitted annually, and will be refunded if the 1 information sufficient to identify the claim, and a statement
original adverse benefit determination is overturned). If a describing thevailability, upon request, of the diagnosis
provider is appealing to the IURO on your behalf, phevider code and treatment code, and corresponding meaning of the
is responsible for paying your portion of the cost of the IURO code:

appeal. Cigna will bear the remaining costs of the review. e o
PP 9 9 1 the specific reason or reasons for the adverse determination,

You or yourprovider, on your behalf, may also request review including the denial code and its corresponding meaning
of your appeal by the IURO if Cigna has missed any time and the standard used foettenial:

frames associated with the processing of yalwersebenefit
determinatiorgppeal. If this is the case, you must certify to the
IURO that you or your pvider, on your behalf, did not hinder

1 reference to the specific plan provisions on which the
determination is based;

Cigna from making a timely determination by failing to 1 a statement that the claimant is entitled to receive, upon
provide the information required for Cignartake its request and free of charge, reasonable access to and copies
decision. of all documents, records, and other Relevafurmation

A review by the IURO may also be requested before as defined;

exhaustion of the internal appeal process if wgessly 1 a statement describing:

waive our requirement of an internal review of any appeal, or 1 the procedure to initiate the next level of appeal;

if you have or youprovider has applied for expedited external

review at the same time as applying for an expedited internal fi any voluntary appeal procedures offered by the plan; and

appeal request. Expedited external review may be requested 1 the claimant’s right to bring antaan under ERISA

for any of the following: cases that involve care for an urgent section 502(a).

or emergency case; an admission; availability of care; 1 upon request and free of charge;opy of any internal rule,
continued stay; health care s eguiddlirfegftodol®rothe¥ Sirilarkritefion thét W relie@ C €
emergency services but have not yet been discharged from a upon in making the adverse determination regarding your
facility; or amedical condition for which the standard review appeal, and an explanation of the scientific or clinical

time frame would seriously jeopardize your life or health or judgment for a determination that is based on aibégd

ability to regain maximum function. Necessity, experimental treatment or other similar exclusion
Once the IURO communicates dscision, Cigna will respond or limit; and

within 10 business days to you (or grevider, onyour 1 information about any office of health insurance consumer
behalf) the IURO and the Department of Banking and assistance or ombudsman available to assist you in the
Insurance with a written report describing how Cigna will appeal process. A final notice of adverse determination will

i mpl ement the | UROG6s deci si on jacdudem discistigh ef the de€ision.e p o r t sooner
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You also have the right to bring a civil action undection
502(a) of ERISA if you are not satisfied with the Level Two
Appeal decision (or with the Level One Appeal decision if
expedited). You or your plan may havéet voluntary
alternative dispute resolution options such as Mediation. One
way to find out what may be available is to contact your local
U.S. Department of Labor office and your State insurance
regulatory agency. You may also contact the Plan
Administrabr.

Relevant Information

Relevant Information is any document, record, or other
information which was relied upon in making the benefit
determination; was submitted, considered, or generated in the
course of making the benefit determination, without régar
whether such document, record, or other information was
relied upon in making the benefit determination; demonstrates
compliance with the administrative processes and safeguards
required by federal law in making the benefit determination;
or constitués a statement of policy or guidance with respect to
the plan concerning the denied treatment option or benefit or
the claimant's diagnosis, without regard to whether such
advice or statement was relied upon in making the benefit
determination.

Legal Action Following Appeals

If your plan is governed by ERISA, you have the right to bring
a civil action in federal court undseection 502(a) of ERISA if
you are not satisfied with the outcome of the Appeals
Procedure. In most instances, you may not initiatgall

action agains€igna until you have completed the Level One
and Level Two Appeal processes. If your Appeal is expedited,
there is no need to complete the Level Two process prior to
bringing legal action in federal court.

If your plan is governed by NeJersey P.L.2001, ¢.187
(2A:53A-30 et seq), you have the right to bring action in state
court accordance with that statute. You must exhaust the
Independent Health Care Appeals Program procedures created
pursuant to section 11 of P.L.1997, ¢.192 (C26&t2} before
filing an action in state court, unless serious or significant
harm to the covered person has occurred or will imminently
occur, before filing an action in state court for economic and
noneconomic |l oss that occurs
negligence with respect to the denial of or delay in approving
or providingMedicallyNecessary covered services, which
denial or delay is the proximate cause of a coveredpisrs
death; serious and protracted or permanent impairment of a
bodily function or syem; loss of a body organ necessary for
normal bodily function; loss of a body member; exacerbation
of a serious or lifehreatening disease or condition that results
in serious or significant harm or requires substantial medical
treatment; a physical cottihn resulting in chronic and
significant pain; or substantial physical or mental harm which

resulted in further substantial medical treatment made
MedicallyNecessary by the denial or delay of care.

HC-APL146 01-14

Definitions
Active Service
You will be considered in Active Service:

1 on any of your Employer's scheduled work days if you are
performing the regular duties of your work on a-tirthe
basis on that day either at your Employer's place of business
or at some location to which you are requiredravel for
your Employer's business.

1 on a day which is not one of your Employer's scheduled
work days if you were in Active Service on the preceding
scheduled work day.

HC-DFS1095 12-17

Bed and Board

The term Bed and Board includes all charges made by

Hospital on its own behalf for room and meals and for all
general services and activities needed for the care of registered
bed patients.

HC-DFS2 04-10

V2

Biologic

A virus, therapeutic serum, toxin, antitoxin, vaccine, blood,
blood component or deritige, allergenic product, protein
(except any chemically synthesized polypeptide), or analogous
product, or arsphenamine or derivative of arsphenamine (or
any other trivalent organic arsenic compound), used for the
prevention, treatment, or cure of a dsear condition of

a buman beings, asldefined undecSegfipn8B1E) of the Public

Health Service Act (42 USC 262(i)) (as amended by the
Biologics Price Competition and Innovation Act of 2009, title
VII of the Patient Protection and Affordable Care Act, Pub. L
No. 111148, § 7002 (2010), aras may be amended
thereafter).

HC-DFS#&0 10-16
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Biologically-Based Mental lliness management tBrescription Drug Products or Medical

A mental or nervous condition that is caused by a biological Pharmaceuticals.
disorder of the brain and results in a clinically significant or
psychologicakyndrome or pattern that substantially limits the

N N i . i 3 HC-DFS&43 10-16
functioning of the person with the iliness, including but not
limited to: schizophrenia; schizoaffective disorder; major
depressive disorder; bipolar disorder; paranoia and other Charges
psychotic disorders; obssge-compulsive disorder; panic The term "charges" means the actual billed charges; excep
disorder; and pervasive developmental disorder or autism. when the provider has contracted directly or indirectly with

Cignafor a different amount.
HC-DFS110 410 (When Related to Chiropractic Services)
Vi The term "charges" means the actual billed charges; except

when the provider has contractgidectly or indirectly with
Cignafor a different amount with either the provider or a third
party or arranger of services, in which case "charges" means
the agreed upon rates ti@ignautilizes to directly pay the
provider or third party. "Charges" does not mean the amount
that a thid party provider or arranger of services pays to a

Biosimilar

A Biologic that is highly similar to the reference Biologic
product notwithstanding minor differences in clinically
inactive componest and has no clinically meaningful
differences from the reference Biologic in terms of its safety,

purity, and potency, as defined under Section 351(i) of the provider.

Public Health Service Act (42 USC 262(i)) (as amended by

the Biologics Price Competition and lowation Act of 2009, HC-DFS3 0410
title VIl of the Patient Protection and Affordable Care Act, V2
Pub. L. No. 111148, § 7002 (2010), and as may be amended HC-DFS502

thereafter).

Cigna Home Delivery Pharmacy

HC-DFS841 1016 A home delivery Network Pharmacy owned and operated by
licensed Pharmacy affiliates of Cigna Health and Life

Brand Drug Insurance Company.

A Prescription Drug Product that Cigna identifies as a Brand
Drug producfprincipally based on available data resources, HC-DFS®4 1016
including, but not limited to, First DataBank or another

nationally recognized drug indicator source, that classify drugs

: 4 . . Custodial Services
or Biologics as either brand or generic based on a humber of

factors. Not all productislentified as a “brand name" by the Any services that are of a sheltering, protective, or
manufacturer, Pharmacy, or your Physician may be classified ~ Safeguarding nature. Such services may include a stay in an
as a Brand Drug under the pian. institutional setting, ahome care, or nursing services to care

for someone because of age or mental or physaradition.
This service primarily helps the person in daily living.
HC-DFS842 1016 Custodial care also can provide medical services, given mainly
v2 to maintain the personds curr
cannot be intended to greatly improve a medical condition;
they are intended to provide care while the patient cannot care

] ) ] ] for himself or herself. Custodial Services include but are not
A committee comprised of voting and reating limited to:

representatives across various Cigoainess units such as
clinical, medical and business leadership that is duly

Business Decision Team

1 Services related to watching or protecting a person;

authorized by Cigna to make decisions regarding coverage 1 Services related to performing or assisting a person in
treatment oPrescription Drug Products or Medical performing any activities of daily living, such as: walking,
Pharmaceuticalsased on clinical findings provided by the grooming, bathing, dressing, getting in or out of bed,

P&T Commitee, including, but not limited to, decisions toileting, eating, preparing foods, or taking medications that
regarding tier placement and application of utilization can be self administered, and
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1 Services not required to be performed by trained dleski
medical or paramedical personnel.

HC-DFS4 04-10

Vi

Dependent
Depertents are:
1 your lawful spouse or civil union partner; and
1 any child of yours who is
1 less than 26 years old.

1 26 or more years oldhot marriednor in a civil union
partnership nor im Domestic Partnershipnd primarily
supported by you and incapable of saiftaining
employment by reason of mental or pivgd disability
which arose while the child was covered as a Dependent
under thisplan, or while covered asependent under a
prior plan with no break in coverage.

Proof of the child's condition and dependenegy ine
requiredto be submitted to the plamithin 31 days after
the date the child ceases to qualify above. From time to
time, but not more frequently than once a ydaplan
may require proof of the continuation of such condition
and dependence.

The term child means a child born to you or a child legally
adopted by yoult also includes a stepchild or a child for
whom you are the legal guardidhyour civil union partrer

has a child, that child will also be included as a Dependent.

Benefits for a Dependent child will continue until the last day
of the calendar year in which the limiting age is reached.

Anyone who is eligible as an Employee will not be considered
as a [@pendent spouse. A child under age 26 who is eligible as
an Employee and a Dependent child may be covered as either
an Employee or as a Dependent child.

No one may be considered as a Dependent of more than one
Employee.

HC-DFS978 01-17

Designated Pharmay

A Network Pharmacy that has entered into an agreement with
Cigna, or with an entity
provide Prescription Drug Products or services, including,
without limitation, specific Prescription Drug Products, to plan
enrollees a a preferred or exclusive basis. For example, a
Designated Pharmacy may provide enrollees certain Specialty
Prescription Drug Products that have limited distribution

contract.i

of Prescription Drug Prodte or provide enrollees with
Prescription Drug Products on a preferred cost share basis.
The fact that a Pharmacy is a Network Pharmacy does not
mean that it is a Designated Pharmacy.

HC-DFS815 10-16

Emergency Medical Condition

Emergency medical conditianeans a medical condition

which manifests itself by acute symptoms of sufficient

severity (including severe pain) such that a prudent layperson,
who possesses an average knowledge of health and medicine,
could reasonably expect the absence of immediatkcad
attention to result iplacing the health of the individual (or,

with respect to a pregnant woman, the health of the woman or
her unborrchild) in serious jeopardygerious impaiment to

bodily functions; oiserious dysfunction of any bodily organ o
part.

HC-DFS394 11-10

Emergency Services

Emergency servicameans, with respect to an emergency
medical conditiona medical screening examination that is
within the capability of the emergency department of a
hospital, including ancillary services itnely available to the
emergency department to evaluate themyency medical
condition; andsuch further medical examination and
treatment, to the extent they are within the capabilities of the
staff and facilities available at the hospital, to stabiliee
patient.

HC-DFS393 11-10

Employee

The term Employee means a ftithe Employee of the
Employer who is currently in Active Service. The term does
not include Employees who are ptime or temporary or who
normally work less than 30 hours a weektfee Employer.

HC-DFS1094 12-17

ng on Cignaés behal f, t

availability, provide enrollees with an extended daysdé sup
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Employer
The term Employer means the Policyholder and all Affiliated
Employers.

HC-DFS8 04-10
Vi

Essential Health Benefits

Essential health benefits means, to the extent covered under
the plan, expenses incurred withpest to covered services, in
at least the following categories: ambulatory patient services,
emergency services, hospitalization, maternity and newborn
care, mental health and substance use disorder services,
including behavioral health treatment, prestioip drugs,
rehabilitative and habilitative services and devices, laboratory

services, preventive and wellness services and chronic disease

management and pediatric services, including oral and vision
care.

HC-DFS411 01-11

Expense Incurred

An expense isncurred when the service or the supply for
which it is incurred is provided.

HC-DFS10 0410
Vil

Free-Standing Surgical Facility

The term Fresstanding Surgical Facility means an institution
which meets all of the following requirements:

1 it has a medicdtaff of Physicians, Nurses and licensed
anesthesiologists;

1 it maintains at least two operating rooms and one recovery
room;

it maintains diagnostic laboratory anday facilities;
it has equipment for emergency care;

it has a blood supply;

it maintainsmedical records;

= =a =4 -4 =

it has agreements with Hospitals for immediate acceptance
of patients who need Hospital Confinement on an inpatient
basis; and

1 itis licensed in accordance with the laws of the appropriate
legally authorized agency.

HC-DFS11 04-10
V1

Generic Drug

A Prescription Drug Product that Cigna identifies as a Generic
Drug product principally based on available data resources,
including, but not limited to, First DataBank or another
nationally recognized drug indicator source, that classify drugs
or Biologics (including Biosimilars) as either brand or generic
based on a number of factors. Not all products identified as a
fgenericodo by the
may be classified as a Generic Drug under the plan. A
Biosimilar may beclassified as a Generic Drug for the
purposes of benefits under the plan even if it is identified as a

Aibrand named drug by the manu
Physician.
HC-DFS846 10-16

V2

Health Care Professional

A Physician or other health care ptitioner, including a
pharmacist, who is licensed, certified or otherwise authorized
by the state to provideealthcareserwices consistent with

state law.

HC-DFS488 06-15
V3

Hospice Care Program
The term Hospice Care Program means:
1 a coordinated, inteisciplinary program to meet the

physical, psychological, spiritual and social needs of dying
persons and their families;

1 a program that provides palliative and supportive medical,
nursing and other health services through home or inpatient
care during th illness;

1 a program for persons who have a Terminal lliness and for
the families of those persons.

HC-DFS51 04-10
\%A
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Hospice Care Services

The term Hospice Care Services meany services provided
by: a Hospitala Skilled Nursing Facility or a simila
institution,a Home Health Care Agew, a Hospice Facility,

or any other licensed facility or agency under a Hospice Care
Program.

HC-DFS52 04-10
Vi

Hospice Facility

The term Hospice Facility means an institution or part of it
which:

1 primarily provides care for Terminally Il patients;
1 is accredited by the National Hospice Organization;
1 meets standards establisheddigng and

1 fulfills any licensing requirements of the state or locality in
which it operates.

HC-DFS53 04-10
V1

Hospital
The term Hosjpal means:

1 an institution liensed as a Hospital, whiamaintains, on
the premises, all facilities necessary for medical and
surgical treement;provides such treatment on an inpatient
basis, for campensation, under the supision of
Physicians; angrovides 24hour service by Registered
Graduate Nurses;

1 an institution which qualifies astéospital, a psychiatric
Hospital or a tuberculostdospital, and a provider of
services under Medare, if such institution is accredited as
aHospital by the Joint Gomission on the Accreditation of
Healthcare Organdtions;

1 an institution which: specializes in treatment of Mental
Health and Substance Use Disorder or other related illness;
provides residential treatment programs; and is licensed in
accordance with thiaws of the appropriate legally
authorized agency; or

1 a public or private Kspital or detoxification facility
licensed by the state to provide treatment for alcoholism or
a licensed residwial treatment facility which provides an
alcoholic treatment pgram which meets minimum
standards of such careepcribed by the Joint Commission
on the Accreditation of Healthcare Orgzations.

The term Hospital will not include an institution which is
primarily a place for rest, a place for the aged, or a nursing
hone.

HC-DFS977 01-17

Hospital Confinement or Confined in a Hospital
A person will be considered Confined in a Hospital if he is:

1 aregistered bed patient in a Hospital upon the
recommendation of a Physician;

1 receiving emergency care in a Hospital for: ajuy, on his
first visit as an outpatient within 72 hours after the Injury is
received; or a sudden and unexpected Sickness within 12
hours after the Skness begins, if lack of such care would
cause his condition to worsen isrsly;

1 receiving treatmerfor Mental Health an&ubstancéJse
Disorder Servicem aMental Health oiSubstance Abuse
Residential Treatment Geer.

HC-DFS976 01-17

In-Network/Out-of-Network

The term Oubf-Network refers to care which does not
qualify as InNetwork.

The term InNetwork refers to healthcare services or items
provided by your Primary Care Physician or services/items
provided by another Participating Provider.

The term Oubf-Network refers to care which does not
qualify as InNetwork.

HC-DFS1155 06-18

Injury
The £rm Injury means an accidental bodily injury.

HC-DFS12 04-10
\%A

Maintenance Drug Product

A Prescription Drug Product that is prescribed for use over an
extended period of time for the treatment of chronic ordong
term conditions such as asthma, hypesimm diabetes and
heart disease, and is identified principally based on
consideration of available data resources, including, but not
limited to, First DataBank or another nationally recognized
drug indicator source and clinical factors. For the purpobes
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benefits, the Ilist of your pl atlzétien reMiew ongahnatiannacceurt @f taw, grbitBrioro d u c t
does not include compounded medications, Specialty administrative agery having jurisdiction. Additional

Prescription Drug Products or Prescription Drug Products, information about how Cigna determined the Maximum

such as certain narcotittsat a Pharmacy cannot dispense Reimbursable Charge is available upon request.

above certain supply lingtper Prescription Drug Order or
Refill under applicable federal or state law. You may

determine whether a drug is a Maintenance Medication by HCDRS1156 0618
calling member services at the telephone number on your ID
card. Medicaid

The term Medicaid means a state program of medical aid for
HC-DES®17 1016 needy persons established undereTXIX of the Social

Security Act of 1965 as amended.

Maximum Reimbursable Chargei Medical

The Maximum Reimbursable Charge for covered services is HCDFS16
determined based on the lesser of:

04-10
V1

fthe providerés normal charge for a similar service or sup
or Medical Pharmaceutical

1 a policyholderselected percentage of a schedule developed ~ An FDA-approved prescription pharmaceutical product,
by Cigna that is based upon a hmdology similar to a including a Specialty Prescription Drug Product, typically
methodology utilized by Medicare to determine the required to be administered in connection witbovered
allowable fee for the same or similar service within the service by a Physician or other health qan@vider within the
geographic market. (Cigna may apply a rate higher than the ~ scope of therovider's license. This definition includes certain
Medicare allowable rate.) pharmaceutical products whose administration may initially or

The percentage used to determine the MaxmiReimbursable typlc_al_ly require PhyS|C|ar_1 overs!g_ht but may be_self
administered under certain conditions specified in the

Charge is listed in The Schedule. ~ . .
_ _ product 6s FDA | abeling. This
In some cases, a Medicare based schedule will not be used and charges for mobile, webased or other electronic applications

the Maximum Reimbursable Charge for: or software, even if approved for marketing as a prescription
1 covered services for which Medicare has not established a ~ product by thé=DA.

rate; and
1 the following covered services until@utime as Cigna has HC.DFS®18 1016

implemented a Medicasieased schedule for them: Home
Health Care, Skilled Nursing Facility, and inpatient

rehabilitation. Medically Necessary/Medical Necessity
In these situations the Maximum Reimbursable Charge is Health care services, s_upplies and. medi.cationg provided for
determined based on the lesser of: the purpose of preventing, evaluating, diagnosing or treating a

Sickness, Injury, condition, disease or its symptoms, that are
all of the following as determined by a Medical Director or
Review Organization:

1 required to diagnose or treat an ilindsgury, disease or its

1t he pr ovi dargedosa simdar seraide orcsupply;
or

1 the 80th percentile of charges made by providers of such
service or supply in the geographic area where it is received

Lo : . symptoms;
as compiled in a database selected by Cigna. If sufficient ) _ )
charge data is unavailable in theatsmse for that 1 in accordance with generally accepttdndards of medical
geographic area to determine the Maximum Reimbursable practice;
Charge, then data in the database for similar services may 1 clinically appropriate in terms of typ&requency, extent,
be used. site and duration;
The Maximum Reimbursable Charge is subject to all other 1 not primarily for the convenience of the patient, Physician
benefit limitations and applicable coding and payment or other health cargrovider;

methodobgies determined by Cigna. Cigna has the discretion
to make an initial interpretation as to the terms of the policy,
but that such interpretation can be reversed by an internal

1 not more costly than an alternative service(s), medication(s)
or supply(ies) that is at least as likely to produce equivalent
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therapeutic or diagnostic results with the same safety profile
as to the prevention, evaluation, diagnosis or treatment of

1 been designated as a Network Pharmacy for the purposes of
coverage underplayour Empl oyer

your Sickness, Injury, condition, disease or its symptoms;
and

1 rendered in the least intensive setting that is appropriate for
the celivery of the services, supplies or medications. Where
applicable, the Medical Director or Review Organization
may compare the cosffectiveness of alternative services,
supplies, medications or settings when determining least
intensive setting.

HC-DFS&9 10-16

Medicare

The term Medicare means the program of medical care
benefits provided under Title XVIII of the Social Security Act
of 1965 as amended.

HC-DFS17 04-10

V1

Necessary Services and Supplies

The term Necessary Services and Supplies inclades
charges, except charges for Bed and Board, made by a
Hospital on its own behalf for medical services and supplies
actually used during Hospital Confinement, any charges, by
whomever made, for licensed ambulance service to or from
the nearest Hospitathere the needed medical care and
treatment can be provided; and any charges, by whomever
made, for the administration of anesthetics during Hospital
Confinement.

The term Necessary Services and Supplies will not include
any charges for special nursing$e dental fees or miedl
fees.

HC-DFS21 0410

Vi

Network Pharmacy
A retail or home delivery Pharmacy that has

1 entered into an agreement with Cigna or an entity
contracting on Cigna's behalf to provide Prescription Drug
Products to plan enrollees.

1 agreed to accept specified reimbursement rates for
dispening Prescription Drug Products.

HC-DFS849 1016

New Prescription Drug Product

A Prescription Drug Prodticor new use or dosage form of a
previously FDAapproved Prescription Drug Product, for the
period of time starting on the date the Prescription Drug
Product or newlapproved use or dosage form becomes
available on the market following approval by th&Ur-ood
and Drug Administration (FDA) and ending on the date
Cigna's Business Decision Team makes a Prescription Drug
List coverage status decision.

HC-DFS850 10-16

Nurse

The term Nurse means a Registered Graduate Nurse, a
Licensed Practical Nurse or &cknsed Vocational Nurse who
has the right to use the abbreviation "R.N.," "L.P.N." or
"L.V.N."

HC-DFS22 04-10

Vi

Other Health Care Facility/Other Health Professional

The term Other Health Care Facility means a facility other
than a Hospital or hospidacility. Examples of Other Health
Care Facilities include, but are not limited to, licensed skilled
nursing facilities, rehabilitation Hospitals and subacute
facilities. The term Other Health Professional means an
individual other than a Physician whdisensed or otherwise
authorized under the applicable state law to deliver medical
services and supplies. Other Health Professionals include, but
are not limited to physical therapists, registered nurses and
licensed practical nurse®ther Health Professnals do not
include providers such as Certified First Assistants, Certified
Operating RoonTechnicians, Certified Surgical
Assistants/Technicians, Licensed Certified Surgical
Assistants/Technicians, Licensed Surgical Assistants,
Orthopedic Physician Assents and Surgical First Assistants.

HC-DFS23 04-10

\%A
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Participating Provider licensed to prescribe and administer drugs or to perform

The term Participating Provider means a hospital, a Physician ~ Surgery. It will also include any other licensed medical
or any other health care practitioner or entity that has a direct ~ Practitioner whose services are required to be covered by law

or indirect contractual arrangement witignato provide in the localitywhere the policy is issued if he is:
covered services with regard to a particular plan under which 1 operating within the scope of his license; and

the participant is covered. 1 performing a service for which benefits are provided under
this plan when performed by a Physician.

HC-DFS45 04-10

vi HC-DFS25 0410

Vi

Patient Protection and Affordable Care Act of 2010
(APPACAD) Prescription Drug Charge
Patient Protection and Affordable Care Act of 2010 meansthe  p¢ amounCigna chargesotthe Plan, including the
Patient Preection and Affordable Care Act of 2010 (Public _ applicable dispensing fee and any applicable sales tax and
Law 111—;4_8) as amended by th_e Health Care and Education prior to application of any Deductible, Copayment or
Reconciliation Act of 2010 (Public Law 14152), Coinsurance amounts, farPrescription Drug Product

dispensed at a Network Pharma€ygna may pay a Network
Pharmacya different amount for a Prescription Drug Product

HC-DFS412 01-11
than the Plan pays to Cigna. You are not entitled to the
difference between the rate Cigna charges to the Plan and the
Pharmacy rate Cigna pays to the Pharmacy for a Prescription Drug
A duly licensed Pharmacy that dispenses Prescription Drug Product.For the purposes @frescription Drug benefit
Products in a reil setting or via home delivery. A home payments, the fAPlano is the e
delivery Pharmacy is a Pharmacy that primarily provides for funding benefits in accordance with the terms and
Prescription Drug Products through mail order. conditions outlined in this booklet/certificate.
HC-DFS851 1016 HC-DFS1092 1217
Pharmacy & Therapeutics (P&T) Committee Prescription Drug List
A committee comprised of both voting and neaoting Cigna A list that categories drugs, Biologics (including Biosimilars)
employed clinicians, Medical Directors and Pharmacy or other products covered under filean6s Prescr i p
Directors and nomemployees such as Participating Providers Benefits that have been approved byltth8. Food and Drug
that represent a range of clinical specialties. The committee Administration(FDA) into coverage tiersthis list is
regularly reviewsvledical Pharmaceuticals or Prescription developed by Cigna's Business Deatsi®am based on
Drug Products, inclding New Prescription Drug Producter clinical factors communicated by the P&T Committee, and
safety and efficacy, the findings of which clinical reviews adopted by your Employer as part of fiten. The list is
inform coverage status decisions made by the Business subject to periodic review and change, and is subject to the
Decision Team. The P&T Commi t imdadignsand exodusionsof thanyYoumay detgreisedo
on consideration of, without limitation, U.5ood and Drug which tier a particular Prescription Drug Product has been
Administrationapproved labeling, standard medical reference  assigned through the website shown on your ID card or by
compendia, or scientific studies published in pesiewed calling customer service at the telephone number on your ID
Englishlanguage biamedical journals. card.
HC-DFS852 1016 HC-DFS854 1016
Physician Prescription Drug Product
The term Physician means a licensed medical pratitioho A drug, Biologic (including a Bidsilar), or other product
is practicing within the scope of his license and who is that has been approved by the U.S. Food and Drug
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Administration (FDA), certain products approved under the
Drug Efficacy Study Implementation review, or products
marketed prior to 1938 and not subject to review and that can,
underfederal or state law, be dispensed only pursuant to a
Prescription Order or Refill. A Prescription Drug Product
includes a drug, Biologic or product that, due to its
characteristics, is approved by the FDA for salfninistration

or administration by a neskilled caregiver. For the purpose

of benefits under thplan, this definition also includes:

1 The following diabetic supplies: alcohol pads, swabs, wipes,
Glucagon/Glucagen, injection aids, insulin pump
accessories (but excluding insulin pumps), needles
including pen needles, syringes, test strips, lancets, urine
glucose and ketone strips;

1 Needles and syringes for s@lfiministered medications or
Bi ol ogics covered under the
benefit; and

1 Inhaler assistance devices and accessqrésk flow
meters.

This definition does not include any charges for mobiiel)
based or other electronic applications or software, even if
approved for marketing as a prescription product by the FDA.

HC-DFS855 1016

Prescription Order or Refill

The lawfu directive to dispense a Prescription Drug Product
issued by a Physician whose scope of practice permits issuing
such a directive.

HC-DFS856 10-16

Preventive Care Medications

The Prescription Drug Products or other medications
(including ovefthe-counte medications designated as

payable bytheplan at 100% of the cost (without application of
any Deductible, Copayment or Coinsurance) as required by
applicable law under any of the following:

1 Evidencebased items or services that have in effect a rating
of "A" or "B" in the current recommendations of the United
States Preventive Services Task Force.

1 With respect to infants, children and adolescents, evidence
informed preventive care and screenings provided for in the
comprehensive guidelines supported Iy Health
Resources and Services Administration.

1 With respect to women, such additional preventive care and
screenings as provided for in comprehensive guidelines

supported by the Health Resources and Services
Administration.

A written prescription is reqred to process a claim for a
Preventive Care Medication. You may determine whether a
drug is a Preventive Care Medication throughittiernet
website shown on your ID camt by calling member services
at the telephone number on your ID card.

HC-DFS857 10-16

Primary Care Physician

The term Primary Care Physician means a Physician who
qualifies as a Participating Provider in general practice,
internal medicine, family practice OB/GYN or pediatrics; and
*Ho Aa’ Bedn vBlUn@rBy&dlektddtby younandisiedtdd as

a Primary Care Physician with, as authorized by Cigna, to
provide or arrange for medical care f@u or any of your
insured Dependents.

HC-DFS40 04-10

V1

Psychologist

The term Psychologist means a person who is licensed or
certified as a chiical psychologist. Where no licensure or
certification exists, the term Psychologist means a person who
is considered qualified as a clinical psychologist by a
recognized psychological assd@a. It will also includeany

other licensed counseling prdither whose services are
required to be covered by law in the locality where the policy
is issued if he i®perating within lhe scope of his license and
performing a service for which benefits are provided under
this plan when performed by a R&plogist.

HC-DFS26 04-10

\%A

Review Organization

The term Review Organization refers to an affiliat€afna

or another entity to whicignahas delegated responsibility

for performing utilization review services. The Review
Organization is an organization wighstaff of clinicians which
may include Physicians, Registered Graduate Nurses, licensed
mental health and substance abuse professionals, and other
trained staff members who perform utilization review services.

HC-DFS30 04-10

\%A
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Sicknessi For Medical Insurance

The term Sickness means a physical or mental iliness. It also
includes pregnancy. Expenses incurred for routine Hospital
and pediatric care of a newborn child prior to discharge from
the Hospital nursery will be considered to be incurred as a
reailt of Sickness.

HC-DFS50 04-10
Vi

Skilled Nursing Facility

The term Skilled Nursing Facility means a licensed institution
(other than a Hospital, as defined) which specializes in:

1 physical rehabilitation on an inpatient basis; or
1 skilled nursing and nuical care on an inpatient basis;

butonly if that institution:maintains on the premises all
facilities necesary for medical treatmernrovides such
treatment, for compensation, under theesujsion of
Physicians; angrovides Nurses' services.

HC-DFS31 04-10
V1

Specialist

The term Specialist means a Physician who provides
specialized services, and is not engaged in general practice,
family practice, internal medicine, obstetrics/gynecology or
pediatrics.

HC-DFS33 04-10
Vi

Specialty Prescription Drug Product

A Prescription Drug Producr Medical Pharmaceutical
considered by Cigna to be a Specialty Prescription Drug
Product based on consideration of the following factors,
subject to applicable law: whether tReescription Drug
Product or Medical Parmaceuticais prescribed and used for
the treatment oé complex, chronic or rare condition; whether
the Prescription Drug Product or Medical Pharmaceutieed

a high acquisition cost; and, whether Brescription Drug
Product or Medical Pharmaceutidég subject to limited or
restricted distribution, requires special handling and/or

requires enhanced patient education, provider coordination or

clinical oversight. A Specialty Prescription Drug Product may
not possess all or most of the foregoing chiaristics, and the

presence of any one such characteristic does not guarantee that

a Prescription Drug Product or Medical Pharmaceutigil

be considered a Specialty Prescription Drug Product. Specialty
Prescription Drug Products may vary figin benefit

assignment based on factors such as method or site of clinical
administration or by tier assignmemr utilization

management requirements based on factors such as acquisition
cost. You may determine whether a medication is a Specialty
Prescription DrudProduct through therebsite shown on your

ID cardor by calling member services at the telephone

number on your ID card.

HC-DFS858 1016

Stabilize

Stabilize means, with respect to an emergency medical
condition, to provide such medical treatment of thedition
as may be necessary to assure, within reasonable medical
probability that no material deterioration of the condition is
likely to result from or occur during the transfer of the
individual from a facility.

HC-DFS413 01-11

Telehealth

Telehealth mans the use of information and communications
technologies, including telephones, remote patient monitoring
devices, or other electronic means, to support clinical health
care, provider consultation, patient and professional health
related education, publhealth, health administration, and
other services

HC-DFS1148 12-17

Telemedicine

Telemedicine means the delivery of a health care service using
electronic communications, information technology, or other
electronic or technological means to bridgedhe between a
health care provider who is located at a distant site and a
patient who is located at an originating site, either with or
without the assistance of an intervening health care provider.
Telemedicine does not include the use, in isolatioaudic

only telephone conversation, electronic mail, instant
messaging, phone text, or facsimile transmission.

HC-DFS1149 06-18
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Terminal lllness

A Terminal lliness will be considered to exist if a person
becomes terminally ill with a prognosis of six miosior less
to live, as diagnosed by a Physician.

HC-DFS54 04-10

Vi

Therapeutic Alternative

A Prescription Drug Product or Medical Pharmaceuticat is

of the same therapeutic or pharmacological class, and usually
can be expected to have similar outesmnand adverse reaction
profiles when administered in therapeutically equivalent doses
as, anothePrescription Drug Product, Medical
Pharmaceuticadr overthe-counter medication.

HC-DFS859 10-16

Therapeutic Equivalent

A Prescription Drug Product or Madl Pharmaceuticdhat is
a pharmaceutical equivalentanotherPrescription Drug
Product, Medical Pharmaceutiaal overthe-counter
medication.

HC-DFS860 10-16

Urgent Care

Urgent Care is medical, surgical, Hospital or related health
care services ahtesting which are not Emergency Services,
but which are dtermined by Cignain accordance with
generally accepted medical standards, to have been necessary
to treat @ unforeseerondition requiing immediatemedical
attention. This does not include edahat could have been
foreseen before leaving the immediate area where you
ordinarily receive and/or were scheduled to receive services.
Such care includes, but is not limited delivery beyond the

35" week of pregnancydialysis, scheuled medical

treatments or therapy, or care received after a Physician's
recanmendation that the insured should not travel due to any
medical cadition.

HC-DFS114 04-10

Vi

Usual and Customary (U&C) Charge

The usual fee that a Pharmacy charges individuals for a
Prescripion Drug Product (and any services related to the

dispensing thereof) without reference to reimbursement to the
Pharmacy by third parties. The Usual and Customary (U&C)
Charge includes a dispensing fand any applicable sales tax.

HC-DFS861 10-16
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Notice - Disclosures to Covered Persons Regarding Owif-Network Treatment Rendered

in New Jersey

This Notice is provided pursutto applicable New Jersey law.

ThisNoticepr ovi des an

overvi

ew of how a

c o-of-@atwerd treptments lbisnodilysguitiaaca | t h

to help a covered person understand therodutetwork benefits. Thibloticedoes not alter coverage in any way.

The covered person should refer to their individual policy, group policy, certificate or evidenee@tgm(if employer group plan),
or summary of benefits and coveragmsmoreinformation about oubf-network benefits and about coverages and costs-for in

network treatment.

For additional informatiofi including whether a health care professional oilifs is in-network or owtof-network, examples of out

of-network costs and estimates for specific servicelease contact Cigna at the phone number shown on your 1.D. card or visit your

coverage information at www.mycigna.com or www.cigna.com.

The Plancovers

What this means

How am | protected by NJ law?

Medically Necessary Treatment on an
emergency or urgent basis by it
Network health care
professionals/facilities

Emergency The plan covers otf-
network treatment for a medical
condition manifeing itself by acute
symptoms of sufficient severity
including, but not limited to, severe pai
psychiatric disturbances and/or
symptoms of substance use disorder s
that a prudent layperson, who possess
an average knowledge of health and
medicine, cald expect the absence of
immediate medical attention to result in
placing the health of the individual or
unborn child in serious jeopardy; seriou
impairment to bodily functions; or
serious dysfunction of a bodily organ o
part. This includes any furthenedical
examination and such treatment as ma
be required to stabilize the medical
condition. This also includes if there is
inadequate time to affect a safe transfe
of a pregnant woman to another hospit
before delivery or such transfer may po
a theat to the health or safety of the
woman or unborn child.

Urgenti The plan covers owutf-network
treatment of a nofife-threatening
condition that requires care by a health
care professional within 24 hours.

Except as indicated below, you should
not be liled by an ouwof-network health
care professional or facility, for any
amount in excess of any deductible,
copayment or coinsurance amounts (al
known asshafircionsgtd) a
the same services when received in
network. If you receive a bill faany
other amount, please contact Cigna at
phone number shown on your I.D. card
and/or file a complaint with the New
Jersey Department of Banking and
Insurance:
https://www.state.nj.us/dobi/consumer.
m.

Your carrier and the otdf-network
health cargrofessional/facility may
negotiate and settle on an amount that
ultimately paid for the emergent/urgent
medical services. If that negotiated
amount exceeds what was indicated or
the initial Explanation of Benefits
(EOB), your owtof-pocket cossharirg
liability may increase above the amoun
indicated on the initial EOB. Your total
final costs will be provided on the final
EOB f settled.

If an agreement cannot be reached, yo
carrier or the oubf-network health care
professional/facility may seek tmter
into binding arbitration to determine the,
amount to be paid for the medical
services. The amount awarded by the
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The Plancovers

What this means

How am | protected by NJ law?

arbitrator may exceed what the carrier
has already paid to the eof-network
health care professional/facility;
however, any addition@mount paid by
the carrier pursuant to the arbitration
award will not increase your cesharing
liability above the amount indicated as
your responsibility on the second EOB
associated with the last payment made
the health care professional/facility
before any arbitration. If arbitration is
conducted, you will also receive a final
EOB that will show the total allowed
charge/amount for the service(s).

The Plan covers

What this means

How am | protected by NJ law?

Inadvertent oubf-network services

The plan coverreatment by an of-
network health care professional for
covered services when you use an in
network health care facility (e,g.
hospital, ambulatory surgical center, et
and, for any reason, dinetwork health
care services are unavdila or provided
by an outof-network health care
professional in that imetwork facility.
This includes laboratory testing ordereq
by an irnetwork health care profession
and performed by an ouff-network bie
analytical laboratory (e.g., imaging; X
rays, blood tests, and anesthesia).

Except as indicated below, you should
not be billed by an otbf-network health
care professional or facility, for any
amount in excess of any deductible,
copayment or coinsurance amounts (al
k nown assh afirci onsgablg to a
the same services when received in
network. If you receive a bill for any
other amount, please contact Cigna at
number above, and/or file a complaint
with the New Jersey Department of
Banking and Insurance:
https://www.state.nj.us/dobi/consemht
m.

Your carrierand the oubf-network
health care professional/facility may
negotiate and settle on an amount that
ultimately paid for thenadvertent oubf-
networkservices. If that negotiated
amount exceeds what was indicated or
the initial Expganation ofBenefits

(EOB), your outof-pocket cossharing
liability may increase above the amoun
indicated on the initial EOB. Your total
final costs will be provided on the final
EOBif settled.

If an agreement cannot be reached, yo
carrieror the ot-of-network health care
professional/facility may seek to enter
into binding arbitration to determine the
amount to be paid for the medical
services. The amount awarded by the
arbitrator may exceed what the carrier
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The Plan covers

What this means

How am | protected by NJ law?

has already paid to the eot-network
health care professional/facility;
however, any additional amount paid b
the carrierpursuant to the arbitration
awardwill not increase your costharing
liability above the amount indicated as
your responsibility on the second EOB
associated with the lapayment made to
the health care professional/facility
before any arbitration. If arbitration is
conducted, you will also receive a final
EOB that will show the total allowed
charge/amount for the service(s).

The Plan covers

What this means

How am | protected by NJ law?

Treatment from oubf-network health
care professionals/facilities if inetwork
health care professionals/facilities are
unavailable.

Plans are required to have adequate
networks to provide you with access to
professional/facilities whin certain
time/distance requirements so you can
obtain medically necessary treatment o
all illnesses or injuries covered by your
plan.

You can request through an appeal, oft
called a reganest f
exceptiono, tr-efat n
netwok health care professional/facility
when an ianetwork health care
professional/facility is unavailable.
Please see the New Jersey Departmen
Banking and | nsur @
https://nj.gov/dobi/appeal/.
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The Plan covers

What this means

How am | protected by NJ law?

Voluntary outof-network services

The plancovers treatment by an eat-
network health care professional/facility
when you knowingly, voluntarily and
specifically select an odf-network
health care professional/facility, even if
you hawe the opportunity to be serviced
by an innetwork health car
professional/facility.

The plan covers voluntary cof-
network services subject to any
deductible, copays and/or coinsurance
amounts as described in the plan.

Please be advised that the ALLOWED
CHARGE/AMOUNT (discussed above)
is not the same as the amount billed by
the outof-network health care

professional/facility, and is usually less
The allowed charge/amount is calculatg
as described in t#h
Reimbursable Charge definition.

You will be RESPONSIBLE FOR
PAYMENT OF: a) your cossharing
portion of that allowed charge/amount ¢
disclosed above; PLUS b) the differenc
between the allowed charge/amount ar
the amount the otdf-network health
care professional/facility bills for ¢h
services (commonly referred to as the
Aibal ance billod).

Carriers must provide ready access to
information above how to determine
when a health care professional/facility
in-network. Please contact Cigna if you
have any questions about the status of
paticular professional/facility.

Additionally, health care
professionals/facilities must disclose to
you, in writing or on a website, the plan
in which they participate as-imetwork
providers. Note, indications that a
professional / feaani |
health plan does not necessarily indica
in-network status. So, when seeking
treatment, you can check with Cigna ar
your prospective hdth care
professional/facility.

Carriers must provide a method to enal
you to be able to calculate an estimat
out-of-network costs when voluntarily
seeking to use an ocof-network hetth
care professional/facility.

You can contact Cigna via the methods
above to obtain more information
regarding the allowed charge/amounts
for specific services if you can pride a
current procedural terminology (CPT)
code. If you do not have a CPT code, V|
can estimate your costs by visiting the
website
https://www.fairhealthconsumer.org an
follow the prompts to view cost estimat
for specific services in a geographic are

PLEASE NOTE: ANY ESTIMATES
FOR OUTOFNETWORK COSTS DO
NOT TAKE INTO ACCOUNT THE
AMOUNTS THAT MAY HAVE
ALREADY BEEN PAID FOR COST
SHARING THAT ACCUMULATES
TOWARD ANY OUT-OFPOCKET
MAXIMUMS.

NOT117

03-19
V3
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