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SUMMARY PLAN DESCRIPTION




Affiliated Physicians and Employers Master Trust ("Trust") has established a program of benefits
constituting an "Employee Welfare Benefit Plan" under the Employee Retirement Income Security
Act of 1974 (ERISA), as amended.

The Trust is licensed in the state of New Jersey as a multiple Employer welfare arrangement
("MEWA"). The Trust will offer benefit plans to members (Employers) as defined in the Plan’s
Underwriting Guidelines for medical, prescription drug and dental benefits. The Trust's benefit
plans will be marketed as Members Health Plan NJ ("Plan").

By signing below, the Trust agrees to be bound by the terms of the described health care plan.

AFFILIATED PHYSICIANS AND EMPLOYERS MASTER TRUST

By:
Authorized Representative

Witnessed:

By:

Date:
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INTRODUCTION

THE PLAN
The Plan Document consists of:
1) this document; and
2) the Plan’s Underwriting Guidelines as of the Effective Date; and
3) the Health Plan Participation Request/Contract (available upon request); and
4) any riders, or amendments to this Plan (available upon request); and
5) any Summary Plan Descriptions for supplemental benefits, including Dental benefits, if purchased; and
6) the individual enrollment forms (available upon request), if any, of the Covered Persons.

STATEMENTS
No statement will void the coverage under this Plan, or be used in defense of a claim hereunder unless:
1) inthe case of the Participating Employer, it is contained in the application signed by the Participating Employer; or
2) in the case of a Covered Person, it is contained in a written instrument signed by the Covered Person, and a copy of
which is furnished to the Covered Person.
All statements will be deemed representations and not warranties.

This document provides the terms and conditions for eligibility and benefits. This document provides highlights about the
Members Health Plan NJ (hereinafter the "Plan"). The Plan is being sponsored by the Affiliated Physicians and Employers
Master Trust (hereinafter the “Trust”). This document is intended to be a comprehensive description of the participation
requirements and available benefits under the Plan. Please keep it for Your reference. When it states, “Plan Document” or
“Summary Plan Description” (“SPD”), it is referring to this document. Benefits of the Trust are provided through a Multiple
Employer Welfare Arrangement ("MEWA"). A MEWA is an arrangement, recognized in both Federal and state law, whereby
multiple Employers join to self-insure some or all the welfare benefits of their Employees.

This is not an insured benefit plan. The benefits described in this booklet or any rider attached hereto are self-insured by the
Participating Employers.

This is a fully assessable benefit plan. In the event that the Trust is unable to pay its obligations, members the of the Trust
shall be required to contribute on a pro rata earned contribution basis the funds necessary to meet any unfulfilled obligations.

Third party administrative services are provided by Aetna Life Insurance Company (“Aetna”), its affiliates, or third party
vendors under contract with Aetna.

AMENDMENT

The Trust reserves the right to change, modify and amend the Plan at any time and from time-to-time, in whole or in part, as
well as any or all the provisions of the Plan, without advance notice subject to any outstanding contractual agreements or
requirements of law. Any amendments to the Plan may be affected by a written resolution adopted by the Trust. Changes in
the Plan may occur in any or all parts of the Plan including, but not limited to, benefit coverage, Deductibles, maximums,
Copayments, exclusions, limitations, definitions, eligibility and the like. An amendment will not affect benefits for a service or
supply furnished before the date of the change.

The Plan will pay benefits only for the expenses incurred while this coverage is in force. No benefits are payable for expenses
incurred before coverage began or after coverage terminated, even if expenses were incurred as a result of an accident, Injury
or disease that occurred, began, or existed while coverage was in force. An expense for a service or supply is incurred on the
date the service or supply is furnished.

If the Participating Employer or Covered Person(s) of a group engages in fraud or makes an intentional misrepresentation of a
material fact or fails to report information, this may be used as the basis to rescind, terminate or modify the entire group’s
coverage or coverage for a particular Employee. Rescind means that the coverage was never in effect. The Plan will provide 60
days advance written notice to Employer and/or Employees who may be affected before coverage is rescinded.

If the Plan is terminated, the rights of Covered Persons are limited to Covered Charges incurred before termination. The Plan
is administered within the purview of ERISA and the New Jersey Department of Banking and Insurance. Employers who are
Participating Employers of the Trust are considered distinct legal entities from the Plan and the Trust.

This document summarizes the Plan's rights and benefits for covered Employees and their Dependent(s) and is divided into
the following parts:



Eligibility Provisions. Explains eligibility for coverage under the Plan, and when the coverage takes effect and terminates.
Funding of Coverage. Explains how Plan is Funded.

Enrollment. Explains when coverage begins, ends and when you can make changes.

Open Enrollment. Explains when you can enroll.

Plan Provisions. Explains how the plan works.

Summary of Covered Services and Supplies. Details what charges are covered.

Plan Exclusions. Details what charges are not covered.

Medical Management Services. The purpose of the program is to determine what is payable by the Plan and to curb any
unnecessary and excessive charges.
This part should be read carefully since each Covered Person is required to take action to assure that the maximum
payment levels under the Plan are paid.

Claims Decision and Appeal Procedures. Explains how claims are processed and appeal rights.

Continuation of Care. Explains the benefits if a Provider terminates from the network in the middle of treatment.

Coordination of Benefits. Explains the Plan payment order when a person is covered under more than one Plan.

Subrogation and Right of Recovery. Explains this Plan’s right to recover payment of charges when a Covered Person has a
claim against another person because of injuries sustained.

Continuing Coverage. Explains when a person's coverage under the Plan ceases and the continuation options are available.

Responsibilities for Plan Administration. Explains the responsibilities of the administrators of the Plan.

ERISA Rights. Explains the Plan's structure and Covered Persons’ rights under the Plan.

Plan Administration Information. Contact information for administrators of the Plan.

Defined Terms. Defines those Plan terms that have a specific meaning.

Schedule of Benefits. Provides an outline of the Plan reimbursement formulas as well as payment limits on certain services.




IMPORTANT INFORMATION

CONTACT INFORMATION
For questions related to the Plan administration or for enrollment/eligibility questions please contact Members Health Plan NJ
at 1-(833) MEWANOW.

For questions related to benefit coverage, claims status and appeals, to find a participating Provider and Medical
Management or for Medical Precertification, please contact Aetna at the phone number on the back of Your ID Card.

NOTICE OF STATE REQUIREMENTS

The Affiliated Physicians and Employers Master Trust is not an insurance company and does not participate in any of the
guarantee funds created by New Jersey Law. These funds will not pay Your claims or protect Your assets if the Trust becomes
insolvent and is unable to make payments as promised.

The health care benefits that the Employer has purchased or is applying to purchase are being issued by a self-funded Multiple
Employer Welfare Arrangement (“MEWA"), sponsored by the Trust and marketed as Members Health Plan NJ. The self-funded
MEWA is required to maintain sufficient reserves to pay for all incurred losses including unpaid claims. It is important that You
check with Your Employer to determine which, if any, state mandated health care benefits may be covered by Your
arrangement.

For additional information about Your Plan, You should ask questions of Your Plan Administrator at 1-(833) MEWANOW.

NOTICE OF FEDERAL REQUIREMENTS

COVERAGE FOR RECONSTRUCTIVE SURGERY FOLLOWING MASTECTOMY
If You have had or are going to have a mastectomy, You may be entitled to certain benefits under the Women’s Health and
Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in a
manner determined in consultation with the attending Physician and the patient, for:

1) All stages of reconstruction of the breast upon which the mastectomy has been performed,

2) Surgery and reconstruction of the other breast to produce a symmetrical appearance,

3) Prostheses, and

4) Treatment of physical complications of the mastectomy, including lymphedema.

If You would like more information on WHCRA benefits, please contact Your Plan with the phone number on Your ID card.

COVERAGE FOR MATERNITY HOSPITAL STAY

Group Health plans and health insurance issuers offering group health coverage generally may not, under Federal law, restrict
benefits for any Hospital length of Stay in connection with Childbirth for the mother or newborn Child to less than 48 hours
following a normal vaginal delivery, or less than 96 hours following a cesarean section. However, Federal law generally does
not prohibit the mother’s or newborn’s attending Provider, after consulting with the mother, from discharging the mother or
her newborn earlier than 48 (or 96 hours, as applicable). In any case, plans and issuers may not, under Federal law, require
that a Provider obtain Medical Precertification from the Plan or the insurance issuer for prescribing a length of Stay in excess
of 48 hours (or 96 hours).

Please review this Plan for further details on the specific coverage available to You and Your Dependents.

NOTICE REGARDING PROVIDER DIRECTORIES AND PROVIDER NETWORKS

Your Plan utilizes a network of Providers, and You can view them online at www.membershealthplannj.com or call Member
Services at the phone number listed on the back of Your ID card. Your In-Network Provider network consists of a group of local
Physicians, including Hospitals, of varied specialties as well as general practice, who are contracted with Aetna or the Plan.

UNIFORMED SERVICES EMPLOYMENT AND RE-EMPLOYMENT RIGHTS ACT OF 1994 (USERRA)

If You were covered under this Plan immediately prior to being called to active duty by any of the armed forces of the United
States of America, coverage may continue for up to 24 months or the period of uniformed services leave, whichever is shorter,
if You pay any required contributions toward the cost of the coverage during the leave. If the leave is 30 days or less, the
contribution rate will be the same as for active Employees. If the leave is longer than 30 days, the required contribution will be
higher, but will not exceed 102% of the cost of coverage. Coverage continued under this provision runs concurrently with
coverage available under COBRA Continuation Coverage.

Whether or not You elect continuation coverage under the Uniformed Services Employment and Reemployment Rights Act
(USERRA), coverage will be reinstated on the first day You return to active employment with the Employer if You are released
under honorable conditions and You return to employment:

7


http://www.membershealthplannj.com/

1) On the first full business day following completion of Your military service for a leave of 30 days or less;

2)  Within 14 days of completing Your military service for a leave of 31 to 180 days; or

3) Within 90 days of completing Your military service for a leave of more than 180 days (a reasonable amount of travel
time or recovery time for an lliness or Injury determined by the Veterans Administration to be service connected will
beallowed).

When coverage under this Plan is reinstated, all provisions and limitations of this Plan will apply to the extent that they would
have applied if You had not taken military leave and Your coverage had been continuous under this Plan. Eligibility Waiting
Period (if any) will be waived as if You had been continuously covered under this Plan from Your original Effective Date of
Coverage. This waiver of limitations does not provide coverage for any lliness or Injury caused or aggravated by Your military
service, as determined by the VA. For complete information regarding Your rights under USERRA, contact Your Employer.

THE NONDISCRIMINATION ACT OF 2008 (GINA)

GINA prohibits Employers and other entities covered by GINA Title Il from requesting or requiring Genetic Information of an
individual or family member of the individual, except as specifically allowed by this law. To comply with this law, the Plan is
asking that You not provide any Genetic Information when responding to a request for medical information. ‘Genetic
information,” as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family
member’s genetic tests, the fact that an individual or an individual’s family member sought or received genetic services, and
Genetic Information of a fetus carried by an individual or an individual’s family member or an embryo lawfully held by an
individual or family member receiving assistive reproductive services.

QUALIFIED MEDICAL CHILD SUPPORT ORDERS

Eligible Dependent Children who are required to be enrolled in the Plan pursuant to a Qualified Medical Child Support Order
(QMCSO) may be enrolled midyear. Upon receipt of an order (from a court or from an administrative agency) requiring
enrollment of an eligible Dependent Child, the Covered Person will be notified if the order constitutes a Qualified Medical
Child Support Order (QMCSO) as required under Federal law.

For more information about QMSCOs, contact the Plan. Covered Persons and beneficiaries in the Plan may obtain a copy of
the Plan’s QMCSO procedures upon request and without charge.

MICHELLE’S LAW
This law affects all ERISA-qualified Plans and ensures that a Dependent college student requiring a Medically Necessary leave
of absence from a postsecondary educational institution due to a serious lliness or Injury, can continue to receive coverage
through their family’s medical Plan even if they are unable to maintain their full-time student status. Written certification
from a treating Physician must verify that the Dependent college student is suffering from a serious lliness or Injury and that
the leave of absence is Medically Necessary. This law prevents a Group Health Plan from removing coverage from a
“Dependent Child” due to a “Medically Necessary leave of absence” before the earlier of:

1) one year after the first day of the Medically Necessary leave of absence; or

2) the date on which the coverage under the Plan would otherwise terminate.
For these purposes, a "Medically Necessary leave of absence" means a leave of absence of a Child from a post-secondary
educational institution or any other change in enroliment of such Child at such an institution that

1) commences while such Child is suffering from a serious lliness or Injury,

2) is Medically Necessary,

3) otherwise would cause such Child to lose student status for purposes of coverage under the terms of the Plan

SELECTION OF A PRIMARY CARE PHYSICIAN

This Plan does not require the designation of a Primary Care Physician (PCP) for enroliment. However, You have the right to
designate any Primary Care Physician 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 Physician, and for a list of the participating Primary Care
Physicians, visit www.membershealthplannj.com or contact Member Services at the phone number listed on the back of Your
ID card.

For Children, You may designate a pediatrician as the Primary Care Physician.

DIRECT ACCESS TO OBSTETRICIANS AND GYNECOLOGISTS

You do not need Medical Precertification from the Plan or from any other person (including a Primary Care Physician) in order
to obtain access to obstetrical or gynecological care from an In-Network Provider who specializes in obstetrics or gynecology.
The In-Network Provider, however, may be required to comply with certain procedures, including obtaining Medical
Precertification for certain services, following a pre-approved treatment plan, or procedures for making referrals, however,
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the Covered Person will not be penalized if the In-Network Provider fails to follow the Plan rules. For a list of participating In-
Network Providers who specialize in obstetrics or gynecology, visit www.membershealthplannj.com or contact Member
Services at the phone number listed on the back of Your ID card.
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CONFIDENTIALITY/HIPAA PRIVACY

The Trust and the Plan are committed to protecting confidential and Protected Health Information (“PHI”) it collects from You
or receives about You.

The following provisions relate to the Plan’s handling of personal health information (PHI).

Protected Health Information

PHI is information that relates to an individual’s health, healthcare, treatment, or payment for Healthcare that identifies the
individual. Identification may be by name, social security number or similar information that relates to a specific individual.
Information related to Your past health, present health, treatment, diagnosis or Conditions is considered to be PHI.

The Plan must comply with applicable requirements under Federal Regulation implementing Section 264 of the Health
Insurance Portability and Accountability Act of 1996 (HIPAA), as amended. The Plan will communicate PHI to the Plan Sponsor
as necessary to administrate the Plan including obtaining premium bids, modifying, amending or terminating the Plan. PHI
may only be accessed by Plan Sponsor employees or delegated administrators as required for the proper administration of the
Plan.

Permitted uses and disclosures of PHI by the Plan Sponsor shall provide for the following:

1) The Plan Sponsor will not use or further disclose PHI, except as permitted by the Plan documents or as required by
law, and, if applicable, report to the Plan any improper disclosures.

2) The Plan Sponsor will not use the information for any employment-related action or in connection with any other
benefit plan.

3) The Plan Sponsor will allow individuals access to their own PHI, consider their amendments, and, upon request,
provide an accounting of the disclosures made.

4) The Plan Sponsor will ensure its agents and subcontractors agree to similar restrictions.

5) The Plan Sponsor will make its internal practices and records available to the HHS.

6) If feasible, the Plan Sponsor will return or destroy all PHI received from the Plan when such information is no longer
needed.

Obligations of Plan Sponsor
The Plan Sponsor shall have the following obligations:

1) Ensure that any agents (including a subcontractor) to whom it provides protected health information received from
the Plan agree to the same restrictions and conditions that apply to the Plan Sponsor with respect to such
information; and

2) Not use or further disclose protected health information received from the Plan, other than as permitted or required
by the Plan documents or as required by law.

3) Not use or disclose protected health information received from the Plan:

a)  For employment-related actions and decisions; or
b)  In connection with any other benefit or Employee Benefit Plan of the Plan Sponsor.

4) Report to the Plan any use or disclosure of the protected health information received from the Plan that is
inconsistent with the use or disclosure provided for of which it becomes aware.

5) Make available protected health information received from the Plan, as and to the extent required by the privacy
rule:

a) For access to the individual;

b)  For amendment and incorporate any amendments to protected health information received from the Plan; and

c)  To provide an accounting of disclosures.

d) Make its internal practices, books, and records relating to the use and disclosure of protected health
information received from the Plan available to the Secretary of the U.S. Department of Health and Human
Services for purposes of determining compliance by the Plan with the privacy rule.

6) Return or destroy all protected health information received from the Plan that the Plan Sponsor still maintains in any
form and retain no copies when no longer needed for the purpose for which the disclosure by the Plan was made, but
if such return or destruction is not feasible, limit further uses and disclosures to those purposes that make the return
or destruction of the information infeasible.

7) Provide protected health information only to those individuals, under the control of the Plan Sponsor who perform
administrative functions for the Plan; (i.e. eligibility, enrollment, payroll deduction, benefit Determination, claim
reconciliation assistance), and to make clear to such individuals that they are not to use protected health information
for any reason other than for Plan administrative functions nor to release protected health information to an
unauthorized individual.

8) Provide protected health information only to those entities required to receive the information in order to maintain
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the Plan (i.e. medical Claims Administrator, Medical Management Review Administrator, Pharmacy benefit manager,

claim subrogation vendor, claim auditor, network manager, stop-loss insurance carrier, insurance broker/consultant,

and any other entity subcontracted to assist in administering the Plan).

9) Provide an effective mechanism for resolving issues of noncompliance with regard to the items mentioned in this
provision.

10) Reasonably and appropriately safeguard electronic protected health information created, received, maintained, or
transmitted to or by the Plan Sponsor on behalf of the Plan. Specifically, such safeguarding entails an obligation to:

a) Implement administrative, physical, and technical safeguards that reasonably and appropriately protect the
confidentiality, integrity, and availability of the electronic protected health information that the Plan Sponsor
creates, receives, maintains, or transmits on behalf of the Plan;

b)  Ensure that the adequate separation as required by 45 C.F.R. 164.504(f)(2)(iii) is supported by reasonable and
appropriate security measures;

c) Ensure that any agent, including a subcontractor, to whom it provides this information agrees to implement
reasonable and appropriate security measures to protect the information; and
d)  Report to the Plan any security incident of which it becomes aware.

Exceptions
Notwithstanding any other provision of this HIPAA Privacy Section, the Plan may:
1) Disclose summary health information to the Plan Sponsor:
a)  If the Plan Sponsor requests it for the purpose of:
i) Obtaining premium bids from health plans for providing health insurance coverage under the Plan; or
i) Modifying, amending, or terminating the Plan;
2) Disclose to the Plan Sponsor information on whether an individual is participating in the Plan, or is enrolled in or has
disenrolled from a health insurance issuer or HMO offered by the Plan;
3) Use or disclose protected health information:
a)  With (and consistent with) a valid authorization obtained in accordance with the privacy rule;
b)  To carry out treatment, payment, or health care operations in accordance with the privacy rule; or,
c)  Asotherwise permitted or required by the privacy rule.

Your Right to File A Complaint

If You believe that Your privacy rights have been violated, You may complain to the Plan in care of the following officer:
William F. Megna

Privacy Official

Members Health Plan NJ

24 Arnett Avenue, Suite 115

Lambertville, NJ 08530

(609) 773-6150

You may file a complaint with the Secretary of the U.S. Department of Health and Human Services, Hubert H. Humphrey
Building, 200 Independence Avenue S.W., Washington, DC 20201.

The Plan will not retaliate against You for filing a complaint.

Whom to Contact for More Information

If You have any questions regarding this Notice or the subjects addressed in it, You may contact the following officer:
William Megna

Privacy Official

Members Health Plan NJ

24 Arnett Avenue, Suite 115

Lambertville, NJ 08530

609-773-6150
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ELIGIBILITY PROVISIONS
ELIGIBLE PARTICIPANTS
Subject to the conditions of Eligibility set forth below, and to all of the other conditions of this Plan, all of the Participating
Employer’s Employees or owners/partners who are in an eligible class will be eligible if the Employees are Actively at Work
Full-Time Employees.

Conditions of Eligibility
A person is eligible for Covered Person coverage from the first day that he or she meets the following requirements:
1) Is a permanent Full-Time Employee, of a Participating Employer who works a minimum of 24 hours per week, if Your
Employer offers benefits to its Full-time Employees;
2) Isin aclass eligible for coverage; and
3) Completes the Employee Waiting Period as determined by Your Employer (which cannot exceed 90 days and

coverage must take effect no later than the 915t day).

Employees become eligible for Covered Person coverage on:
1) The Effective Date in which Your Employer enrolls in this Plan if You were employed on that date; or
2) The first of the month following Your first day of employment (subject to the conditions listed below). You must
complete the Employee Waiting Period as determined by Your Employer (which cannot exceed 90 days and coverage

must take effect no later than the 915t day).

However, Plan coverage is not automatic. You have to timely enroll in the Plan to be covered as a Covered Person. You must
provide proof of employment status, such as a payroll stub and You must complete an enrollment form.

For purposes of eligibility for coverage, Full-Time Employees who are absent because of health Conditions or Injury are
treated as if they are Actively at Work and leaves of absence that qualify under the Family and Medical Leave Act (FMLA) or
the Uniformed Services Employment and Reemployment Rights Act (USERRA) are treated as periods of active employment to
the extent such treatment is required and applicable to the Employer under such laws. Notwithstanding the foregoing, a
newly hired or newly eligible Employee must report to work for the Employer in order for any coverage under the Plan to
become effective.

Under the Plan, You can elect to cover Your eligible Dependents for certain coverage (see below). You may make this election
only when You are first eligible for this coverage, during the Annual Open Enrollment Period or when You experience a
Qualifying Event as described in the Special Enrollment Period section.

ELIGIBLE CLASSES OF DEPENDENTS
A Dependent is eligible for coverage under this Plan as follows, provided that Your Employer offers Dependent coverage.

Participating Employer Election

A Participating Employer that elects to make Dependent coverage available under the Plan may choose to make coverage
available for all eligible Dependents, as defined below or may choose to make coverage available only for Dependent Children.
If the Participating Employer limits Dependent coverage to Dependent Children, the term “Dependent” as used in this Plan is
limited to Dependent Children and excludes a legal spouse.

At any time, the Plan may require proof that a Spouse or a Child qualifies or continues to qualify as a Dependent as defined by
the Plan.

A Dependent is any one of the following persons:

1) Legal Spouse. The term “Spouse” shall mean the person recognized as the Covered Person’s husband or wife under
the laws of the state where the covered Employee lives. The Plan Administrator requires a certified copy of a
marriage certificate.

Legal spouse shall be limited to spouses of a marriage as marriage is defined in Federal law with respect to:
a) the provisions of the Plan regarding continuation rights required by the Federal Consolidated Omnibus
Reconciliation Act of 1986 (COBRA), Pub. L. 99-272, as subsequently amended;
b) the provisions of this Plan regarding Medicare Eligibility by reason of Age and Medicare Eligibility by Reason
of Disability.

2) Domestic Partner. Domestic Partners, of any gender, who have been living in a committed exclusive relationship of

mutual caring and support with the Covered Person for a period of 12 months, who intend for the Domestic
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3)

4)

5)

6)

7)

Partnership to be permanent are covered under this Plan provided that they meet the following proof requirements.
It is required that You provide three documents evidencing the commitment of the relationship. The following
documentation for coverage of a Domestic Partner is acceptable: joint mortgage or lease; designation of the
Domestic Partner as a primary beneficiary for a life insurance or a retirement contract; designation of the Domestic
Partner as a primary beneficiary in the Covered Person’s Will; durable power of attorney for healthcare or financial
management; Joint ownership of a motor vehicle, a joint checking account or a joint credit account; a relation or
cohabitation contract which obligates each of the parties to provide support for the other party. You may be required
to sign an agreement with the Plan that You provide the Plan with notice within 31 days of a break in the Domestic
Partnership.
Civil Union Partner. Pursuant to P.L. 2006, c.103. Civil Union couples are granted all of the same rights as married
couple. The Plan requires a copy of the Civil Union Certificate. Civil Union couples do not have to meet Domestic
Partner guidelines or provide proof requirements of Domestic Partnership.
Unmarried Child(ren) up to Age 31. A Dependent of a Covered Person is eligible for coverage between the ages of 26
and 31 provided:

a. heorsheis between the age of 26 and 31;

b. unmarried;

c. has no dependent(s) of his or her own;

d. is a resident of New Jersey or is a full-time student at an accredited public or private institution of higher

education; and

e. is not covered by any other health plan as a Subscriber, insured, enrollee or Covered Person.

These Dependents will be subject to a discounted single Healthcare Fee rate charged for the Plan in which they are

enrolled in and will be covered until their 315t birthday or until the last day of the month for which the required
payment has been made, whichever comes first.

Child(ren) who have not attained age 26 will be eligible for coverage under the Plan. Documentation showing
eligibility, including but not limited to, birth certificates, records of relevant legal proceedings, separation and divorce
decrees must be provided.

The term “Children” or “Child” shall include natural Children, adopted Children, Civil Union Partner’s Children,
Domestic Partner’s Children, foster Children or Children placed with a Covered Person in anticipation of adoption or
of the Child’s becoming a Covered Person’s foster Child. Step-Children who reside in the Covered Person’s household
may also be included as long as a natural parent remains married to the Covered Person and also resides in the same
household.

The phrase “Child placed with a Covered Person in anticipation of adoption” refers to a Child whom the Covered
Person intends to adopt, whether or not the adoption has become final and who has not attained the age of eighteen
(18) as of the date of such placement for adoption.

The term “placed” means the assumption and retention by such Covered Person of a legal obligation for total or
partial support of the Child in anticipation of adoption of the Child. Coverage of these pre-adoptive Children is in
accordance with the requirements of the Federal Omnibus Budget Reconciliation Act of 1993. The Child must
otherwise be available for adoption and the legal process must have commenced.

Any Child of a Covered Person who is an alternate recipient under a qualified medical Child support order shall be
considered as having a right to Dependent coverage under this Plan. Coverage of these Children is in accordance with
the requirements of the Federal Omnibus Budget Reconciliation Act of 1993. This Plan’s qualified medical Child
support order procedures are available upon request.
Legal Guardianship. Should the Covered Person have a court-appointed Legal Guardianship and is within 30 days of
the date Legal Guardianship is granted, coverage for the Child becomes effective the date the Legal Guardianship is
granted. A Child for whom the Covered Person acquires Legal Guardianship but does not apply to enroll until more
than 30 days after the date Legal Guardianship is granted, will not be eligible until the next Annual Open Enrollment
Period.
Incapacitated Children. A Covered Person may have an unmarried Child with Mental Health Conditions or physical
incapacity, or Developmental Disability, who is incapable of earning a living. Subject to all of the terms of this section
and this Plan, such a Child may stay eligible for Dependent health benefits past this Plan’s age limit for eligible
Dependents. The Child will stay eligible as long as the Child is and remains unmarried and incapable of earning a
living, if:

a. the Child’s Condition started before he or she reached this Plan’s agelimit;

b. the Child became covered by this Plan or any other Plan before the Child reached the age limit and stayed

continuously covered after reaching such limit; and
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c. the Child depends on the Covered Person for most of his or her support and maintenance.

d. However, for the Child to stay eligible, the Covered Person must send the Plan written proof that the Child is
incapacitated or Developmentally Disabled and depends on the Covered Person for most of his or her
support and maintenance. The Covered Person has 31 days from the date the Child reaches the age limit to
do this. The Plan can ask for periodic proof that the Child’s Condition continues. However, after two years,
the Plan cannot ask for this more than once a year.

ELIGIBILITY LIMITATIONS
The following persons are excluded as Dependents:

1)
2)
3)
4)

The divorced former spouse of the Covered Person.

Any person who is on active duty in any military service of any country.

Other individuals living in the Covered Person’s home, but who are not eligible as defined.
Dependents of Dependent Children.
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FUNDING OF COVERAGE

WHO PAYS THE COST OF COVERAGE
Each Participating Employer shares the cost of the coverage under the Plan with the Covered Person.

Coverage may be contributory. A coverage is contributory when the Covered Person must pay all or part of the cost. If Your
Plan is contributory, You must fill out an Enrollment Form. By signing the Enrollment Form, You are agreeing to pay Your part
of the cost as agreed to by You and Your Employer. Each Participating Employer sets the level of any Covered Person
contributions. Your Employer reserves the right to change the level of Covered Person contributions at any time. Check with
Your Employer to obtain details on Your contributions.
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ENROLLMENT

HOW TO ENROLL
Each year during the Annual Open Enrollment Period, Your Employer will provide You with information on the Benefit
Program for the upcoming year. You will be allowed to change Your level of coverage at that time, subject to Plan guidelines.

An Annual Open Enrollment Period is the one-month period beginning immediately before the Participating Employer’s
Renewal Date. The Employees of Participating Employers will be notified about the benefit Plan(s) being offered by their
Employer. If multiple benefit Plans are offered within this program, all Plans must have the same Annual Open Enrollment
Period. The Effective Date of Coverage for Employees of a Participating Employer who enroll during open enrollment will be
the next Renewal Date following the Annual Open Enrollment Period.

1) Benefit Plan changes are only available at the Participating Employer ‘s Renewal Date.

2) Benefit Plan changes must be received by the Plan Administrator within 31 days of the Renewal Date.

3) All benefit Plan changes must be submitted in writing.

WHEN COVERAGE BEGINS
If You are a new Employee of a Participating Employer enrolling after the Annual Open Enrollment Period, Your elections
become effective as follows:

1) If You are a Full-Time, Actively at Work Employee, working Your regular hours, on the date Your coverage is
scheduled to start, and You have met all the conditions of eligibility which apply to You, Your coverage becomes
effective on the first day of the month following either;

a) Your date of hire, if Your Employer does not impose a Waiting Period; or

b) Completion of Your Employer's Waiting Period requirement. You must complete the Employee Waiting Period as
determined by Your Employer (which cannot exceed 90 days and coverage must take effect no later than the
915t day).

2) If You are not Actively at Work on the scheduled Effective Date, the Plan will postpone the start of Your coverage
until You return to Active Work.

3) If Your status changes from an ineligible Employee of a Participating Employer to one who is eligible to participate in
the Plan, coverage is available on the first day of the month that falls on or follows the date of Your change in status,
as long as You have satisfied the initial Waiting Period, if any, and completed an enrollment form.

The Waiting Period varies by Participating Employer but cannot exceed 90 days. The Waiting Period is defined as the number
of days of continuous employment after which an Employee of a Participating Employer becomes eligible for coverage under
the Plan. Each Employer may have different Employee Waiting Periods. Check with Your Employer to get details on Your
Waiting Period.

Sometimes, a scheduled Effective Date is not a regularly scheduled work day. But an Employee’s coverage will start on that
date if he or she was Actively at Work, and working his or her regular number of hours, on his or her last regularly scheduled
work day.

The Employee must elect to enroll and agree to make the required payments, if any, within 31 days of the Employee’s
Eligibility Date. If he or she does this within 31 days of the Employee’s Eligibility Date, his or her coverage is scheduled to start
on the Employee’s Eligibility Date. Such Employee’s Eligibility Date is the Effective Date of an Employee’s coverage. If the
Employee does this more than 31 days after the Employee’s Eligibility Date, the Plan will consider the Employee a Late
Enrollee. The Employee may request enrollment during the Annual Employee Open Enrollment period. Coverage will take
effect on the Participating Employer’s Anniversary date following enroliment.

DEPENDENT COVERAGE

Eligibility Requirements for Dependent Coverage

A family member of an Employee will become eligible for Dependent coverage on the first day that the Employee is eligible for
Employee coverage and the family member satisfies the requirements for Dependent coverage.

When Dependent Coverage Starts

In order for an Employee’s Dependent coverage to begin, the Employee must already be covered for Employee coverage or
enroll for Employee and Dependent coverage at the same time. Subject to all of the terms of this Plan, the date an Employee’s
Dependent coverage starts depends on when the Employee elects to enroll the Employee’s Initial Dependents and agrees to
make any required payments.

16



If the Employee does this within 30 days of the Dependent’s Eligibility Date, the Dependent’s Coverage is scheduled to start on
the later of:

1) the first day of the calendar month following the Dependent’s Eligibility Date, or

2) the date the Employee becomes covered for Employee coverage.

If the Employee does this more than 30 days after the Dependent’s Eligibility Date, the Plan will consider the Dependent a
Late Enrollee. An Employee may elect to cover a Dependent who is a Late Enrollee during the Employee Open Enrollment
Period. Coverage will take effect on the Participating Employer’s Plan Anniversary date following enrollment. Once an
Employee has Dependent coverage for Initial Dependents the Employee must notify the Plan of a Newly Acquired Dependent
within 30 days after the Newly Acquired Dependent’s Eligibility Date. If the Employee does not, the Newly Acquired
Dependent is a Late Enrollee.

A Newly Acquired Dependent other than a newborn Child or newly adopted Child, including a Child placed for adoption, will
be covered from the later of:

1) the date the Employee notifies the Plan and agrees to make any additional payments, or

2) the first day of the calendar month following the Dependent’s Eligibility Date for the Newly Acquired Dependent.

If the Participating Employer who purchased this Plan purchased it to replace a plan the Participating Employer had with some
other carrier, a Dependent who is Totally Disabled on the date this Plan takes effect will initially be eligible for limited
coverage under this Plan if:
1) the Dependent was validly covered under the Participating Employer’s old plan on the date the Participating
Employer’s old plan ended; and
2) this Plan takes effect immediately upon termination of the prior plan.

The coverage under this Plan will be limited to coverage for services or supplies for Conditions other than the disabling
Condition. Such limited coverage under this Plan will end one year from the date the person’s coverage under this Plan begins.
Coverage for services or supplies for the disabling Condition will be provided as stated in an extended health benefits, or like
provision, contained in the Participating Employer’s old plan. Thereafter coverage will not be limited as described in this
provision but will be subject to the terms and conditions of this Plan.

BENEFIT YEAR

Your Benefit Year is the date by which all benefits are tracked. It is the twelve (12) month period beginning on January 1St.
This is the date by which all Plan Deductibles, Plan maximums, visit maximums, etc., are tracked. Each Benefit Year Your Plan
maximums and Deductibles will be reset.

ENROLLMENT REQUIREMENTS FOR NEWBORN CHILDREN
The Plan will cover an Employee's newborn Child for 60 days from the date of birth without additional Health Care Fees.
Coverage may be continued beyond such 60-day period as stated below:

a) Ifthe Employee is already covered for Dependent Child coverage on the date the Child is born, coverage
automatically continues beyond the initial 60 days, provided the Health Care Fees and required Employee
contributions required for Dependent Child coverage continues to be paid. The Employee must notify the Plan of the
birth of the newborn Child as soon as possible in order that the Plan may properly provide benefits under this Plan.

b) If the Employee is not covered for Dependent child coverage on the date the Child is born, the Employee must:

e give written notice to enroll the newborn Child; and
* pay the Health Care Fees required for Dependent child coverage within 60 days after the date of birth.

If the notice is not given and the Health Care Fees are not paid within such 60-day period, the newborn Child’s coverage will
end at the end of such 60-day period. If the notice is given and the Health Care Fees paid after that 60-day period, the Child
will be a Late Enrollee.

TIMELY OR LATE ENROLLMENT
1) Timely Enrollment. Enroliment will be "timely" if the completed form is received by the Plan Administrator no later
than 31 days after the person becomes eligible for the coverage, either initially or under a Special Enrollment Period.

2) Late Enrollment. An enrollment is "late" if it is not made on a "timely basis" or during a Special Enrollment Period.
Late Enrollees and their Dependents who are not eligible to join the Plan during a Special Enrollment Period may join
only during the Annual Open Enrollment.

If an individual loses eligibility for coverage as a result of terminating employment or a general suspension of coverage under
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the Plan, then upon becoming eligible again due to resumption of employment or due to resumption of Plan coverage, only
the most recent period of eligibility will be considered for purposes of determining whether the individual is a Late Enrollee.

WHEN YOU CAN MAKE CHANGES TO YOUR COVERAGE

You may make changes to Your coverage each year during Your Annual Open Enrollment Period. These changes generally
remain in effect for 12 consecutive months. However, You may also change Your coverage elections during the year in the
situations listed below provided that the Plan is notified within 31 days of the event.

SPECIAL ENROLLMENT PERIODS

The Enrollment Date for anyone who enrolls under a Special Enrollment Period is the first day of the month following the
Qualifying Event. Thus, the time between the date a special enrollee first becomes eligible for enrollment under the Plan and
the first day of coverage is not treated as a Waiting Period.

Individuals losing other coverage. An Employee or Dependent, who is eligible, but not enrolled in this Plan, may enroll if each
of the following conditions is met:

1) The Employee or Dependent was covered under a Group Health Plan or had health insurance coverage at the time
coverage under this Plan was previously offered to the individual.

2) If required by the Plan Administrator, the Employee stated in writing at the time that coverage was offered that the
other health coverage was the reason for declining enrollment.

3) The coverage of the Employee or Dependent who had lost the coverage was under COBRA and the COBRA coverage
was exhausted, or was not under COBRA and either the coverage was terminated as a result of loss of eligibility for
the coverage (including as a result of legal separation, divorce, death, termination of employment or reduction in the
number of hours of employment) or Participating Employer contributions towards the coverage were terminated.

4) Medicare or Medicaid
a) If You or a Dependent becomes eligible for coverage under Medicare or Medicaid, You may decrease Your

medical coverage. Or,
b) If You or a Dependent loses eligibility for coverage under Medicare or Medicaid, You may increase Your medical
coverage.

5) If You have a special enrollment Qualifying Event or any of the following apply, You are allowed to enroll or change
Your existing plan option in the Plan after:

a) a loss of eligibility for group health coverage, health coverage, Children's Health Insurance Plan (CHIP) or
Medicaid;

b) becoming eligible for state premium assistance, Medicaid or CHIP subsidies; or

c) the acquisition of a new spouse or Dependent by marriage, birth adoption or placement for adoption.

6) The Employee or Dependent requests enrollment in this Plan not later than 31 days of the date of exhaustion of
COBRA coverage or the termination of coverage or Participating Employer contributions, described above.

If the Employee or Dependent lost the other coverage as a result of the individual’s failure to pay required contributions or for
cause (such as making a fraudulent claim), that individual does not have a Special Enrollment right.

Certain Special Enrollment rights also exist for Employees or Dependents who lose coverage under the Children’s Health
Insurance Program (CHIP) under Medicaid and State Children’s Programs.

Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA)
The purpose of CHIP is to provide funding for Children’s Health Insurance under Medicaid and State Children’s Programs and
to allow a Group Health Plan to permit special enrollment for eligible but not enrolled Employees or Dependent Children who
either:
1) lose coverage under a Medicaid or a State Children’s Health Insurance Plan (SCHIP) under titles XIX and XXI of the
Social Security Act, respectively, or

2) become eligible for Group Health Plan premium assistance under Medicaid or SCHIP (Special Enrollment Right).

The Covered Person or Dependent must request coverage no later than sixty (60) days after the date eligibility is lost or the
date the Covered Person and/or Dependent is determined to be eligible for State contribution assistance.

Dependent Beneficiaries. Generally, a Covered Person must enroll Dependents during the Annual Open Enrollment Period.
Special enrollment is permitted if a Covered Person enrolls Dependents due to a Qualifying Event. The coverage for the
Dependent will become effective on the following dates corresponding to the Qualifying Event:
1) Inthe case of marriage, not later than the first day of the first calendar month beginning after the completed request
for enrollment is received;
2) Inthe case of a Dependent's birth, as of the date of birth; or
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3) In the case of a Dependent's adoption or placement for adoption, the date of the adoption or placement for
adoption.

To enroll under any of the above Special Enroliment circumstances, You must notify Your Employer and fill out the change
in coverage section of the Enrollment Form. All information must be completed, the form signed, and all required proof
attached to the Enrollment Form. Or, You can contact the Plan Administrator. You must enroll within 31 days of Your loss of
other coverage.

WHEN COVERAGE ENDS
When Employer’s Coverage Ends
Participating Employer’s coverage can be terminated on the earliest of the following dates:
1) If required Health Care Fees for coverage for Covered Persons is not received, or moneys are not available for debit

from a bank account by the 5th of the month, all coverage for a Participating Employer’s Covered Persons will be

terminated retroactive back to the 15t of the month for which payment was due. If payment is received within 30
days of the due date, reinstatement will be permissible up to two (2) times.
2) Upon renewal, if it is determined that the Participating Employer no longer meets the Group Eligibility requirements.

When Your Coverage Ends
Your Covered Person coverage ends on the earliest of the following dates:
1) The date the Plan is terminated by the Employer;
2) The date the Plan is terminated by the Trust for Employer non-compliance or non-payment of required Health Care
Fees;
3) The end of the month in which You terminate employment with Your Employer for any reason, including disability,
death, retirement, lay-off, leave of absence or termination of employment;
4) The date You no longer meet eligibility requirements;
5) The day the Covered Person enters the military, Navy or Air Force of any country or international organization on a
full-time active duty basis other than scheduled drills or other training not exceeding one (1) month in any Calendar
Year (Refer to Employees on Military Leave).
6) The end of the month during which any Plan ends, or is discontinued for a class of Employees to which You belong;
7) The last day of the period for which Your required contribution has been paid if the charge for the next period is not
paid when due; or
8) The end of the month during which You or a covered Dependent become entitled to Medicare, unless You are
Actively at Work.

When Dependent Coverage Ends
A covered Dependent’s coverage ends on the earliest of the following dates:
1) date the Plan is terminated;
2) last day of the calendar month during which Your Dependent no longer meets eligibility requirements: reaching the
age of 26 or 31;
3) date Your coverage ends;
4) last day of the calendar month during which You stop being a Covered Person of a class of Employees eligible for
coverage;
5) last day of the calendar month during which an applicable Plan of benefits ends;
6) last day of the period for which required payments have been made for You by Your Employer;
7) the last day of the period for which Your required contribution has been paid if the charge for the next period is not
paid when due; or
8) last day of the calendar month during which Your Dependent reaches age 65, unless You are Actively at Work.

Your Dependent may be eligible to continue health care coverage after termination through COBRA or New Jersey
Continuation (see Continuing Coverage Section for more information).

Continuation During Periods of Employer-Certified Disability, Leave of Absence or Layoff
You may remain eligible for a limited time if active, Full-Time work ceases due to disability, leave of absence or layoff. This
continuance will end as follows:

1) For disability leave only: the date the Employer ends the continuance.

2) For leave of absence or layoff only: the date the Employer ends the continuance.
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CONTINUATION OF COVERAGE
In addition to COBRA and Continuation Coverage (discussed later in this Plan in the section entitled Continuing Coverage),
coverage may be continued in the following circumstances:

Continuation During Family and Medical Leave (FMLA)
Regardless of the established leave policies mentioned above, the Plan shall at all times comply with the Family and Medical
Leave Act of 1993 and the regulations issued by the Department of Labor.

During any leave taken under the Family and Medical Leave Act, the Employer will maintain coverage under the Plan on the
same conditions as coverage would have been provided if the Covered Person had been continuously employed during the
FMLA leave period.

If Plan coverage terminates during the FMLA leave, coverage will be reinstated for the Employee and his or her Dependents if
the Employee returns to work in accordance with the terms of the FMLA leave. Coverage will be reinstated only if the
person(s) had coverage under the Plan when the FMLA leave started and will be reinstated to the same extent that it was in
force when coverage terminated. For example, Waiting Periods, if any, will not be imposed unless they were in effect for the
Employee and/or his or her Dependents when Plan coverage terminated.

Employees on Military Leave

Employees going into or returning from military service may elect to continue Plan coverage as mandated by the Uniformed
Services Employment and Re-employment Rights Act under the following circumstances (these rights apply only to Covered
Persons and their Dependents covered under the Plan before leaving for military service):

1) The maximum period of coverage for a Covered Person and the Covered Person’s Dependent(s) under such an

election shall be the lesser of:

a) The twenty-four (24) month period beginning on the date on which the Covered Person’s absence begins; or

b) The day after the date on which the Covered Person was required to apply for or return to a position or
employment and fails to do so.

2) A previously Covered Person who elects to continue Plan coverage may be required to pay up to 102% of the full
contribution under the Plan, except a person on active duty for thirty (30) days or less cannot be required to pay
more than the Employee's share, if any, for the coverage.

3) A Plan Exclusion or Waiting Period, if any, may not be imposed in connection with the reinstatement of coverage
upon the Covered Person’s re-employment, if one would not have been imposed had coverage not been terminated
because of the Covered Person’s military service. However, a Plan Exclusion or Waiting Period, if any, may be applied
for coverage of any Sickness or Injury determined by the Secretary of Veterans Affairs to have been incurred in, or
aggravated during, the performance of uniformed (military) service.

CERTIFICATES OF CREDITABLE COVERAGE

The Plan will provide You with a Certificate of Creditable Coverage, only upon request, detailing the beginning and ending
dates of Your Plan coverage when You become eligible for COBRA or New Jersey Continuation and when Your coverage
otherwise ends. You can request a Certificate of Coverage at any time for up to two (2) years after Your coverage under this
Plan ends by contacting the Plan Administrator.
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OPEN ENROLLMENT

WHEN YOU CAN ENROLL
During Your Employer’s Annual Open Enrollment Period (refer to section “Plan Administration Information” for more

information), covered Employees and their covered Dependents will be able to change their current benefit elections based
on which benefits and coverage levels are right for them. In addition, Employees and their Dependents who are Late
Enrollees will also be able to enroll in the Plan during this period.

Benefit choices made during the open enroliment period will become effective based on Your Employer’s Renewal Date

(either January 1“, April 1“, July 1St, October 15t) and remain in effect until the next January 15t, April 15t, July 15t, October 1%
unless there is a change in family status during the year (birth, death, marriage, divorce, adoption, or leave of absence) or loss
of coverage due to loss of a Spouse’s employment. To the extent previously satisfied, coverage Waiting Periods will be
considered satisfied when changing from one plan to another plan.

Benefit choices for Late Enrollees made during the open enrollment period will become effective based on Your Employer’s

Renewal Date (either January 15t, April 1St, July 1St, October 1St)

A Covered Person who fails to make an election during open enrollment will automatically retain his or her present or
comparable coverage if a Plan is eliminated.

Covered Employees will receive detailed information regarding open enrollment from their Employer.
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PLAN PROVISIONS
REFER TO ATTACHED SCHEDULE OF BENEFITS FOR THE PLAN YOU ARE ENROLLED IN FOR
DETAILED PLAN DESIGN COMPONENTS

WHAT ARE THE BENEFITS?

All benefits described in this Plan Document and Summary Plan Description and attached Schedule of Benefits are subject to
the exclusions and limitations described more fully herein including, but not limited to, the medical Claims Administrator’s
Determination that care is: (i) not Medically Necessary and Appropriate; (ii) not based on the Plan’s Allowable Charges; and
(iii) Experimental and/or Investigational. The meanings of these capitalized terms are in the Defined Terms section of this
document.

It is the Covered Person‘s choice as to which Provider to use. Some services are not covered when provided by an Out-of-
Network Provider. Review the attached Schedule of Benefits and remainder of this document carefully. If You are covered
under a Network Only Benefit Plan, You have no Out-of-Network benefit. You may only receive coverage for services provided
by In-Network Providers. In the event of an Emergency, please proceed to the nearest Emergency Facility for treatment. Out-
of-Network Emergency Services will be allowed at the same level of benefits as In-Network services.

If You or a covered Dependent need covered services recommended by Your Physician that are not available within the
Network, Medical Management Review/ medical Claims Administrator may, at its Discretion, determine the services are
Medically Necessary and Appropriate, and approve the use of an Out-of-Network Provider. When approved through Medical
Management Review Services and/or the medical Claims Administrator, benefits for use of these Providers will be payable at
the same level as those of Network Providers, had those services been available. Reimbursement will be considered based on
billed charges.

CLAIMS AUDIT

In addition to the Plan’s Medical Record Review process, the Plan Administrator may use its discretionary authority to utilize
an independent bill review and/or claim audit program or service for a complete claim review. While every claim may not be
subject to a bill review or audit, the Plan Administrator has discretionary authority for selection of claims subject to review or
audit.

The analysis will be employed to identify charges billed in error and/or charges that are not Usual and Customary Charges
and/or Medically Necessary and Appropriate, if any, and may include a patient medical billing records review and/or audit of
the patient’s medical charts and records.

Upon completion of an analysis, a report will be submitted to the Plan Administrator or its agent to identify the charges
deemed in excess of the Usual and Customary and Reasonable amounts or other applicable provisions, as outlined in this Plan
Document.

Despite the existence of any agreement to the contrary, the Plan Administrator has the discretionary authority to reduce any
charge to a Usual and Customary and Reasonable charge, in accord with the terms of this Plan Document.

BALANCE BILLING

In the event that a claim submitted by a Network or an Out of Network Provider is subject to a medical bill review or medical
chart audit and that some or all of the charges in connection with such claim are repriced because of billing errors and/or
overcharges, it is the Plan’s position that the Covered Person should not be responsible for payment of any charges denied as
a result of the medical bill review or medical chart audit, and should not be balance billed for the difference between the
billed charges and the amount determined to be payable by the Plan Administrator. However, balance billing is legal in many
jurisdictions, and the Plan has no control over Out- of-Network Providers that engage in balance billing practices.

In addition, with respect to services rendered by a Network Provider being paid in accordance with a discounted rate, it is the
Plan’s position that the Participant should not be responsible for the difference between the amount charged by the Network
Provider and the amount determined to be payable by the Plan Administrator and should not be balance billed for such
difference. Again, the Plan has no control over any Network Provider that engages in balance billing practices, except to the
extent that such practices are contrary to the contract governing the relationship between the Plan and the Network Provider.

The Covered Person is responsible for any applicable payment of Coinsurances, Deductibles, and out-of-pocket maximums and
may be billed for any or all of these.
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BENEFIT PLANS - HOW THE PLAN WORKS

Please read Your Schedule of Benefits carefully and make sure You are reviewing the Benefit Plan that You and Your
Dependents are enrolled in. If You have any questions regarding which Benefit Plan You are enrolled in, please contact the
Plan.

Refer to Your Schedule of Benefits for Your specific Benefit Plan provisions including Copayments, Deductible Amounts,
and/or Coinsurance as well as Maximum Out-of- Pocket Amounts.

Copayments or Copay

A Copayment is a small amount of money that is paid each time a particular service is used. Typically, there may be
Copayments on some services and other services will not have any Copayments. Copayments accrue toward the 100%
Maximum Out-of-Pocket payment. Refer to the Schedule of Benefits for Copayment amounts.

Deductibles

A Deductible is an amount of money that is paid once a Calendar Year per Covered Person. It must be paid before any money
is paid by this Plan for any covered services (with a few exceptions). The Deductible is based on the benefit year and each
January 1st, a new Deductible amount is required. The Deductible is in addition to any Hospital admission Deductible or
Hospital outpatient visit Deductible (if and when applicable) as shown in the Schedule of Benefits.

Aggregating Deductible. (HSA Compatible Plans have this Deductible)

If Your Plan has an Aggregating Deductible, You must satisfy the Family "Deductible" or the Family “Maximum Out-of-

Pocket" in full if enrolled in coverage other than individual or Employee only coverage. The Plan doesn’t begin paying for the
health care expenses of anyone in the family until the entire family Deductible has been met. If You have individual coverage,
the Plan doesn’t begin paying for health care expenses until the individual Deductible has been met. Refer to the Schedule of
Benefits for Individual and Family amounts.

Embedded Deductible

If Your Plan has an Embedded Deductible, You can satisfy the Family "Deductible" or the Family “Maximum Out-of-Pocket" by
meeting the individual amount for any one (1) covered family member and then any combination of family members may
satisfy the remaining amount. No more than the individual amount will be credited to the Family amount for any one Covered
Person and no Covered Person will be required to meet more than the individual amount each Benefit Year. Refer to the
Schedule of Benefits for Individual and Family amounts.

Maximum Out-of-Pocket

The annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible and Coinsurance for all
covered services and supplies in a Plan Benefit Year. All amounts paid as Copayment, Deductible and Coinsurance shall count
toward the Maximum Out-of-Pocket. Once the Maximum Out-of-Pocket has been reached, the Covered Person has no further
obligation to pay any amounts as Copayment, Deductible and Coinsurance for covered services and supplies for the remainder
of the Plan BenefitYear.

Charges for the following do not apply to the 100% benefit limit and are never paid at 100%:
v" Cost containment penalties (failure to obtain Medical Precertification of services).
v" Any charges considered as non-covered (e.g., any amounts above the Plan’s Allowable Charges, charges for non-
covered services)

Deductible cannot be met with Non-Covered Charges. Only Covered Charges incurred by the Covered Person while covered by
this Plan can be used to meet the Deductible. What the Plan pays is based on all the terms of this Plan.
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SUMMARY OF COVERED SERVICES AND SUPPLIES

The following Covered Charges are reimbursed based on the Plan’s Allowable Charges for all Plans unless specifically indicated
otherwise and may be subject to the Determination of Medical Necessity and Appropriateness, Plan Deductibles, Coinsurance,
Copayment, or day/visit limitations. Please refer to the Schedule of Benefits for Your Plan for more detailed benefit
information.

All Treatment for a Covered Person’s care is subject to the Benefit Payment maximums/limitations shown in the Schedule of
Benefits.

ABORTION

Charges incurred for an elective abortion and therapeutic abortion when Pregnancy is the result of an act of rape or incest; or
in the case where a woman suffers from a physical disorder, physical Injury, or physical lliness, including a life-endangering
physical Condition caused by or arising from the pregnancy itself, that would, as certified by a Physician, place the woman in
danger of death unless an abortion is performed.

ACUPUNCTURE

Acupuncture services and supplies are covered when: (a) the Acupuncture is performed for anesthetic purposes by a
Practitioner; and

(b) the services are Precertified as being Medically Necessary and Appropriate.

ALLERGY TESTS/TREATMENT
Charges incurred for allergy tests and allergy treatments are considered covered services under this Plan.

AMBULANCE SERVICES
The Plan covers ground and/or air Ambulance services when Medically Necessary and Appropriate. Services require Medical
Precertification in advance by the Plan (except in a medical Emergency). Medical Precertification for a non-Emergency
Ambulance is required.

Medically Necessary and Appropriate charges for transporting You to:
1) Alocal Hospital if needed care and treatment can be provided by a local Hospital,
2) The nearest Hospital where needed care and treatment can be given, if a local Hospital cannot provide such care and
treatment (it must be in connection with an Inpatient confinement), or
3) Transporting a Covered Person to another Inpatient Healthcare Facility.

Air or Water Ambulance
Covered expenses include charges for transportation to a Hospital by air or water Ambulance when:

1) Ground Ambulance transportation is not available; and

2) Your Condition is unstable, and requires medical supervision and rapid transport; and

3) In a medical Emergency, transportation from one Hospital to another Hospital; when the first Hospital does not have
the required services or facilities to treat Your Condition and You need to be transported to another Hospital; and the
two conditions above are met.

Ground Ambulance
Covered expenses include charges for transportation:

1) To the first Hospital where treatment is given in a medical Emergency.

2) From one Hospital to another Hospital in a medical Emergency when the first Hospital does not have the required
services or facilities to treat Your Condition.

3) From Hospital to home or to another Facility when other means of transportation would be considered unsafe due to
Your medical Condition.

4) From home to Hospital for covered Inpatient or outpatient treatment when other means of transportation would be
considered unsafe due to Your medical Condition.

5) When during a covered Inpatient Stay at a Hospital, Skilled Nursing Facility or acute rehabilitation Hospital, an
Ambulance is required to safely and adequately transport You to or from Inpatient or outpatient Medically Necessary
and Appropriate treatment.

Note: The Plan does not pay for chartered air flights, or any other travel or communication expenses of patients, Physicians,
Nurses or family members inside or outside the United States
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AMBULATORY SURGICAL CENTER CHARGES

The Plan covers Ambulatory Surgical Center charges in connection with covered Surgery. Services require Medical
Precertification in advance by the Plan when required.

ANESTHETICS AND OTHER SERVICES AND SUPPLIES

The following anesthetic and other services and supplies are covered:
1) Anesthetics and their administration, hemodialysis, casts, splints, Prosthetic Appliances, surgical dressings and the
initial fitting and purchase of braces, trusses, orthopedic footwear and crutches.
2) The Plan covers Medically Necessary and Appropriate replacements or repairs for braces, orthopedic footwear and
crutches.

AUTISM AND OTHER DEVELOPMENTAL DISABILITIES
Diagnosis and Treatment
The Plan provides coverage for charges for the screening and diagnosis of autism and other Developmental Disabilities. If a
Covered Person’s primary diagnosis is autism or another Developmental Disability, the Plan provides coverage for the
following therapies as prescribed through a treatment plan. These are facilitative services in that they are provided to develop
rather than restore a function. The Therapy Services are subject to the benefit limits set forth below:

1) occupational therapy where occupational therapy refers to treatment to develop a Covered Person’s ability to

perform the ordinary tasks of daily living;
2) physical therapy where physical therapy refers to treatment to develop a Covered Person’s physical function; and
3) speech therapy where speech therapy refers to treatment of a Covered Person’s speech impairment.

Coverage for occupational therapy and physical therapy combined is limited to 30 visits per Calendar Plan Year for the
treatment of Conditions other than autism. Coverage for speech therapy is limited to 30 visits per Calendar Plan Year for the
treatment of Conditions other than autism.

These Therapy Services are covered whether or not the therapies are restorative. The Therapy Services covered under this
provision do not reduce the available therapy visits available under the Therapy Services provision.

If a Covered Person’s primary diagnosis is autism, in addition to coverage for the Therapy Services as described above, the
Plan also covers Medically Necessary and Appropriate behavioral interventions based on the principles of applied behavior
analysis and related structured behavioral programs as prescribed through a treatment plan.

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. The Plan may request additional information if necessary to determine the coverage
under the Plan. The Plan may require the submission of an updated treatment plan once every six months unless the Plan and
the treating Physician agree to more frequent updates.

If a Covered Person:

1) s eligible for early intervention services through the New Jersey Early Intervention System; and

2) has been diagnosed with autism or other Developmental Disability; and

3) receives physical therapy, occupational therapy, speech therapy, applied behavior analysis or related structured behavior
services.

Then the portion of the family cost share attributable to such services is a Covered Charge under this Plan. The Deductible,

Coinsurance or Copayment, as applicable to a non-Specialist Physician visit for treatment of an lliness or Injury, will apply to

the family cost share.

The Therapy Services a Covered Person receives through New Jersey Early Intervention do not reduce the Therapy Services
otherwise available under this Diagnosis and Treatment of Autism and Other Disabilities provision.

BIRTHING CENTER

Covered expenses shall include services, supplies and treatments rendered at a Birthing Center provided the Physician in
charge is acting within the scope of his license and the Birthing Center meets all legal requirements. Services of a midwife
acting within the scope of his license or registration are a covered expense if the state in which such service is performed has
legally recognized midwife delivery. Coverage is provided for prenatal care, delivery, and postpartum care within 48 hours
after a vaginal delivery and 96 hours after a cesarean delivery.
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BLOOD

Unless otherwise provided in the Charges for the Treatment of Hemophilia section below, the Plan covers blood, blood
products, blood transfusions and the cost of testing and processing blood. But the Plan does not pay for blood which has been
donated or replaced on behalf of the Covered Person.

CANCER CLINICAL TRIAL

The Plan covers Practitioner fees, laboratory expenses and expenses associated with Hospitalization, administering of
treatment and evaluation of the Covered Person during the course of treatment or a Condition associated with a complication
of the underlying disease or treatment, which are consistent with usual and customary patterns and standards of care
incurred whenever a Covered Person receives medical care associated with an Approved Cancer Clinical Trial. The Plan will
cover charges for such items and services only if they would be covered for care and treatment in a situation other than an
Approved Cancer Clinical Trial.

The Plan does not cover the cost of Investigational Drugs or devices themselves, the cost of any non-health services that might
be required for a Covered Person to receive the treatment or intervention, or the costs of managing the research, or any costs
which would not be covered under this Plan for treatments that are not Experimental or Investigational.

CARDIAC REHABILITATION
Cardiac rehabilitation as deemed Medically Necessary and Appropriate provided services are rendered
1) Under the supervision of a Physician;
2) In connection with a myocardial infarction, coronary occlusion or coronary bypass Surgery;
3) Initiated within 12 weeks after other treatment for the medical Condition ends; and
4) In a Medical Care Facility as defined by this Plan.

CHARGES FOR THE TREATMENT OF HEMOPHILIA
The Plan covers Medically Necessary and Appropriate home treatment services for bleeding episodes associated with

hemophilia including the purchase of blood products and blood infusion equipment.

The Plan will cover the services of a clinical laboratory at a Hospital with a state-designated outpatient regional care center
regardless of whether the Hospital’s clinical laboratory is a Network Provider if the Covered Person’s Practitioner determines
that the Hospital’s clinical laboratory is necessary because: a) the results of laboratory tests are Medically Necessary and
Appropriate immediately or sooner than the normal return time for the Plan’s network clinical laboratory; or b) accurate test
results need to be determined by closely supervised procedures in venipuncture and laboratory techniques in controlled
environments that cannot be achieved by the Plan’s network clinical laboratory. The Plan will pay the Hospital’s clinical
laboratory for the laboratory services at the same rate the Plan’s would pay a Network clinical laboratory for comparable
services.

CHIROPRACTIC SERVICES/SPINAL MANIPULATION
Chiropractic Services/Spinal Manipulation by a licensed M.D., D.O. or D.C. for Covered Persons age 18 and older only.

CLINICAL TRIAL

The coverage described in this provision applies to Covered Persons who are eligible to participate in an approved Clinical
Trial, Phase I, II, lll and/or IV according to the trial protocol with respect to the treatment of cancer or another life-threatening
Condition. The Plan provides coverage for the Clinical Trial if the Covered Person’s Practitioner is participating in the Clinical
Trial and has concluded that the Covered Person’s participation would be appropriate; or the Covered Person provides
medical and scientific information establishing that his or her participation in the Clinical Trial would be appropriate.

The Plan provides coverage of routine patient costs for items and services furnished in connection with participation in the
Clinical Trial. The level of benefit for Medically Necessary and Appropriate routine care received will correspond to the
network participation status of the Clinical Trial’s Provider(s) and Facility. If out of network benefits for routine care are not
available under the Covered Person’s plan, benefits for routine care within a Clinical Trial from out of Network Providers are
also not available.

The Plan will not deny a qualified Covered Person participation in an approved Clinical Trial with respect to the treatment of
cancer or another life-threatening disease or Condition. The Plan will not deny or limit or impose additional conditions on the
coverage of routine patient costs for items and services furnished in connection with participation in the Clinical Trial. The
Plan will not discriminate against the Covered Person on the basis of the Covered Person’s participation in the Clinical Trial.
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COSMETIC SURGERY

Cosmetic Surgery shall only be a covered expense in the event:

1) A Covered Person receives an Injury because of an accident and as a result requires Surgery. Cosmetic Surgery and
treatment must be for the purpose of restoring the Covered Person to his normal function immediately prior to the
accident;or,

2) Itisrequired to correct a congenital anomaly, for example, a birth defect for a Child.

Mastectomy

The Plan covers reconstructive breast Surgery, Surgery to restore and achieve symmetry between the two breasts and the cost
of prostheses following a mastectomy on one breast or both breasts. The Plan also covers treatment of the physical
complications of mastectomy, including lymphedemas.

Correction of abnormal congenital Conditions and reconstructive mammoplasties will be considered Covered Charges. This
mammoplasty coverage will include reimbursement for:
1) reconstruction of the breast on which a mastectomy has been performed,
2) Surgery and reconstruction of the other breast to produce a symmetrical appearance, and
3) coverage of prostheses and physical complications during all stages of mastectomy, including lymphedemas and post
mastectomy bras, in a manner determined in consultation with Your Physician.

COVERED NEWBORN CHILD
The Plan covers charges for the Child’s routine nursery care while he or she is in the Hospital or a Birthing Center. Charges are
covered up to a maximum of 7 days following the date of birth. This includes:

1) Nursery charges;

2) Charges for routine Practitioner’s examinations and tests; and

3) Charges for routine procedures, such as circumcision.

Subject to all of the terms of this Plan, the Plan covers the care and treatment of a covered newborn Child if he or she is lll,
Injured, premature, or born with a congenital birth defect.

Note: Newborn Children must be enrolled in the Plan within 60 days in order to be covered by the Plan. Please contact Your
Employer to submit an enrollment form to the Plan Administrator.

DENTAL PROSTHETIC APPLIANCES

The Plan covers dental Prosthetic Appliances or devices only when resulting from accidental Injury to teeth within six months
of an accidental Injury. Orthotic Appliances must correct a defect of body form or function. Only the basic device is covered,
and any Medically Necessary and Appropriate special features require Medical Precertification.

DENTAL SERVICES
Injury to or care of mouth, teeth and gums. Charges for Injury to or care of the mouth, teeth, gums and alveolar processes will
be Covered Charges under Medical Benefits only if that care is for the following oral Surgical Procedures:
1) The diagnosis and treatment of oral tumors and cysts; and
2) The surgical removal of bony impacted teeth; and
3) Surgical and non-Surgical treatment of Temporomandibular joint dysfunction syndrome (TMJ) in a Covered Person.
But, this Plan does not cover charges for orthodontia, crowns or bridgework. "Surgery", if needed, includes the
preoperative and post- operative care connected with it.

This Plan also covers charges for the treatment of Injury to sound natural teeth or the jaw that are Incurred within 12 months
after the accident. But, this is only if the Injury was not caused, directly or indirectly, by biting or chewing and all treatment is
finished within 6 months of the later of:

1) the date of the Injury; or

2) the Effective Date of the Covered Person’s coverage under this Plan.
Treatment includes replacing sound natural teeth lost due to Injury. But, it does not include orthodontic treatment.

For a Covered Person who is severely disabled or who is a Child Dependent under age six, coverage shall also be provided for
the following:
1) General anesthesia and Hospital Admission for dental services; or
2) Dental services rendered by a Dentist, regardless of where the dental services are rendered, for medical Conditions
that:
a) Are covered by this Plan; and
b) require a Hospital Admission for general anesthesia
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This coverage shall be subject to the same Medical Management Review and rules imposed upon all Inpatient Stays.

No charge will be covered under Medical Benefits for dental and oral Surgical Procedures involving orthodontic care of the
teeth, periodontal disease, preparing the mouth for the fitting of or continued use of dentures, crowns and/or routine dental
care with the exception of dental bridge work when the services are required for the management of a congenital anomaly.

DIABETIC SERVICES, SUPPLIES AND TRAINING
Charges for the treatment of diabetes must be recommended or prescribed by a Physician, Nurse Practitioner or Clinical Nurse
in order to be considered as Covered Charges under this Plan. The following equipment and supplies are Covered Charges
when recommended or prescribed by a Physician, Nurse Practitioner or Clinical Nurse:

1) blood glucose monitors;

2) blood glucose monitors for the legally blind;

3) cartridges for the legally blind;

4) injection aids;

5) insulin;

6) insulin infusion devices;

7) insulin pumps and necessary accessories;

8) lancets;

9) needles and syringes;

10) oral agents for controlling blood sugar levels;

11) test strips for glucose monitors; and

12) visual reading and urine testing strips.

The following services and training are eligible charges:
1) routine diabetes foot care;
2) self-management education which is provided by a health care professional recognized as a Certified Diabetes
Educator, a Registered Dietician or a state licensed Pharmacist; and
3) nutritional counseling.

Note: Benefits for self-management and nutritional counseling and education will be provided for any of the following
three (3) reasons:
1) when diabetes is diagnosed;
2) when a change in self-management occurs through a significant change in a Covered Person’s Conditions or
symptoms; or
3) re-education is required.

Some supplies may be available at In-Network Pharmacies through the Prescription Plan (if You have Prescription coverage) or
may be available through an In-Network DME Provider through the DME benefit.

DIALYSIS CENTER CHARGES
The Plan covers charges made by a dialysis center for covered dialysis services. These services and supplies must be
Precertified by the Plan.

DIGITAL TOMOSYNTHESIS CHARGES
The Plan covers charges for digital tomosynthesis to detect or screen for breast cancer and for diagnostic purposes as follows:
1) When used for detection and screening for breast cancer in a Covered Person age 40 years and older, the Plan covers
charges for digital tomosysthesis as Preventive Care which means they are covered without application of any
Copayment, Deductible or coinsurance.
2) When used for diagnostic purposes for a Covered Person of any age, the Plan covers charges for digital
tomosynthesis as a diagnostic service subject to the applicable Copayment, Deductible and coinsurance.

DONATED HUMAN BREAST MILK
Donated human breast milk will be covered based on Medical Necessity and Appropriateness for those applicable recipients.
Breast milk donation is not covered by the Plan. A US federal government certified Human Breast Milk bank must be utilized.

The Plan covers pasteurized donated human breast milk for Covered Persons under the age of six months subject to the
following conditions:
a) The Covered Person is medically or physically unable to receive maternal breast milk or participate in breast feeding, or
the Covered Person’s mother is medically or physically unable to produce breast milk in sufficient quantities or participate
in breast feeding despite optimal lactation support; and
b) The Covered Person ’s Practitioner issued an order for the donated human breast milk.
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The Plan also covers pasteurized donated human breast milk as ordered by the Covered Person’s Practitioner for Covered
Persons under the age of six months if the Covered Person meets any of the following conditions:
a) A body weight below healthy levels determined by the Covered Person’s Practitioner;
b) A congenital or acquired Condition that places the Covered Person at a high risk for development of necrotizing
enterocolitis; or
c) A congenital or acquired Condition that may benefit from the use of donor breast milk as determined by the New
Jersey Department of Health.
As used in this provision, pasteurized donated human breast milk means milk obtained from a human milk bank that meets
the quality guidelines established by the New Jersey Department of Health. If there is no supply of human breast milk that
meets such guidelines there will be no coverage under this provision.
The pasteurized donated human breast milk may include human milk fortifiers if indicated by the Covered Person’s
Practitioner.

DURABLE MEDICAL EQUIPMENT (DME)
The Plan includes the expense of renting or buying DME and accessories. You need to obtain the item from an In-Network
DME supplier. Your Plan will cover either buying or renting the item, depending on which is more cost efficient. If You
purchase DME, that purchase is only eligible for coverage if You need it for long-term use.
Coverage includes:
1) One item of DME for the same or similar purpose.
2) Repairing DME due to normal wear and tear. It does not cover repairs needed because of misuse or abuse.
3) A new DME item You need because Your physical Condition has changed. It also covers buying a new DME item to
replace one that was damaged due to normal wear and tear, if it would be cheaper than repairing it or renting a
similar item.

EMERGENCY AND URGENT CARE SERVICES

Do not delay getting medical care in the event of an Emergency. If a Hospital admission and/or Surgery is required due to a
life- threatening lliness or Injury, get the immediate care You need. Then, You or Your Physician must call the phone number
listed on the back of Your ID card within 48 hours, or as soon as possible after the admission occurs. In addition, You or Your
doctor must request a continued Stay review for any Emergency Admission.

Charges for services and supplies for the treatment of an Emergency Medical Condition or an Urgent Condition.

As always, You can get emergency care from Network Providers. However, You can also get emergency care from Out-of-
Network Providers.

Your coverage for Emergency Services and urgent care from Out-of-Network Providers ends when Aetna and the attending
Physician determine that You are medically able to travel or to be transported to a Network Provider if You need more care.

As it applies to In-Network coverage, You are covered for follow-up care only when Your Physician or PCP provides or
coordinates it. If You use an Out-of-Network Provider to receive follow up care, You are subject to a higher out-of-pocket
expense.

Coverage for Emergency and Urgent Care includes coverage of trauma services at any designated level | or Il trauma center as
Medically Necessary and Appropriate, which shall be continued at least until, in the judgment of the attending Physician, the
Covered Person is medically stable, no longer requires critical care, and can be safely transferred to another Facility. The Plan
also provides coverage for a medical screening examination provided upon a Covered Person’s arrival in a Hospital, as
required to be performed by the Hospital in accordance with Federal law, but only as necessary to determine whether an
Emergency Medical Condition exists.

IN CASE OF A MEDICAL EMERGENCY

When You experience an Emergency Medical Condition, You should go to the nearest emergency room. You can also dial 911
or Your local emergency response service for medical and Ambulance assistance. If possible, call Your Physician or PCP but
only if a delay will not harm Your health.

Non-emergency Condition

If You go to an emergency room for what is not an Emergency Medical Condition, the Plan may not cover Your expenses. See
the schedule of benefits and the exclusion- Emergency Services and urgent care and Medical Precertification benefit reduction
sections for specific Plan details.

IN CASE OF AN URGENT CONDITION
Urgent Condition
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If You need care for an Urgent Condition, You should first seek care through Your Physician or PCP. If Your Physician or PCP is
not reasonably available to provide services, You may access urgent care from an Urgent Care Facility.

Non-urgent care
If You go to an Urgent Care Facility for what is not an Urgent Condition, the Plan may not cover Your expenses.

Care Not Available Within the Network
The Plan has a special feature for those rare instances in which You need care that is not available within the Network. This
feature permits You to get specialized care for certain procedures from Out-of-Network Providers and receive the network
level of benefits. Any Physician charges provided during an Inpatient/outpatient Stay must be Medically Necessary and
Appropriate as determined by the Plan.

Elective care will be reimbursed at the Out-of-Network level, if You have Out-of-Network benefits. You should always try to
find an In- Network Provider for these services to lessen Your out of pocket expenses.

You must obtain Medical Precertification from the Plan prior to receiving services and treatment in order to receive the In-
Network level of benefits through this special feature. This doesn’t apply to Substance Use Disorders for the first 180 days
of network treatment per Plan Year. The prospective determination of Medically Necessity and Appropriateness is made by
the Covered Person's Physician for the first 180 days of network treatment.

FERTILITY SERVICES

Fertility Services, Subject to Medical Precertification, are covered for procedures and Prescription Drugs to enhance fertility,
except where specifically excluded in this Plan. The Plan covers charges for: artificial insemination; and standard dosages,
lengths of treatment and cycles of therapy of Prescription Drugs used to stimulate ovulation for artificial insemination or for
unassisted conception. The Prescription Drugs noted in this section are subject to the terms and conditions of the Prescription
Drugs section of this Plan.

Exclusions
Services or supplies furnished in connection with any procedures to enhance fertility which involve harvesting, storage and/or
manipulation of eggs and sperm. This includes, but is not limited to the following:
See also the separate Exclusion addressing sterilization reversal.
a) Injectable Infertility medication, including but not limited to menotropins, hCG, and GnRH agonists.
b) All charges associated with:
eSurrogacy for You or the Surrogate. A Surrogate is a female carrying her own genetically related Child where the
Child is conceived with the intention of turning the Child over to be raised by others, including the biological
father.

eCryopreservation (freezing) of eggs, embryos or sperm.

e Storage of eggs, embryos, or sperm.

e Thawing of cryopreserved (frozen) eggs, embryos or sperm.

eThe care of the donor in a donor egg cycle. This includes, but is not limited to, any payments to the donor,
donor screening fees, fees for lab tests, and any charges associated with care of the donor required for
donor egg retrievals or transfers.

e The use of a Gestational Carrier for the female acting as the gestational carrier. A Gestational Carrier is a female
carrying an embryo to which she is not genetically related.

¢ Obtaining sperm from a person not covered under this Plan.

d Home ovulation prediction kits or home pregnancy tests.

d The purchase of donor embryos, donor oocytes, or donor sperm.

e) Reversal of voluntary sterilizations, including follow-up care.

f) In vitro fertilization (IVF), Zygote intrafallopian transfer (ZIFT), Gamete intrafallopian transfer (GIFT),
Cryopreserved embryo transfers and any related services, products or procedures (such as Intracytoplasmic
sperm injection (ICSI) or ovum microsurgery).

g) Prescription Drugs not eligible under the Prescription Drugs section of the Plan

HEARING AIDS

The Plan covers charges for Medically Necessary and Appropriate services incurred in the purchase of a hearing aid for a
Covered Person age 15 or Younger. Benefits provided are a for each hearing-impaired ear. Coverage for all other Medically
Necessary and Appropriate services incurred in the purchase of a hearing aid is unlimited. Such Medically Necessary and
Appropriate services include fittings, examinations, hearing tests, dispensing fees, modifications and repairs, ear molds and
headbands for bone-anchored hearing implants. The hearing aid must be recommended or prescribed by a licensed Physician
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or audiologist.

The Deductible, Coinsurance or Copayment applicable to Durable Medical Equipment will apply to the purchase of a hearing
aid. The Deductible, Coinsurance or Copayment as applicable to a non-Specialist Physician visit for treatment of an Iliness or
Injury will apply to the Medically Necessary and Appropriate services incurred in the purchase of a hearing aid.

HOME HEALTH CARE CHARGES
Charges for Home Health Care provided by a Home Health Care Agency in the home, but only when all of the following criteria
are met:

1)  You are homebound.

2) Your Physician orders them and it's Medically Necessary and Appropriate services or supplies,

3) The services take the place of Your needing to stay in a Hospital or a Skilled Nursing Facility or needing to receive the
same services outside Your home.

4) The services are a part of a Home Health Care Plan.

5) The services are Skilled Nursing Services, nutrition services, home health aide services or medical social services, or are
short-term speech, physical or occupational therapy.

6) The supplies are medical appliances and equipment, drugs and medications, laboratory services and special meals to the
extent such items and services would have been covered under this Plan if the Covered Person had been in a Hospital;
and

7) any Diagnostic or therapeutic service, including surgical services performed in a Hospital Outpatient department, a
Practitioner's office or any other licensed health care Facility, provided such service would have been covered under the
Plan if performed as Inpatient Hospital services.

8) If You are discharged from a Hospital or Skilled Nursing Facility after a Stay, the intermittent requirement may be waived
to allow coverage for continuous Skilled Nursing Services. See the schedule of benefits for more information on the
intermittent requirement.

9) Home health aide services are provided under the supervision of a registered nurse.

10) Physician or social worker.

Short-term physical, speech and occupational therapy provided in the home are subject to the conditions and limitations
imposed on therapy provided outside the home.

Home healthcare services do not include Custodial Care.

Any visit by a member of a Home Health Care team on any day shall be considered as one Home Health Care visit. Benefits for
Home Health Care are provided for no more than 60 visits per Benefit Plan Year.

A penalty of 50% of the Plan’s Allowable Charges to a maximum of $10,000 will be applied if Medical Precertification is not
obtained, provided that benefits would otherwise be payable under this Plan.

Payment is subject to all of the terms of this Plan and to the following conditions:

a) The Covered Person's Practitioner must certify that Home Health Care is needed in place of Inpatient care in a
recognized Facility. Home Health Care is covered only in situations where continuing hospitalization or
confinement in a Skilled Nursing Facility or Rehabilitation Center would otherwise have been required if Home
Health Care were not provided.

b) The services and supplies must be:

1) ordered by the Covered Person's Practitioner;
2) included in the Home Health Care Plan: and

3) furnished by, or coordinated by, a Home Health Agency according to the written Home Health Care Plan.
The services and supplies must be furnished by recognized health care professionals on a part-time or
intermittent basis, except when full-time or 24-hour service is needed on a short-term (no more than three-day)
basis.
c¢) The Home Health Care Plan must be set up in writing by the Covered Person's Practitioner within 14 days after
home health care starts. And it must be reviewed by the Covered Person's Practitioner at least once every 60
days.
d) The Plan does not cover:
1) services provided by an Out-of-Network Provider
2) services furnished to family members, other than the patient; or
3) services and supplies not included in the Home Health Care Plan.
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4) charges by a Nurse for Medically Necessary and Appropriate Private Duty Nursing care, unless it is Precertified
as part of a Home Health Care Plan, coordinated by a Home Health Care Agency and covered under Home
Health Care charges.

Note: The Plan is not required to provide home health benefits if it determines that the treatment setting is not appropriate, or
when a more cost-effective setting in which to provide Medically Necessary and Appropriate care is available.

HOSPICE CARE
Charges inpatient and outpatient Hospice Care when given as part of a Hospice Care Plan. The types of Hospice Care Services
that are eligible for coverage include:

1) Room and Board

2) Services and supplies furnished to You on an inpatient or outpatient basis

3) Services by a Hospice Care Agency or Hospice Care provided in a Hospital

4) Bereavement counseling

5) Respite care

Hospice Care Services provided by the Providers below may be covered, even if the Providers are not an employee of the
Hospice Care Agency responsible for Your care:
1) A Physician for consultation or case management
2) A physical or occupational therapist
3) A HomeHealth Care Agency for:
e  Physical and occupational therapy
e  Medical supplies
e Qutpatient Prescription Drugs
e  Psychological counseling
e Dietary counseling

HOSPITAL SERVICES
Charges for inpatient and outpatient Hospital care.

The types of Hospital care services that are eligible for coverage include:
1)  Room and Board charge up to the Hospital’s Semi-Private Room Rate. Your plan will cover the extra expense of a
private room when appropriate because of Your medical Condition.
2)  Services of Physicians employed by the Hospital.
3)  Operating and recoveryrooms.
4) Intensive or special care units of a Hospital.
5)  Administration of blood and blood derivatives, but not the expense of the blood or blood product.
6) Radiation therapy.
7)  Cognitive rehabilitation.
8)  Speech therapy, physical therapy and occupationaltherapy.
9)  Oxygen and oxygentherapy.

10) Radiological services, laboratory testing and Diagnostic Services.

11) Medications.

12) Intravenous (IV) preparations.

13) Discharge planning.

14) Services and supplies provided by the outpatient department of a Hospital.

Except as stated below, the Plan covers charges for Inpatient care for:

1) a minimum of 72 hours following a modified radical mastectomy; and

2) aminimum of 48 hours following a simple mastectomy.
Exception: The minimum 72 or 48 hours, as appropriate, of Inpatient care will not be covered if the Covered Person, in
consultation with the Practitioner, determines that a shorter length of Stay is Medically Necessary and Appropriate.

INHERITED METABOLIC DISEASE

The Plan covers charges incurred for the therapeutic treatment of inherited metabolic diseases, including the purchase of
medical foods and low protein modified food products as determined to be Medically Necessary and Appropriate by the
Covered Person’s Physician.

LABORATORY TESTS AND X-RAYS
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X-rays and laboratory tests that are Medically Necessary and Appropriate to treat an Iliness or Injury are covered by the Plan.
However, the Plan does not pay for X-rays and tests performed as part of a routine physical checkup, unless specifically listed
in the PREVENTIVE CARE SERVICES FOR ADULTS AND CHILDREN section. The Plan covers costs for services including Magnetic
Resonance Imaging (MRI) and CAT scans, but not dental x-rays unless related to covered services.

Note: Medical Precertification may be required on imaging. You can access the full list of services that require Medical
Precertification on the Plan’s website at www.membershealthplannj.com.

MAMMOGRAMS
The Plan covers charges for:
1) Baseline mammography between 35 and 39 years of age
2) Annual Mammography and cytologic screening (annual exams age 40 and over)
3) More frequent Mammography if recommended by Your Physician
4) Includes two-dimensional and three-dimensional mammography
5) A mammogram at the ages and intervals the Covered Person’s Practitioner deems to be Medically Necessary and
Appropriate with respect to a Covered Person who is less than 40 years of age and has a family history of breast
cancer or other breast risk factors.

In addition, if the Conditions listed below are satisfied after a Baseline mammogram, the Plan will cover charges for:
1) anultrasound evaluation;
2) a magnetic resonance imaging scan;
3) athree-dimensional mammography; and
4) other additional testing of the breasts.

The above additional charges will be covered if one of following Conditions are satisfied.

1) The mammogram demonstrates extremely dense breast tissue;

2) The mammogram is abnormal within any degree of breast density including not dense, moderately dense,
heterogeneously dense, or extremely dense breast tissue; or

3) If the Covered Person has additional risk factors of breast cancer including but not limited to family history of breast
cancer, prior personal history of breast cancer, positive genetic testing, extremely dense breast tissue based on the
Breast Imaging Reporting and Data System established by the American College of Radiology or other indications as
determined by the Covered Person’s Practitioner.

Please note that mammograms and the additional testing described above when warranted as described above, are included
under the Preventive Care provision.

See also the following benefit for Digital Tomosynthesis.

MENTAL HEALTH CONDITIONS AND SUBSTANCE USE DISORDERS

The Plan covers the following Mental Health Conditions and Substance Use Disorders services. To receive the In-Network level
of benefits, services must be provided by an In-Network Physician at the Provider’s office or at an In-Network Facility.
Bereavement Counseling (including Hospice bereavement) is covered as an outpatient office visit.

Mental Health Condition Treatment
Covered Charges include the treatment of Mental Health Conditions provided by a Hospital, Psychiatric Hospital, Residential
Treatment Facility, Physician or Behavioral Health Provider as follows:
e Inpatient Room and Board at the Semi-Private Room Rate, and other services and supplies related to Your Condition that
are provided during Your Stay in a Hospital, Psychiatric Hospital, or Residential Treatment Facility. Court ordered
admissions are not covered.

e OQutpatient treatment received while not confined as an Inpatient in a Hospital, Psychiatric Hospital or Residential
Treatment Facility, including:
— Office visits to a Physician or Behavioral Health Provider such as a Psychiatrist, psychologist, social worker, or
licensed professional counselor (includes Telemedicine consultation)
— Individual, group and family therapies for the treatment of Mental Health Conditions

— Other outpatient Mental Health Conditions treatment such as:
o Partial Hospitalization treatment provided in a Facility or program for Mental Health Conditions

treatment provided under the direction of a Physician
o Intensive Outpatient Program provided in a Facility or program for Mental Health Conditions treatment

33


http://www.membershealthplannj.com/

provided under the direction of a Physician
o Skilled behavioral health services provided in the home, but only when all of the following criteria are
met:
=  You are homebound
=  Your Physician orders them
= The services take the place of a Stay in a Hospital or a Residential Treatment Facility, or you
are unable to receive the same services outside Your home
=  The skilled behavioral health care is appropriate for the active treatment of a Condition,
Iliness or disease to avoid placing you at risk for serious complications
Electro-convulsive therapy (ECT)
Transcranial magnetic stimulation (TMS)
Psychological testing
Neuropsychological testing
23-hour observation
Peer counseling support by a peer support Specialist
= A peer support Specialist serves as a role model, mentor, coach, and advocate. They must be
certified by the state where the services are provided, or a private certifying organization
recognized by us. Peer support must be supervised by a Behavioral Health Provider.

O O O O O O

Substance Use Disorders treatment
Covered Charges include the treatment of Substance Use Disorders provided by a Hospital, Psychiatric Hospital, Residential
Treatment Facility, Physician or Behavioral Health Provider as follows:

Inpatient Room and Board, at the Semi-Private Room Rate and other services and supplies that are provided during Your
Stay in a Hospital, Psychiatric Hospital or Residential Treatment Facility. Treatment of Substance Use Disorders in a
general medical Hospital is only covered if you are admitted to the Hospital’s separate Substance Use Disorders or unit,
unless you are admitted for the treatment of medical complications of Substance Use Disorders. Court ordered
chemical dependency admissions are not covered.

As used here, “medical complications” include, but are not limited to, electrolyte imbalances, malnutrition, cirrhosis of
the liver, delirium tremens and hepatitis.

Outpatient treatment received while not confined as an inpatient in a Hospital, Psychiatric Hospital or Residential
Treatment Facility, including:
— Office visits to a Physician or Behavioral Health Provider such as a Psychiatrist, psychologist, social worker, or
licensed professional counselor (includes Telemedicine consultation)
— Individual, group and family therapies for the treatment of Substance Use Disorders
—  Other outpatient Substance Use Disorders treatment such as:
o Outpatient Detoxification
o Partial Hospitalization treatment provided in a Facility or program for treatment of Substance Use
Disorders provided under the direction of a Physician
o Intensive Outpatient Program provided in a Facility or program for treatment of Substance Use Disorders
provided under the direction of a Physician
o Ambulatory Detoxification which are outpatient services that monitor withdrawal from alcohol or other
Substance Use Disorders, including administration of medications
o Treatment of withdrawal symptoms
23-hour observation
o Peer counseling support by a peer support Specialist
= A peer support Specialist serves as a role model, mentor, coach, and advocate. They must be
certified by the state where the services are provided, or a private certifying organization
recognized by us. Peer support must be supervised by a Behavioral Health Provider.

(@)

The Plan provides benefits for the treatment of Substance Use Disorders at Network Facilities subject to the following:

the prospective Determination of Medically Necessary and Appropriateness is made by the Covered Person’s
Practitioner for the first 180 days of treatment during each Plan Year and for the balance of the Plan Year the
Determination of Medically Necessary and Appropriateness is made by the Plan;
Medical Precertification is not required for the first 180 days of Inpatient and/or outpatient treatment during each
Plan Year but may be required for Inpatient treatment for the balance of the Plan Year;
Concurrent and retrospective review are not required for the first 28 days of Inpatient treatment during each Plan
Year, but concurrent and retrospective review may be required for the balance of the Plan Year;
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e Retrospective review is not required for the first 28 days of intensive outpatient and Partial Hospitalization services
during each Plan Year, but retrospective review may be required for the balance of the Plan Year;

e  Retrospective review is not required for the first 180 days of outpatient treatment including outpatient Prescription
Drugs, during each Plan Year but retrospective review may be required for the balance of the Plan Year; and

e If no In-Network Facility is available to provide Inpatient services, the Plan shall approve an In-Network exception and
provide benefits for Inpatient services at an Out-of-Network Facility.

The first 180 days per Plan Year assumes 180 Inpatient days whether consecutive or intermittent. Extended outpatient
services such as Partial Hospitalization and intensive outpatient are counted as Inpatient days. Any unused Inpatient days
may be exchanged for two outpatient visits.

Inpatient or day treatment may be furnished by any licensed, certified or State approved Facility, including but not limited

to:

e aHospital

e a Detoxification Facility licensed under New Jersey P.L. 1975, Chapter 305;

e a licensed, certified or state approved Residential Treatment Facility under a program which meets the minimum
standards of care of The Joint Commission;

e a Mental Health Conditions Facility;

e aSubstance Use Disorders Facility; or

e acombination Mental Health Conditions Facility and Substance Use Disorders Facility.

NUTRITIONAL COUNSELING

Subject to Precertification, the Plan covers charges for nutritional counseling for the management of disease entities which
have a specific diagnostic criteria that can be verified. The nutritional counseling must be prescribed by a Practitioner, and
provided by a Practitioner.

ORALLY ADMINISTERED ANTI-CANCER PRESCRIPTION DRUGS

As used in this provision, Orally Administered Anti-Cancer Prescription Drugs means Prescription Drugs that are used to slow
or kill the growth of cancerous cells and are administered orally. Such anti-cancer Prescription Drugs does not include those
that are prescribed to maintain red or white cell counts, those that treat nausea or those that are prescribed to support the
anti-cancer Prescription Drugs. Any such Prescription Drugs are covered under the Prescription Drugs provision of the Plan.

The Plan covers Orally Administered Anti-Cancer Prescription Drugs that are Medically Necessary and Appropriate as Network
Services and supplies if the Covered Person is receiving care and treatment from a Network Practitioner who writes the
Prescription for such Prescription Drugs. The Plan covers Orally Administered Anti-Cancer Prescription Drugs that are
Medically Necessary and Appropriate as Out-of-Network Services and Supplies if the Covered Person is receiving care and
treatment from an Out-of-Network Practitioner who writes the Prescription for such Prescription Drugs.

Anti-cancer Prescription Drugs are covered subject to the terms of the Prescription Drugs provision of the Plan as stated
above. The Covered Person must pay the Deductible and/or Coinsurance required for Prescription Drugs. Using the receipt
from the Pharmacy, the Covered Person may then submit a claim for the anti-cancer Prescription Drug under this Orally
Administered Anti-Cancer Prescription Drugs provision of the Plan. Upon receipt of such a claim the Plan will compare the
coverage for the orally-administered anti-cancer Prescription Drugs as covered under the Prescription Drugs provision to the
coverage the Plan would have provided if the Covered Person had received intravenously administered or injected anti-cancer
medications (from the Network or Out-of-Network Practitioner, as applicable) to determine which is more favorable to the
Covered Person in terms of Copayment, Deductible and/or Coinsurance. If the Plan provides different Copayment, Deductible
or Coinsurance for different places of service, the comparison shall be to the location for which the Copayment Deductible
and Coinsurance is more favorable to the Covered Person. If a Covered Person paid a Deductible and/or Coinsurance under
the Prescription Drug provision that exceeds the Copayment, Deductible and/or Coinsurance that would have applied for
intravenously administered or injected anti-cancer medications the Covered Person will be reimbursed for the difference.

ORTHOTIC APPLIANCE (see “Durable Medical Equipment”).

OSTOMY SUPPLIES
The following equipment and supplies are Covered Charges when recommended or prescribed by a Physician, Nurse
Practitioner or Clinical Nurse:

- Pouch - Adhesives/Removers - Dressings - Appliance Cleaners

- Ostomy Belts - Skin Barriers/Wafers - Irrigators - Closures
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PHYSICIAN SERVICES
Covered expenses shall include:
1) Charges made by a Physician during a visit to treat lliness or Injury. The visit may be at the Physician’s office, in Your
home, or in a Hospital or other Facility during Your Stay or in an outpatient Facility.
2) Surgical treatment.
3) Surgical assistance provided by a Physician if it is determined that the Condition of the Covered Person or the type of
Surgical Procedure requires such assistance.
4) Furnishing or administering anesthetics, other than local infiltration anesthesia, by other than the surgeon or his
assistant.
5) Consultations requested by the attending Physician during a Hospital confinement. Consultations do not include staff
consultations that are required by a Hospital's rules and regulations.
6) Radiologist or pathologist services for interpretation of x-rays and laboratory tests necessary for diagnosis and
treatment.
7) Radiologist or pathologist services for diagnosis or treatment, including Radiation Therapy and Chemotherapy.
8) Allergy testing consisting of percutaneous, intracutaneous and patch tests and allergy injections.

PRACTITIONER’S CHARGES FOR NON-SURGICAL CARE AND TREATMENT
The Plan covers Practitioner’s charges for the Medically Necessary and Appropriate non-surgical care and treatment of an
Iliness or Injury.

PRACTITIONER’S CHARGES FOR SURGERY

The Plan covers Practitioner’s charges for Medically Necessary and Appropriate Surgery.

The Plan does not pay for Cosmetic Surgery unless it is required as a result of an Iliness or Injury or to correct a functional
defect resulting from a congenital abnormality or developmental anomaly.

PREGNANCY BENEFITS

Group Health Plans generally may not, under Federal law, restrict benefits for any Hospital length of Stay in connection with
Childbirth for the mother or newborn Child to less than 48 hours following a vaginal delivery, or less than 96 hours following a
cesarean section. However, Federal law generally does not prohibit the mother's or newborn's attending Provider, after
consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In
any case, Plans and issuers may not, under Federal law, require that a Provider obtain Medical Precertification from the Plan
or the issuer for prescribing a length of Stay not in excess of 48 hours (or 96 hours).

PRESCRIPTIONS
Prescription Drugs when provided as part of a covered Inpatient admission are covered.

See Prescription Drug Section of this document for more information on Your Prescription Drug Card Program.
PREVENTIVE CARE SERVICES FOR ADULTS AND CHILDREN

This section describes the covered services and supplies available under Your plan when You are well. You will see references
to the following recommendations and guidelines in this section:

¢ Advisory Committee on Immunization Practices of the Centers for Disease Control and Prevention

« United States Preventive Services Task Force

« Health Resources and Services Administration

e American Academy of Pediatrics/Bright Futures/Health Resources and Services Administration guidelines for Children
and adolescents

These recommendations and guidelines may be updated periodically. When these are updated, they will be applied to this
Plan. The updates will be effective on the first day of the Calendar Year, one year after the updated recommendation or

guideline is issued.

Diagnostic testing will not be covered under the preventive care benefit. For those tests, You will pay the cost sharing specific
to Covered Charges for diagnostic testing.

Gender- specific preventive care benefits include Covered Charges described below regardless of the sex You were assigned at
birth, Your gender identity, or Your recorded gender.
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To learn what frequency and age limits apply to routine physical exams and routine cancer screenings, contact Your Physician
or contact the Plan at www.membershealthplannj.com or at the phone number listed on the back of Your ID card. This
information can also be found at the www.HealthCare.gov website.

Routine physical exams
Covered services include office visits to Your Physician, PCP or other Health Professional for routine physical exams. This
includes routine vision and hearing screenings given as part of the exam. A routine exam is a medical exam given by a
Physician for a reason other than to diagnose or treat a suspected or identified lliness or injury, and also includes:
e Evidence-based items that have in effect a rating of A or B in the current recommendations of the United States
Preventive Services Task Force.
Services as recommended in the American Academy of Pediatrics/Bright Futures/Health Resources and Services
Administration guidelines for Children and adolescents.
e Screenings and counseling services as provided for in the comprehensive guidelines recommended by the Health
Resources and Services Administration. These services may include but are not limited to:
- Screening and counseling services on topics such as:
e Interpersonal and domestic violence
e Sexually transmitted diseases
e Human Immune Deficiency Virus (HIV) infections
- Screening for gestational diabetes for women
- High risk Human Papillomavirus (HPV) DNA testing for women 30 and older
« Radiological services, lab and other tests given in connection with the exam.
« For covered newborns, an initial Hospital checkup.

Preventive care immunizations
Covered services include immunizations for infectious diseases recommended by the Advisory Committee on Immunization
Practices of the Centers for Disease Control and Prevention.

Your plan does not cover immunizations that are not considered preventive care, such as those required due to Your
employment or travel.

Well woman preventive visits
Covered services include Your routine:

« Well woman preventive exam office visit to Your Physician, PCP, obstetrician (OB), gynecologist (GYN) or OB/GYN. This
includes pap smears and routine chlamydia screening tests. Your plan covers the exams recommended by the Health
Resources and Services Administration. A routine well woman preventive exam is a medical exam given for a reason
other than to diagnose or treat a suspected or identified Iliness or Injury.

« Preventive care breast cancer (BRCA) gene blood testing by a Physician and lab.

e Preventive breast cancer genetic counseling provided by a genetic counselor to interpret the test results and evaluate
treatment.

Preventive screening and counseling services

Covered services include screening and counseling by Your Health Professional for some Conditions. These are obesity, misuse
of alcohol and/or drugs, use of tobacco products, sexually transmitted infection counseling and genetic risk counseling for
breast and ovarian cancer. Your plan will cover the services You get in an individual or group setting. Here is more detail about
those benefits.

1) Obesity and/or healthy diet counseling
Covered services include the following screening and counseling services to aid in weight reduction due to obesity:
a) Preventive counseling visits and/or risk factor reduction intervention
b) Nutritional counseling
¢) Healthy diet counseling visits provided in connection with Hyperlipidemia (high cholesterol) and other known
risk factors for cardiovascular and diet-related chronic disease

2) Misuse of alcohol and/or drugs
Covered services include the following screening and counseling services to help prevent or reduce the use of an alcohol
agent or controlled substance:
a) Preventive counseling visits
b) Risk factor reduction intervention
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3)

4)

5)

c¢) Astructured assessment

Use of tobacco products
Covered services include the following screening and counseling services to help You to stop the use of tobacco
products:
a) Preventive counseling visits
b) Treatment visits
c) Class visits
d) Tobacco cessation Prescription and over-the-counter drugs
i. Covered Charges include FDA- approved Prescription Drugs and over-the-counter (OTC) drugs to help
stop the use of tobacco products, when prescribed by a Prescriber and the Prescription is submitted to
the pharmacist for processing.
Tobacco product means a substance containing tobacco or nicotine such as:
a) Cigarettes

b) Cigars
c) Smoking tobacco
d) Snuff

e) Smokeless tobacco
f)  Candy-like products that contain tobacco

Sexually transmitted infection counseling
Covered services include the counseling services to help You prevent or reduce sexually transmitted infections.

Genetic risk counseling for breast and ovarian cancer
Covered services include counseling and evaluation services to help You assess whether or not You are at increased risk
for breast and ovarian cancer.

Routine cancer screenings
Covered services include the following routine cancer screenings:

1)
2)
3)
4)
5)
6)
7)

8)

Mammograms

Prostate specific antigen (PSA) tests

Digital rectal exams

Fecal occult blood tests

Sigmoidoscopies

Double contrast barium enemas (DCBE)

Colonoscopies which includes removal of polyps performed during a screening procedure, and a pathology exam on any
removed polyps

Lung cancer screenings

These benefits will be subject to any age, family history and frequency guidelines that are:

e Evidence-based items or services that have in effect a rating of A or B in the recommendations of the United States
Preventive Services Task Force

e Evidence-informed items or services provided in the comprehensive guidelines supported by the Health Resources
and Services Administration

If You need a routine gynecological exam performed as part of a cancer screening, You may go directly to a Network Provider
who is an OB, GYN or OB/GYN.

Prenatal care
Covered services include Your routine prenatal physical exams as Preventive Care, which is the initial and subsequent history
and physical exam such as:

e Maternal weight

e Blood pressure

e  Fetal heart rate check
e Fundal height

You can get this care at Your Physician's, PCP’s, OB's, GYN's, or OB/GYN'’s office.
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Important note:

You should review the benefit under Coverage for Maternity Hospital Stay and Well Newborn Care and
the exclusions sections of this booklet for more information on coverage for pregnancy expenses under
this plan.

Comprehensive lactation support and counseling services

Covered services include comprehensive lactation support (assistance and training in breast feeding) and counseling services
during pregnancy or at any time following delivery for breast feeding. Your plan will cover this when You get it in an individual
or group setting. Your plan will cover this counseling only when You get it from a certified lactation support Provider.

Breast feeding Durable Medical Equipment
Covered services and supplies include renting or buying Durable Medical Equipment You need to pump and store breast milk
as follows:

e Breast pump
Covered services include:
o Renting a Hospital grade electric pump while Your newborn Child is confined in a Hospital.
o The buying of:
=  An electric breast pump (non-Hospital grade). Your plan will cover this cost once every three years, or
= A manual breast pump. Your plan will cover this cost once per pregnancy.

If an electric breast pump was purchased within the previous three-year period, the purchase of another electric breast
pump will not be covered until a three-year period has elapsed since the last purchase.

e Breast pump supplies and accessories
Covered services include breast pump supplies and accessories. These are limited to only one purchase per pregnancy in
any year where a covered female would not qualify for the purchase of a new pump.

Coverage for the purchase of breast pump equipment is limited to one item of equipment, for the same or similar
purpose, and the accessories and supplies needed to operate the item. You are responsible for the entire cost of any
additional pieces of the same or similar equipment You purchase or rent for personal convenience or mobility.

Family planning services — female contraceptives
Covered services include family planning services such as:

e Counseling services- counseling services provided by a Physician, PCP, OB, GYN, or OB/GYN on contraceptive methods.
These will be covered when You get them in either a group or individual setting.

e Devices- contraceptive devices (including any related services or supplies) when they are provided by, administered or
removed by a Physician d