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Home Office: Bloomfield, Connecticut
Mailing Address: Hartford, Connecticut 06152

CIGNA HEALTH AND LIFE INSURANCE COMPANY

a Cigna company (hereinafter called Cigna) certifies that it insures certain Employees for the benefits
provided by the following policy(s):

POLICYHOLDER: The Trustees of the Stevens Institute of Technology

GROUP POLICY(S) — COVERAGE
3343980 - OAIIN OPEN ACCESS PLUS IN-NETWORK MEDICAL BENEFITS

EFFECTIVE DATE: January 1, 2021
THIS CERTIFICATE IS SUBJECT TO THE LAWS OF THE STATE OF NEW JERSEY.

This certificate describes the main features of the insurance. It does not waive or alter any of the terms of
the policy(s). If questions arise, the policy(s) will govern.
This certificate takes the place of any other issued to you on a prior date which described the insurance.

Fhoee Wi

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 terms
are defined in the Definitions section of your certificate.

The Schedule

The Schedule is a brief outline of your maximum benefits which 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

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 your area. Participating Providers
are committed to providing you and your Dependents
appropriate care while lowering medical costs.

Services Available in Conjunction With Your Medical
Plan

The following pages describe helpful services available in
conjunction with your medical plan. You can access these
services by calling the toll-free 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 individuals with treatment needs
that extend beyond the acute care setting. The goal of Case
Management is to ensure that patients receive appropriate care
in the most effective setting possible whether at home, as an
outpatient, or an inpatient in a Hospital or specialized 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 needs and keep costs manageable. The Case Manager
will help coordinate the treatment program and arrange for
necessary resources. Case Managers are also available to
answer questions and provide ongoing support for the family
in times of medical crisis.

Case Managers 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, rehabilitation or general
medicine and surgery. A Case Manager trained in the
appropriate clinical specialty area will be assigned to you or
your dependent. In addition, Case Managers are supported by
a panel of Physician advisors who offer guidance on up-to-
date treatment programs and medical technology. While the
Case Manager recommends alternate treatment programs and
helps coordinate needed resources, the patient's attending
Physician remains responsible for the actual medical care.

e You, your dependent or an attending Physician can request
Case Management services by calling the toll-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 individual for Case
Management.

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

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

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

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

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

e 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
needs.

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 time of need.

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

Cigna may enter into specific collaborative arrangements with
health care professionals committed to improving quality care,
patient satisfaction and affordability. Through these
collaborative arrangements, health care professionals commit
to proactively providing participants with certain care
management and care coordination services to facilitate
achievement of these goals. Reimbursement is provided at
100% for these services when rendered by designated health

myCigna.com
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care professionals in these collaborative arrangements. You
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 Investigational.

HC-SPP27 05-15
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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 gynecological 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 services, following 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.com or contact customer service at the phone
number listed on 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 accept you 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 with 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 Employer’s or plan’s behalf or for
your benefit. Cigna, its affiliates and the plan are not obligated
to pass these rebates on to you, or apply them to your plan’s
Deductible if any or take them into account in determining

your Copayments and/or Coinsurance. Cigna and its affiliates
or designees, conduct business with various pharmaceutical
manufacturers separate and apart from this plan’s Medical
Pharmaceutical and Prescription Drug Product benefits. Such
business may include, but is not limited to, data collection,
consulting, educational grants and research. Amounts received
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:

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

e Qualified sign language interpreters

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

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

 Qualified interpreters
¢ Information written in other languages

If you need these services, contact customer service at the toll-
free phone number shown 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 a grievance
by sending an email to ACAGrievance@cigna.com or 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
the number on the back of your ID card or send an email to
ACAGrievance@cigna.com. You can also file a civil rights
complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at:

myCigna.com
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https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or 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

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

HC-NOT96 07-17

Proficiency of Language Assistance Services

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

Spanish — 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 de su tarjeta
de identificacion. Sino lo es, llame al 1.800.244.6224 (los
usuarios de TTY deben llamar al 711).

Chinese — £ * Tk o] RS e BB SHBIRS -
HIJ% Cigna WVEAZF » SHEEELRY ID REF VSRS -
HAth& FeEEEE 1.800.244.6224  (FEMETLR © 35 711) -

Vietnamese — XIN LUU Y: Quy vi duoc cap dich vu tro giap
vé ngdn ngit mién phi. Danh cho khach hang hién tai cua
Cigna, vui long goi s6 & mit sau thé Hoi vién. Céc truong hop
khéac xin goi s6 1.800.244.6224 (TTY: Quay s6 711).

Korean — £2|: S22 E AI2SIA|= 42, 90 X &
MHIAE B =22 0|85t = JAEL|CH AXY Cigna
7IUXIEEMAM = ID 7tE SHO| Us Motz =
2SI Z=AIA| Q. 7|EF CHE ZO0|= 1.800.244.6224
(TTY: C}O| Y 711)HO 2 MBIBIZ=AIA| L.

Tagalog —- PAUNAWA: Makakakuha ka ng mga serbisyo sa
tulong sa wika nang libre. Para sa mga kasalukuyang customer
ng Cigna, tawagan ang numero sa likuran ng iyong ID card. O
kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian —- BHUMAHUE: Bam MOTYT ITpeOCTaBUTh
OecriaTHble ycyru nepeBoja. Ecim BB yke ydacTByeTe B
wiade Cigna, ITO3BOHUTE 110 HOMEPY, YKa3aHHOMY Ha
oOpaTHOI cTopoHe Baleil nAeHTH(HUKAINOHHON KapTOYKH
y4acTHHKa I1aHa. Eciiu BBl He SBISIETECh Y4ACTHUKOM OJIHOTO
13 HalllUX IUIAHOB, O3BOHHTE N0 HoMepy 1.800.244.6224
(TTY: 711).

A

N

¢3and _aS] dalia Alaal dan sl cilara L) sla s - Arabie
Sy ey e () gaall a8 )1 Juat) els p ellad Cigna
(711w sl : TTY) 1.800.244.6224 < Josil ) Gpasl

French Creole - ATANSYON: Gen seévis ¢d nan lang ki
disponib gratis pou ou. Pou kliyan Cigna yo, rele nimewo ki
deye kat ID ou. Sinon, rele nimewo 1.800.244.6224

(TTY: Rele 711).

French — ATTENTION: Des services d’aide linguistique vous
sont proposés gratuitement. Si vous étes un client actuel de
Cigna, veuillez appeler le numéro indiqué au verso de votre
carte d’identité. Sinon, veuillez appeler le numéro
1.800.244.6224 (ATS : composez le numéro 711).

Portuguese — ATENCAO: Tem ao seu dispor servicos de
assisténcia linguistica, totalmente gratuitos. Para clientes
Cigna atuais, ligue para o nimero que se encontra no verso do
seu cartdo de identificagdo. Caso contrario, ligue para
1.800.244.6224 (Dispositivos TTY: marque 711).

Polish - UWAGA: w celu skorzystania z dostgpnej,
bezptatnej pomocy jezykowej, obecni klienci firmy Cigna
moga dzwoni¢ pod numer podany na odwrocie karty
identyfikacyjnej. Wszystkie inne osoby prosimy o
skorzystanie z numeru 1 800 244 6224 (TTY: wybierz 711).

Japanese —

AERIE BABEZEINDGSGE. BHOEREXEY—
EXZZHRAWEITET, WEDCigna®

BEKIE. DA—FEAROEFEESEF T, BEHEICTS
ERRCIZEL, ZO/MD AL, 1.800.244.6224 (TTY:
711) £T. PEEFICTTEHRLFEELY,

Italian — ATTENZIONE: Sono disponibili servizi di
assistenza linguistica gratuiti. Per i clienti Cigna attuali,
chiamare il numero sul retro della tessera di identificazione.
In caso contrario, chiamare il numero 1.800.244.6224 (utenti
TTY: chiamare il numero 711).

German — ACHTUNG: Die Leistungen der
Sprachunterstiitzung stehen Ihnen kostenlos zur Verfiigung.
Wenn Sie gegenwirtiger Cigna-Kunde sind, rufen Sie bitte die
Nummer auf der Riickseite Threr Krankenversicherungskarte
an. Andernfalls rufen Sie 1.800.244.6224 an (TTY: Wéahlen
Sie 711).

B s 4y ¢ 5SS Cland 4s 55— Persian (Farsi)
Gl el Ly Wkl «Cigna lad Ol yide 6l 0.2 i e 431 ) Ladi 4
LC)pail e 0 a8 (il Culad Ll O S Gl jaas
(O 8 o By Gl o Jla) 2,80 (i 1.800.244.6224 o i
A2 R el 171 o jleds

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 fails to pay 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) had been treated by a preferred provider.

Statement of Rights of Insured Persons

You have the right to be provided with information concerning
Cigna’s policies and procedures regarding products, services,
providers, appeals procedures and other information about the
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 speak languages other than
English.

HC-IMP17 04-10
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How To File Your Claim

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

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

CLAIM REMINDERS

o BE SURE TO USE YOUR MEMBER ID AND
ACCOUNT/GROUP NUMBER WHEN YOU FILE
CIGNA’S CLAIM FORMS, OR WHEN YOU CALL
YOUR CIGNA CLAIM OFFICE.
YOUR MEMBER ID IS THE ID SHOWN ON YOUR
BENEFIT IDENTIFICATION CARD.
YOUR ACCOUNT/GROUP NUMBER IS SHOWN ON
YOUR BENEFIT IDENTIFICATION CARD.

o BE SURE TO FOLLOW THE INSTRUCTIONS LISTED

ON THE BACK OF THE CLAIM FORM CAREFULLY
WHEN SUBMITTING A CLAIM TO CIGNA.

Timely Filing of Out-of-Network Claims

Cigna will consider claims for coverage under our plans when
proof of loss (a claim) is submitted within one year (365 days)

after services 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 denied. 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: Any person who knowingly files a statement
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.

HC-CLM1 04-10
A

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:

« you are in a Class of Eligible Employees; and

« you are an eligible, full-time Employee; and

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

If you were previously insured and your insurance ceased, you
must satisfy the New Employee Group Waiting Period 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 after your 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.

New Employee Group: 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:

« the day you become eligible for yourself; or

10
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o the day you acquire your first Dependent.

Waiting Period
Initial Employee Group: None.

New Employee Group: The 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 of eligibility,
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:

« you elect the insurance more than 30 days after you become
eligible; or

 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 your Dependents as
defined will be included.

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 insured.
Late Entrant — Dependent
You are a Late Entrant for Dependent Insurance if:

« you elect that insurance more than 30 days after you
become eligible for it; or

 you again elect it after you cancel your payroll deduction (if
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 child will end on the 60th day. No benefits
for expenses incurred beyond the 60th day will be payable.

HC-ELG167 12-17
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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 medical plan. Notwithstanding, a Primary Care
Physician may serve an important role in meeting your health
care needs by providing or arranging for medical care for you
and your Dependents. For this reason, we encourage the use of
Primary Care Physicians and provide 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 from the Primary 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 will be effective on the first
day of the month following the month in which the processing
of the change request is completed.

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

HC-IMP1 04-10
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Open Access Plus In-Network Medical Benefits

The Schedule

For You and Your Dependents

Open Access Plus In-Network Medical Benefits provide coverage for care In-Network. To receive Open Access Plus In-
Network Medical Benefits, you and your Dependents may be required to pay a portion of the Covered Expenses for
services and supplies. That portion is the Copayment, Deductible or Coinsurance.

If you are unable to locate an In-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 authorization for Out-of-
Network Provider coverage. If you obtain authorization for services provided by an Out-of-Network Provider, benefits for
those services will be covered at the In-Network benefit level.

Coinsurance

The term Coinsurance means the percentage of charges for Covered Expenses that an insured person is required to pay
under the plan.

Copayments/Deductibles

Copayments are expenses to be paid by you or your Dependent for covered services. Deductibles are also expenses to be
paid by you or your Dependent. Deductible amounts are separate from and not reduced by Copayments. Copayments and
Deductibles are in addition to any Coinsurance. Once the Deductible maximum in The Schedule has been reached, you
and your family need not satisfy any further medical deductible for the rest of that year.

Out-of-Pocket Expenses

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

Multiple Surgical Reduction

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

Assistant Surgeon and Co-Surgeon Charges
Assistant Surgeon

The maximum amount payable will be limited to charges made by an assistant surgeon that do not exceed a percentage of
the surgeon's allowable charge as specified in Cigna Reimbursement Policies. (For purposes of this limitation, allowable
charge means the amount payable to the surgeon prior to any reductions due to coinsurance or deductible amounts.)
Co-Surgeon

The maximum amount payable for charges made by co-surgeons will be limited to the amount specified in Cigna
Reimbursement Policies.
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Open Access Plus In-Network Medical Benefits

The Schedule

Out-of-Network Emergency Services Charges

1. Emergency Services are covered at the In-Network cost-sharing level if services are received from a non-participating
(Out-of-Network) provider.

2. The allowable amount used to determine the Plan’s benefit payment for covered Emergency Services rendered in an
Out-of-Network Hospital or other facility as required by New Jersey law, or by an Out-of-Network provider in an In-
Network Hospital, is the amount agreed to by the Out-of-Network provider and Cigna, or if no amount is agreed to, the
greater of the following: (i) the median amount negotiated with In-Network providers for the Emergency Service,
excluding any In-Network copay or coinsurance; or (ii) the amount payable under the Medicare program, not to exceed
the provider’s billed charges.

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

BENEFIT HIGHLIGHTS IN-NETWORK

Lifetime Maximum Unlimited
The Percentage of Covered 80%
Expenses the Plan Pays

Calendar Year Deductible
Individual $1,000 per person
Family Maximum $2,000 per family

Family Maximum Calculation
Individual Calculation:

Family members meet only their
individual deductible and then their
claims will be covered under the
plan coinsurance; if the family
deductible has been met prior to
their individual deductible being
met, their claims will be paid at the
plan coinsurance.
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BENEFIT HIGHLIGHTS IN-NETWORK

Out-of-Pocket Maximum
Individual $3,500 per person
Family Maximum $7,000 per family

Family Maximum Calculation
Individual Calculation:

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

Combined Medical/Pharmacy Out-
of-Pocket Maximum

Combined Medical/Pharmacy Out- Yes
of-Pocket: includes retail and home

delivery drugs

Home Delivery Pharmacy Costs Yes

Contribute to the Combined
Medical/Pharmacy Out-of-Pocket
Maximum
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BENEFIT HIGHLIGHTS IN-NETWORK

Physician’s Services
Primary Care Physician’s Office
Visit
Specialty Care Physician’s Office
Visit
Consultant and Referral Physician’s
Services

Note:

OB/GYN providers will be
considered either as a PCP or
Specialist, depending on how
the provider contracts with

Cigna on an In-Network basis.

Surgery Performed in the
Physician’s Office

Primary Care Physician

Specialty Care Physician

Second Opinion Consultations
(provided on a voluntary basis)

Allergy Treatment/Injections

Primary Care Physician’s
Office Visit

Specialty Care Physician’s
Office Visit

Allergy Serum (dispensed by the
Physician in the office)

Primary Care Physician

Specialty Care Physician

$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%

16

myCigna.com



(11
W,

3¢ Cigna.

BENEFIT HIGHLIGHTS IN-NETWORK

Preventive Care (according to
USPSTF recommendations) — all
ages

 Cholesterol screenings for lipid 100%
disorders

o Immunizations (including lead
poisoning screening for children,
medical follow-up care and
treatment) and physical
examinations

« Pneumococcal and influenza
vaccinations

¢ Alcohol misuse and behavioral
counseling interventions

o Tobacco use screening of adults
and tobacco cessation
interventions

Mammograms, PSA, PAP Smear

Preventive Care Related Services 100%
(i.e. “routine” services)

Diagnostic Related Services (i.e. Subject to the plan’s x-ray benefit & lab benefit; based on place of service
“non-routine” services)

Inpatient Hospital - Facility Services Plan deductible, then 80%
Semi-Private Room and Board Limited to the semi-private negotiated rate
Private Room Limited to the semi-private negotiated rate
Special Care Units (ICU/CCU) Limited to the negotiated rate

Outpatient Facility Services

Operating Room, Recovery Room, Plan deductible, then 80%
Procedures Room, Treatment Room
and Observation Room

Inpatient Hospital Physician’s Plan deductible, then 80%

Visits/Consultations

Inpatient Professional Services Plan deductible, then 80%
Surgeon

Radiologist, Pathologist,
Anesthesiologist
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BENEFIT HIGHLIGHTS IN-NETWORK

Outpatient Professional Services
Surgeon

Radiologist, Pathologist,
Anesthesiologist

Plan deductible, then 80%

Urgent Care Services

Urgent Care Facility or Outpatient
Facility

Includes Outpatient Professional
Services, X-ray 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%

Emergency Services

Hospital Emergency Room

Includes Outpatient Professional
Services, X-ray 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%

Ambulance

Plan deductible, then 80%

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 80%
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BENEFIT HIGHLIGHTS IN-NETWORK

Laboratory Services

Primary Care Physician’s Office
Visit

Specialty Care Physician’s Office
Visit

Outpatient Hospital Facility

100%

100%

Plan deductible, then 80%

Visit

Outpatient Hospital Facility

Independent Lab Facility 80%
Radiology Services

Primary Care Physician’s Office 100%

Visit

Specialty Care Physician’s Office 100%

Plan deductible, then 80%

MRIs, MRAs, CAT Scans and PET
Scans)

Primary Care Physician’s Office
Visit

Specialty Care Physician’s Office
Visit

Inpatient Facility

Outpatient Facility

Advanced Radiological Imaging (i.e.

$20 per visit copay, then 100%

$40 per visit copay, then 100%

Plan deductible, then 80%

Plan deductible, then 80%
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BENEFIT HIGHLIGHTS IN-NETWORK

Outpatient Short-Term
Rehabilitative Therapy

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

Note:

The Short-Term Rehabilitative
Therapy maximum does not apply to
the treatment of autism.

Calendar Year Maximum:
30 days

Includes:
Speech Therapy

Calendar Year Maximum:
30 days combined therapies

Includes:
Physical Therapy
Occupational therapy

Calendar Year Maximum:
30 days combined therapies

Includes:

Cardiac Rehab

Pulmonary Rehab

Cognitive Therapy

Primary Care Physician’s Office
Visit

Specialty Care Physician’s Office
Visit

$20 per visit copay*, then 100%

$20 per visit copay*, then 100%

*Note:
Outpatient Short Term Rehab copay applies, regardless of place of service,
including the home.

Chiropractic Care

Calendar Year Maximum:
25 days

Primary Care Physician’s Office
Visit

Specialty Care Physician’s Office
Visit

$20 per visit copay, then 100%

$20 per visit copay, then 100%
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BENEFIT HIGHLIGHTS IN-NETWORK

Home Health Care

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

Plan deductible, then 80%

Hospice
Inpatient Services

Outpatient Services

(same coinsurance level as Home
Health Care)

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

Bereavement Counseling

Services provided as part of Hospice
Care

Inpatient
Outpatient

Services provided by Mental Health
Professional

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

Covered under Mental Health benefit

Medical Specialty Drugs
Physician’s Office

Home Care

Inpatient Facility
Outpatient Facility

100%

Plan deductible, then 80%

Plan deductible, then 80%
Plan deductible, then 80%
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BENEFIT HIGHLIGHTS IN-NETWORK

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 In-Network basis.

Primary Care Physician’s Office
Visit

Specialty Care Physician’s Office
Visit

All subsequent Prenatal Visits,
Postnatal Visits and Physician’s

Delivery Charges (i.e. global
maternity fee)

Physician’s Office Visits in addition
to the global maternity fee when
performed by an OB/GYN or
Specialist

Primary Care Physician’s Office
Visit

Specialty Care Physician’s Office
Visit

Delivery - Facility
(Inpatient Hospital, Birthing Center)

$20 per visit copay, then 100%

$40 per visit copay, then 100%

Plan deductible, then 80%

$20 per visit copay, then 100%

$40 per visit copay, then 100%

Plan deductible, then 80%

Abortion

Includes elective and non-elective
procedures

Primary Care Physician’s Office
Visit

Specialty Care Physician’s Office
Visit

Inpatient Facility
Outpatient Facility

Inpatient Professional Services

Outpatient Professional Services

$20 per visit copay, then 100%

$40 per visit copay, then 100%

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

Plan deductible, then 80%
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BENEFIT HIGHLIGHTS IN-NETWORK

Women’s Family Planning Services

Office Visits, Lab and Radiology
Tests and Counseling

Note:

Includes coverage for contraceptive
devices (e.g., Depo-Provera and
Intrauterine Devices (IUDs)) as
ordered or prescribed by a
physician. Diaphragms also are
covered when services are provided
in the physician’s office.

Primary Care Physician 100%
Specialty Care Physician 100%

Surgical Sterilization Procedures for
Tubal Ligation (excludes reversals)

Primary Care Physician’s 100%
Office Visit

Specialty Care Physician’s 100%
Office Visit

Inpatient Facility 100%
Outpatient Facility 100%
Inpatient Professional Services 100%
Outpatient Professional 100%
Services
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BENEFIT HIGHLIGHTS IN-NETWORK

Men’s Family Planning Services

Office Visits, Lab and Radiology
Tests and Counseling

Primary Care Physician
Specialty Care Physician

Surgical Sterilization Procedures for
Vasectomy (excludes reversals)

Primary Care Physician’s
Office Visit

Specialty Care Physician’s
Office Visit

Inpatient Facility
Outpatient Facility

Inpatient Professional Services

Outpatient Professional
Services

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

$20 per visit copay, then 100%

$40 per visit copay, then 100%

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

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

Infertility Treatment

Coverage will be provided for the following services:

condition).
« Artificial Insemination, In-vitro, GIFT, ZIFT, etc.

o Testing and treatment services performed in connection with an underlying medical condition.
« Testing performed specifically to determine the cause of infertility.

o Treatment and/or procedures performed specifically to restore fertility (e.g. procedures to correct an infertility

Physician’s Office Visit (Lab and
Radiology Tests, Counseling)

Primary Care Physician
Specialty Care Physician
Inpatient Facility

Outpatient Facility

Inpatient Professional Services

Outpatient Professional Services

$20 per visit copay, then 100%

$40 per visit copay, then 100%
Plan deductible, then 80%
Plan deductible, then 80%
Plan deductible, then 80%
Plan deductible, then 80%
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BENEFIT HIGHLIGHTS IN-NETWORK

Organ Transplants

Includes all medically appropriate,
non-experimental transplants

Primary Care Physician’s Office $20 per visit copay, then 100%
Visit
Specialty Care Physician’s Office $40 per visit copay, then 100%
Visit
Inpatient Facility 100% at LifeSSOURCE center, otherwise plan deductible, then 80%
Inpatient Professional Services 100% at LifeSOURCE center, otherwise, plan deductible, then 80%
Lifetime Travel Maximum: 100% (only available when using LifeSOURCE facility)
$10,000 per transplant
Durable Medical Equipment Plan deductible, then 80%

Calendar Year Maximum:
Unlimited

External Prosthetic Appliances 100%

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 80%
Calendar Year Maximum:
Unlimited

Nutritional Evaluation
Calendar Year 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.

Primary Care Physician’s Office $20 per visit copay, then 100%
Visit

Specialty Care Physician’s Office $40 per visit copay, then 100%
Visit

Inpatient Facility Plan deductible, then 80%
Outpatient Facility Plan deductible, then 80%
Inpatient Professional Services Plan deductible, then 80%
Outpatient Professional Services Plan deductible, then 80%
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BENEFIT HIGHLIGHTS IN-NETWORK

Genetic Counseling

Calendar Year Maximum:

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

conditions.

Primary Care Physician’s Office $20 per visit copay, then 100%
Visit

Specialty Care Physician’s Office $40 per visit copay, then 100%
Visit

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

Dental Care

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

to teeth.
Primary Care Physician’s Office $20 per visit copay, then 100%
Visit
Specialty Care Physician’s Office $40 per visit copay, then 100%
Visit
Inpatient Facility Plan deductible, then 80%
Outpatient Facility Plan deductible, then 80%
Inpatient Professional Services Plan deductible, then 80%
Outpatient Professional Services Plan deductible, then 80%
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BENEFIT HIGHLIGHTS IN-NETWORK

Obesity/Bariatric Surgery

Note:

Coverage is provided subject to
medical necessity and clinical
guidelines subject to any limitations
shown in the “Exclusions, Expenses
Not Covered and General Limitations’
section of this certificate.

>

Primary Care Physician’s Office
Visit

Specialty Care Physician’s Office
Visit

Inpatient Facility
Outpatient Facility

Inpatient Professional Services
Outpatient Professional Services

Surgical Professional Services
Lifetime Maximum:
$10,000

Note:

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

Plan deductible, then 80%

Acupuncture
Self-referred, medically necessary
treatment of pain or disease by
acupuncture provided on an outpatient
basis.

Calendar Year Maximum:

12 days

Visit

Visit

Primary Care Physician’s Office Plan deductible, then $20 per visit copay, then 100%

Specialty Care Physician’s Office Plan deductible, then $40 per visit copay, then 100%

Routine Foot Disorders Not covered except for services associated with foot care for diabetes and
peripheral vascular disease when 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 expense
until the medical condition is stabilized. Once the medical condition is stabilized, whether the treatment will be
characterized as either a medical expense or a mental health/substance use disorder expense will be determined by the
utilization review Physician in accordance with the applicable mixed services claim guidelines.
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BENEFIT HIGHLIGHTS IN-NETWORK

Mental Health
Inpatient

Includes Acute Inpatient and
Residential Treatment

Calendar Year Maximum:
Unlimited

Outpatient
Outpatient - Office Visits

Includes individual, family and
group psychotherapy; medication
management, etc.

Calendar Year Maximum:
Unlimited

Outpatient - All Other Services

Includes Partial Hospitalization,

Calendar Year Maximum:
Unlimited

Intensive Outpatient Services, etc.

Plan deductible, then 80%

$20 per visit copay, then 100%

Plan deductible, then 80%
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BENEFIT HIGHLIGHTS IN-NETWORK

Substance Use Disorder

Inpatient

Includes Acute Inpatient
Detoxification, Acute Inpatient
Rehabilitation and Residential
Treatment

Calendar Year Maximum:
Unlimited

Outpatient

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

management, etc.

Calendar Year Maximum:
Unlimited

Outpatient - All Other Services

Includes Partial Hospitalization,

Calendar Year Maximum:
Unlimited

Intensive Outpatient Services, etc.

Plan deductible, then 80%

$20 per visit copay, then 100%

Plan deductible, then 80%
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Open Access Plus In-Network Medical
Benefits

Prior Authorization/Pre-Authorized

The term Prior Authorization means the approval that 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
Participating Provider to receive approval.

Services that require Prior Authorization include, but are not
limited to:

« inpatient Hospital services, except for 48/96 hour maternity
stays.

e inpatient services at any participating Other Health Care
Facility.

« residential treatment.

« outpatient facility services.

e partial hospitalization.

e intensive outpatient programs.
« advanced radiological imaging.

o transplant services.

HC-PRA26 10-16
Vs

Covered Expenses

The term Covered Expenses means the expenses incurred by

or on behalf of 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 Physician, and are Medically Necessary
for the care and treatment of an Injury or a Sickness, as
determined by Cigna. Such determination may be reversed by
a court of law, arbitrator or administrative agency having
jurisdiction. Any applicable Copayments, Deductibles or
limits are shown in The Schedule.

Covered Expenses

 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 that portion of charges for Bed
and Board which is more than the Bed and Board Limit
shown in The Schedule.

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

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

charges made by a Free-Standing Surgical Facility, on its
own behalf for medical care and treatment.

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 excess of the
Other Health Care Facility Daily Limit shown in The
Schedule.

charges made for Emergency Services and Urgent Care,
including benefits for the coverage of trauma services at any
designated Level I or II trauma center, as Medically
Necessary, which shall 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 x-ray and laboratory examinations; x-ray,
radium, and radioactive isotope treatment; chemotherapy;
blood transfusions; oxygen and other gases and their
administration. Coverage includes expenses incurred in
connection with the purchase of blood products and blood
infusion equipment required for home treatment of routine
bleeding episodes, associated with hemophilia, when the
home treatment program is under the supervision of a New
Jersey State-approved hemophilia treatment center.

includes charges for the delivery of medical and health-
related consultations 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 age 40 and over; and mammograms at any time if
ordered by a woman’s health care provider for women with
a family history of breast cancer or other breast cancer risk
factors.

charges made for an annual Papanicolaou laboratory
screening test. Pap smear coverage includes an initial Pap
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smear and any confirmatory tests, when Medically
Necessary, as ordered by the attending Physician, including
all associated laboratory tests.

 charges made for an annual prostate-specific antigen test
(PSA), including a digital rectal 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 therapeutic radiological procedures.

o 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).

 charges made for the following preventive care services
(detailed information is available at www.healthcare.gov.):

(1) evidence-based 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;

(2) 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;

(3) 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;

(4) for women, such additional preventive care and
screenings not described in paragraph (1) as provided
for in comprehensive guidelines supported by the
Health Resources 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:

« charges made for Preventive Care consisting of the
following health and wellness tests and services for all
persons:

» 20 years of age and older, annual tests to determine blood
hemoglobin, blood pressure, blood glucose level, and
blood cholesterol level or, instead, low-density lipoprotein
(LDL) level and blood high-density lipoprotein (HDL)
level,

« 35 years of age or older, a glaucoma eye test every five
years;

¢ 40 years of age or older, an annual stool examination for
presence of blood; for all persons 45 years of age or older,
a left-sided colon examination of 35 to 60 centimeters
every five years;

o 20 years of age and older, an annual consultation with a
health care provider to discuss lifestyle behaviors that
promote health and well-being including, but not limited
to, smoking control, nutrition and diet reccommendations,
exercise plans, lower back protection, weight control,
immunization practices, breast self-examination, testicular
self-exam and seat belt usage in motor vehicles.

charges made for the following health wellness tests and
services for all women:

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

e 40 years and older, a mammogram annually; for all
adults, recommended immunizations.

such coverage is excluding any charges for:

« services for which benefits are otherwise provided under
this Medical Benefits section;

« 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 Physician. 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 Service, the Department of Health and the New
Jersey Department of Health and Senior Services for a
Dependent child during that child’s lifetime.

charges for the following expenses incurred in conducting
colorectal cancer screening at regular intervals for covered
persons age 50 and over and for covered persons at any age
who are considered to be at high risk for colorectal cancer: a
screening fecal occult blood test; flexible sigmoidoscopy;
colonoscopy; barium enema; or any combination thereof; or
the most reliable 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 Necessary by the covered person’s
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, when Medically Necessary and as
prescribed or recommended by a licensed Physician or
audiologist. Benefits are limited to $1,000 per hearing aid
for each hearing-impaired ear every 24 months.
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e charges for maternity benefits to include 48 hours of
inpatient care following 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.

o charges for a minimum of 72 hours of inpatient care
following a radical mastectomy and a minimum of 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
condition which requires hospitalization or general
anesthesia for dental services provided by a dentist,
regardless of where the services are provided.

« charges made for treatment of Wilm’s tumor, including
charges for autologous bone marrow transplants if
chemotherapy 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 Products provided 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:

« the prescribing health care practitioner indicates on the
original prescription that additional quantities of the
prescription eye drops are needed; and

o the refill requested by the covered person does not exceed
the number of additional quantities indicated on the original
prescription.

e charges for screening by blood 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.

e charges for therapeutic treatment of inherited metabolic
diseases, when diagnosed by a Physician and deemed to be
Medically Necessary. Treatment includes the purchase of
medical foods and low protein modified food products.
Inherited metabolic diseases means a disease caused by an
inherited abnormality of body 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 disease, but 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
non-standard infant formulas, when the covered infant’s
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 non-cow milk-based
formulas, including soybean and goat milk.

charges for screening for newborn hearing loss 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).
Such drug must be covered, provided: it is recognized as
medically appropriate for that specific treatment in one of
the following reference compendia: the American Medical
Association Drug Evaluations; the American Hospital
Formulary Service Drug Information; the United States
Pharmacopeia Drug Information; or it is recommended by a
clinical study or review article in a major peer-reviewed
professional journal; and the drug has not been
contraindicated by the FDA for the use prescribed.

charges for prescribed, orally administered anticancer
medications used to kill or slow the growth of cancerous
cells. With respect to the application of any prior
authorization requirement, dollar limit, Copayment,
Deductible or Coinsurance provision, prescribed, orally
administered anticancer medications are payable on the
same basis as other intravenously administered or injected
anticancer medications covered under the plan.

charges for treatment of sickle cell anemia, payable on the
same basis as any other Covered Expense.

charges for blood glucose monitors (including monitors for
the blind), insulin pumps, infusion devices and related
accessories. Charges for these items are not subject to the
Durable Medical Equipment Maximum shown in The
Schedule.

charges for the diagnosis and treatment of autism and other
developmental disabilities.

For a primary diagnosis of autism or another developmental
disability, Cigna provides coverage for the following
Medically Necessary therapies as prescribed through a
treatment plan:

« occupational therapy where occupational therapy refers to
treatment to develop a covered person’s ability to perform
the ordinary tasks of daily living;
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o physical therapy where physical therapy refers to
treatment to develop a covered person’s physical
function; and

o speech therapy where speech therapy refers to treatment
of a speech impairment.

If a covered person’s primary diagnosis is autism, and the
covered person is under 21 years of age, in addition to
coverage for the therapy services as described above, Cigna
also covers Medically Necessary behavioral interventions
based on the principles of applied behavioral analysis and
related structured behavioral programs as prescribed
through a treatment plan. Except as stated below, such
coverage of Medically Necessary behavioral interventions
based on the principles of applied behavioral analysis and
related structured behavioral programs is subject to a
$36,000 maximum benefit per calendar year for each year
through 2011. (Thereafter the maximum benefit shall be
adjusted by New Jersey regulation.)

Exception: If the Employer providing coverage under the
contract is subject to the Federal law governing parity in
Mental Health and Substance Use Disorder benefits the
maximum benefit does not apply.

The treatment plan(s) referred to above must be in writing,
signed by the treating Physician, and must include: a
diagnosis, proposed treatment by type, frequency and
duration; the anticipated outcomes stated as goals; and the
frequency by which the treatment plan will be updated.
Cigna may request additional information if necessary to
determine the coverage under this plan. Cigna may require
the submission of an updated treatment plan once every six
months unless Cigna and the treating Physician agree to
more frequent updates.

Clinical Trials

This benefit plan covers routine patient care costs related to a
qualified clinical trial for an individual who meets the
following requirements:

(a) is eligible to participate in an approved clinical trial
according to the trial protocol with respect to treatment of
cancer or other life-threatening disease or condition; and

(b) either:

o the referring health care professional is a participating
health care provider and has concluded that the
individual’s participation in such trial would be
appropriate based upon the individual meeting the
conditions described in paragraph (a); or

« the individual provides medical and scientific
information establishing that the individual’s
participation in such trial would be appropriate based
upon the individual meeting the conditions described in

paragraph (a).

For purposes of clinical trials, the term “life-threatening
disease or condition” means any disease or condition from
which the likelihood of death is probable unless the course of
the disease or condition is interrupted.

The clinical trial must meet the following requirements:
The study or investigation must:

e be approved or funded by any of the agencies or entities
authorized by federal law to conduct clinical trials;

 be conducted under an investigational new drug application
reviewed by the Food and Drug Administration; or

e 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 in a clinical trial
and, in addition:

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

« services required for the clinically appropriate monitoring of
the investigational drug, device, item or service;

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

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

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

« 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 In-Network providers, clinical trials
conducted by non-participating providers will be covered at
the In-Network benefit level if:

« there are not In-Network providers participating in the
clinical trial that are willing to accept the individual as a
patient; or

« the clinical trial is conducted outside the individual's state of
residence.
Genetic Testing

Charges made for genetic testing that uses a proven testing
method for the identification of genetically-linked inheritable
disease. Genetic testing is covered only if:

e aperson has symptoms or signs of a genetically-linked
inheritable disease;
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o it has been determined that a person is at risk for carrier
status as supported by existing peer-reviewed, evidence-
based, scientific literature for the development of a
genetically-linked inheritable disease when the results will
impact clinical outcome; or

« the therapeutic purpose is to identify specific genetic
mutation that has been demonstrated in the existing peer-
reviewed, evidence-based, scientific literature to directly
impact treatment options.

Pre-implantation genetic testing, genetic diagnosis prior to
embryo transfer, is covered when either parent has 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 candidate for genetic 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

Charges made for internal prosthetic/medical appliances that
provide permanent or temporary internal functional supports
for non-functional body parts are covered. Medically
Necessary repair, maintenance or replacement of a covered
appliance is also covered.

Diabetic Services

Charges made for diabetic services, provided an official
diagnosis of diabetes has been made by a Physician. Diabetic
services include:

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

« glycohemoglobin Alc blood testing determination
whenever needed to assess and achieve near-normal
glycemia; and

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

 coverage for Medically Necessary fitting of therapeutic
molded or depth-inlay shoes, replacement inserts,
preventive devices and shoe modifications;

o calluses and nail trimming;
o complex evaluation of sensory loss; and

« treatment of ulcerations with total contact casting.

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

o according to standards established under New Jersey
Department of Health and Senior Services regulations upon
diagnosis of diabetes; or

o when a Physician certifies that a change in self-management
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 nutrition therapy by a
licensed, certified dietician or nutritionist and must be
supervised and certified as completed successfully by a
Physician.

Second Surgical Opinion Benefits

Covered Expenses will include expenses incurred for charges
made for a second surgical 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 Physician who is qualified to
diagnose and treat that Injury or Sickness. Covered Expenses
will also include any diagnostic laboratory or x-ray
examinations asked for by the Physician who gives that
opinion.

Payment will be made whether or not the Surgical Procedure
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 expenses incurred in connection

with:

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

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

 an opinion rendered by the Physician who performs the
Surgical Procedure;
o 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.
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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

« charges made for medical and surgical services for the
treatment or control of clinically severe (morbid) obesity as
defined below and if the services are demonstrated, through
existing peer reviewed, evidence based, scientific literature
and scientifically based guidelines, to be safe and effective
for the treatment or control of the condition. Clinically
severe (morbid) 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:

« medical and surgical services to alter appearances or
physical changes that are the result of any medical or
surgical services performed for the tre