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ESTABLISHMENT OF THE PLAN: ADOPTION OF THE PLAN DOCUMENT AND
SUMMARY PLAN DESCRIPTION

THIS PLAN DOCUMENT AND SUMMARY PLAN DESCRIPTION (“Plan Document”), made by
Enloe Medical Center (the “Company” or the “Plan Sponsor”) as of April 1, 2022, hereby amends
and restates the Enloe Medical Center Employee Benefit Plan (the “Plan”). Any wording which may
be contrary to Federal Laws or Statutes is hereby understood to meet the standards set forth in such.
Also, any changes in Federal Laws or Statutes which could affect the Plan are also automatically a
part of the Plan, if required.

Effective Date

The Plan Document is effective as of the date first set forth above, and each amendment is effective
as of the date set forth therein.

Adoption of the Plan Document

The Plan Sponsor, as the settlor of the Plan, hereby adopts this Plan Document as the written
description of the Plan. This Plan Document represents both the Plan Document and the Summary
Plan Description, which is required by the Employee Retirement Income Security Act of 1974, 29
U.S.C. et seq. (ERISA). This Plan Document amends and replaces any prior statement of the health
care coverage contained in the Plan or any predecessor to the Plan.

IN WITNESS WHEREOF, the Plan Sponsor has caused this Plan Document to be executed.
Enloe Medical Center

By:

Name

Title

Date



SCHEDULE OF MEDICAL BENEFITS
CLASSIC OPTION

In- Out-of-

Network Network
Provider Provider

Tier 11 Tier 111 Limitations and Explanations
You must pay all costs up to the deductible
amount each benefit year before this Plan
starts to pay for covered services you use.
Waived $250 The deductible is waived for Enloe
Services.

Individual
Deductible

The deductible for this Plan is embedded. If
you have family coverage, this means that
each covered family member only needs to
satisfy their individual deductible, not the
entire family deductible, prior to receiving
Plan benefits. The family deductible applies
collectively to all covered persons in the same
family.

Family Deductible Waived $750

Deductible amounts incurred in the last three
months of the calendar year, will be carried
over to satisfy the deductible for the following
calendar year.

0, 0 1 1
. 10% or 20% 20% or 20% or Coinsurance is your share of the costs of a
Coinsurance for some 0 0 covered service, calculated as a percent of the

) 30% 40% )

services allowed amount for the service.
Includes medical deductible, coinsurance, and
co-pays. The out-of-pocket limit is the most
you could pay during a benefit year for your

share of the cost of covered expenses.

Individual Out-Of- .
Pocket Limit $2,000 No limit!
When an individual or family reaches the
annual limit, the Plan pays 100% of additional
covered expenses for the rest of the benefit
year. Balance-billed charges and penalties do

not apply to the out-of-pocket amount.

Family Out-Of-

gl $6.000 No limit! | 'Tier III services will only accumulate to the
Pocket Limit ’

Tier I/Tier II out-of-pocket limit when services
cannot be performed at a Tier [ or Tier II
facility or are for an emergency.

Annual Plan
Maximum

None

Co-pays are fixed dollar amounts you pay for covered health care, usually when you receive the service.
Services that use a co-pay are payable at 100% by the Plan after the applicable co-pay, unless noted
otherwise in the Schedule of Medical Benefits.



Provider Office/Clinic

Services —
Classic Option

Your Cost
for Services

at Enloe
Tier 1

Your Cost
for In-
Network
Providers
Tier 11

Your Cost
for Out-of-
Network
Providers
Tier 111

Limitations and Explanations
Eligible expenses include all
mandated care under the Patient
Protection and Affordable Care Act

0
Preventive Care No charge No charge . 20% « | (PPACA). Some preventive care is
coinsurance .
not available at Enloe. Please refer
to www.healthcare.gov for a full list
of covered services.
Includes charges for vaccine and its
administration. If an office visit is
COVID-19 Vaccine No charge No charge No charge Eiliiiv?ﬁ%;};;\éa;flf Oe(’)(g)l ,ei;)gl:e
primary purpose of the visit was
administration of the vaccine.
Includes up to eight (8) FDA
approved over-the counter COVID-
19 At-Home diagnostic tests, per
covered member, every thirty (30)
days. This does not include COVID
COVID At-Home testing required for employment.
Tests No charge No charge No charge Tests can be purchased in person or
online from a pharmacy or retail
store. Reimbursement requests can be
submitted directly to the Plan using
the appropriate claim form found on
myHnas.com.
Physician Office $20 co-pay $20 co-pay 20%
Visit per visit per visit coinsurance*
Specialist Office $20 co-pay $20 co-pay 20% For medically necessary treatment
Visit per visit per visit coinsurance® | of a covered illness or injury.
Other Physician/ 20% 20% 20%
Specialist Services coinsurance® | coinsurance®* | coinsurance®
Chiropractic Care Nota hospltal . 20% . 20% Limited to 12 visits per benefit year.
level service | coinsurance* | coinsurance*
Applies to general physician
telemedicine visits through the
plan’s designated vendor for such
Enloe Anywhere : : .
e Not a hospital | $10 co-pay services. Telephone consultations
Telemedicine- level service per visit N/A with other physicians will be paid
through Teladoc

under the appropriate benefit
category (e.g. primary care visit) for
the service.

*Deductible applies

**Precertification is required before certain medical services. To precertify these services, call the phone
number indicated on your ID card. Failure to precertify will result in a $500 penalty.

1



http://www.healthcare.gov/

Services —
Classic Option

Your Cost
for Services

at Enloe
Tier 1

Your Cost
for In-
Network
Providers
Tier 11

Your Cost
for Out-of-
Network
Providers
Tier III

Limitations and Explanations
Lab/cultures taken at Enloe may be

Emergency

: . o o
Diagnostic Test No charge : 20% . 20% sent to a non-Enloe lab for
(X-ray, Lab) coinsurance* | coinsurance* . .
- processing. If this occurs, you may
= 20% 20% call the plan administrator to have
Imaging No charge . ° % . ° « | those expenses paid at the Enloe
coinsurance coinsurance
benefit level.
Outpatient surgery facility fee at
0 0
z Facility Fee No charge . 30% . 40% Skyway Surgery Center will be paid
% *
o coinsurance coinsurance o
o at 100%.
=
L | Physician/ 20% 20% 20%
S | Surgeon Fee coinsurance® | coinsurance®* | coinsurance*®
e
=
g | AllOther 10% 30% 40%
= | Outpatient Services : : % . «
o & Supplies coinsurance | coinsurance coinsurance
The co-pay is waived if you are
admitted to the hospital. If you are
admitted to the hospital, all services
are payable as indicated under the
section Hospital Stay.
Diagnostic tests and x-rays rendered
Emergency Room during an emergency room
Services — $5(::rc\?;5?y $52:3;5?y $5(c)3rc\(:i-£i?y encounter will be paid at 100% after
Emergency P p p the co-pay. Physician charges will
& be payable under the Emergency
2 Room Services — Physician benefit
E below.
n
7
= The Tier III co-pay will accumulate
& to the Tier I/ Tier IT out-of-pocket
g limit.
= If you are admitted to the hospital,
all services are payable as indicated
under the section Hospital Stay.
Emergency Room $50 co-pa 30% 40% Diagnostic tests and x-rays rendered
Services — Non- _pay . ° . ° during a Tier 1 emergency room
per visit coinsurance* | coinsurance®

encounter will be paid at 100% after
the co-pay. Physician charges will
be payable under the Emergency
Room Services — Physician benefit
below.

*Deductible applies

**Precertification is required before certain medical services. To precertify these services, call the phone
number indicated on your ID card. Failure to precertify will result in a $500 penalty.
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Services —

Your Cost
for Services
at Enloe
Tier I

Your Cost
for In-
Network
Providers
Tier 11

Your Cost
for Out-of-
Network
Providers
Tier III

Classic Option
Emergency Room

Limitations and Explanations

: 20% 20% 20%
Services — : % : « . %
.. coinsurance coinsurance coinsurance
Physician
10% 20% 20%
Ambulance . : x . «
coinsurance | coinsurance coinsurance
Urgent Care - $20 co-pay $20 co-pay $20 co-pay
Office Visit per visit per visit per visit
Urgent Care — 20% 20%
: . . No charge . . %
Diagnostic Services coinsurance | coinsurance
Urgent Care — Other 10% 20% 20% Physician charges for reading x-rays
. . . . t t t d
Services coinsurance coinsurance | coinsurance* | - anou TECIIL cate center are covere
at 20% coinsurance.
—_ o 0 400 : . .
E . Facility Fee No charge : 30% % . 0% « | Precertification is required.**
3 7 i coinsurance coinsurance
2 & Physician/Surgeon 20% 20% 20%
= Fee coinsurance® | coinsurance®* | coinsurance®

@ Mental Health & Not a hospital | $20 co-pay 20%

g | Substance Abuse- level service er visit coinsurance™

2 | Office Visit P

3 Mental Health &

£ Substance Abuse-

% | All Other 10% 20% 20%

'§ Outpatient Services coinsurance coinsurance* | coinsurance*

2 Including Partial

= Hospitalization

S 0 0

é Mentgl Health' No charge : 20% « . 20% « | Precertification is required.**

~— | Inpatient Services coinsurance coinsurance

< . . . .

. P rtificat d.**
g Substance Abuse Not a hospital 20% 20% Sfl?ocsetarllclgifl?sz:s ;Z;lg:n tis not
= | Inpatient Services level service | coinsurance* | coinsurance™ .
available at Enloe.
Cost-sharing does not apply for in-
network routine prenatal services
Prenatal/ that are considered preventive care.
Postnatal Care — Not a hospital | $20 co-pay 20% Depending on the type of services,
.. level service per visit coinsurance™® | coinsurance may apply. Maternity
Office visits . :

2 care may include tests & services

= described elsewhere in the Schedule

g" of Benefits (i.e. ultrasound).

=~ | Childbirth/ Deli 9 400 : . :

- C 1'd.b1r / CHIVELY 1 No charge : 30% « . 0% « | Precertification is only required for
Facility Services coinsurance coinsurance . .
Childbirth/ Delivery stays exceeding the day limits
Phvsician/ Midwife 20% 20% 20% outlined in the Newborns’ and
SeZVices coinsurance* | coinsurance®* | coinsurance* | Mothers’ Health Protection Act.
Breast Pumps No charge No charge Not covered

*Deductible applies

**Precertification is required before certain medical services. To precertify these services, call the phone
number indicated on your ID card. Failure to precertify will result in a $500 penalty.
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Services —
Classic Option

Your Cost
for Services

at Enloe
Tier 1

Your Cost
for In-
Network
Providers
Tier 11

Your Cost
for Out-of-
Network
Providers
Tier III

Limitations and Explanations
Precertification is required.**

109 209 209 o ..
Home Health Care : 0% . 0% « . 0% « | Limited to 100 visits per benefit
coinsurance | coinsurance coinsurance vear
3 e Incl hysical tional
2 | Rehabilitation 10% 20% 20% ncludes physical, occupational,
5 ) . . « . « | speech, and other rehabilitative
Z. | Services coinsurance | coinsurance coinsurance therapies
= .
= | Skilled Nursi Not a hospital 209 209 : . .
B Skilled Nursing otanhospiia : 0% « . 0% « | Precertification is required.**
= Care level service | coinsurance coinsurance
— | Durable Medical 10% 20% 20%
'g Equipment coinsurance | coinsurance®* | coinsurance®
2. | Hospice Care - 209 209 : . .
2 osplee Lafe No charge . Vo . /o Precertification is required.**
Inpatient coisurance coimsurance
Hospice Care - 10% 20% 20%
Outpatient coinsurance coinsurance coinsurance
Bariatri — y 409
ariatric Surgery No charge . 30% . ' 0% .
Facility coinsurance coinsurance
Diabet 1f- .
iabetes Se 10% 20% 20% Limited to 4 day-care days per 24-
Management . . % . % .
Education coinsurance | coinsurance coinsurance* | month period.
Foot Care — Office Not a hospital | $20 co-pay 20% .
. : L . « | Treatment for foot pain or cramps,
Visits level service per visit coinsurance® | . o b1t fasciitis is limited
§ Foot Care — Other Not a hospital 20% 20% t0 $500 geI; benefit year
2 Physician Services level service | coinsurance* | coinsurance™* P year.
= Orthotics Not a hospital 20% 20% Custom foot orthotics are limited to
§ level service | coinsurance* | coinsurance* | $500 per benefit year.
= . . Not a hospital 209 209 -
= | Hearing Aids otanospita : 0% « . 0% « | Limited to $2,500 every 24 months.
level service | coinsurance coinsurance
Not a hosital 20% 20% Including evaluation, fitting,
Hearing Exams P . ° % . ° « | counseling, and adjustments of
level service | coinsurance coinsurance hearing aids
Smoking Cessation Not a hospltal $20 co-pay $20 co-pay
level service per visit per visit
All Other Covered 10% 20% 20%
Expenses coinsurance | coinsurance®* | coinsurance*

*Deductible applies

**Precertification is required before certain medical services. To precertify these services, call the phone
number indicated on your ID card. Failure to precertify will result in a $500 penalty.
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SCHEDULE OF PRESCRIPTION DRUG BENEFITS
CLASSIC OPTION

Individual Out-Of-

Your Cost at
Enloe Retail
Pharmac

Enloe’s Pharmacy Benefits
Administrator

Your Cost at
Retail
Pharmac

Your Cost at
Mail Order
Pharmac

Limitations and Explanations
Includes prescription drug co-pays.
The out-of-pocket limit is the most you
could pay during a benefit year for

Pocket Limit $2,000 your share of the cost of covered
expenses.
When an individual or family reaches
the annual limit, the Plan pays 100% of
Family Out-Of- $4.000 additional covered expenses for the rest
Pocket Limit ’ of the benefit year. Balance-billed
charges and penalties do not apply to
the out-of-pocket amount.
$5 co-pay $15 co-pay $15 co-pay
per per per
Generic Drug prescription prescription prescription
per 30-day per 30-day per 30-day | Certain medications considered
supply supply supply preventive care under the Affordable
$15 co-pay $25 co-pay $30 co-pay | Care Act (ACA) are payable at $0 co-
Preferred Brand per per per pay to the member.
prescription prescription prescription
Name Drug
per 30-day per 30-day per 30-day | Certain weight loss medications are
supply supply supply covered under the plan for patients
Not covered, | Notcovered, | Notcovered, | meeting specific clinical guidelines and
unless pre- unless pre- unless pre- using Enloe’s Bariatric Program.
Non-Preferred Brand authorized. authorized. authorized. | Additional information can be found in
Name Drug The formulary | The formulary | The formulary | ARTICLE V — PRESCRIPTION
co-pay applies | co-pay applies | co-pay applies | DRUG PLAN. For a list of covered
if approved. if approved. if approved. | weight loss medications, contact
Enloe’s Pharmacy Benefits
Specialty Drug Not covered Not covered Not covered | Administrator using the phone number

Maximum Supply

30-90 days

30 days

Up to 90 days

on your identification card.

Vi




SCHEDULE OF MEDICAL BENEFITS

In- Out-of-

Network Network
Provider Provider

Tier 11 Tier 111 Limitations and Explanations
You must pay all costs up to the deductible
amount each benefit year before this Plan
starts to pay for covered services you use.
The deductible is waived for Enloe

Individual . Services.
Deductible Waived $250

The deductible for this Plan is embedded. If
you have family coverage, this means that
each covered family member only needs to
satisfy their individual deductible, not the
entire family deductible, prior to receiving
Plan benefits. The family deductible applies
collectively to all covered persons in the
same family.

Family Deductible Waived $750
Deductible amounts incurred in the last three

months of the calendar year, will be carried
over to satisfy the deductible for the
following calendar year.
Coinsurance is your share of the costs of a
covered service, calculated as a percent of
10% for some 20% or 20% or the allowed amount for the service.

services 40% 40% Coverage is only available outside of Enloe
in the event of an emergency or for
services that are not provided at Enloe.

Coinsurance
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SCHEDULE OF MEDICAL BENEFITS

In-Network = Out-of-Network
Enloe  Provider Provider
Tier 1 Tier 11 Tier 111 Limitations and Explanations
Includes medical deductible, coinsurance,
and co-pays. The out-of-pocket limit is the
most you could pay during a benefit year for
your share of the cost of covered expenses.

Individual Out-Of- $2.500! No Limit2 When an individual or family reaches the
Pocket Limit ’ annual limit, the Plan pays 100% of
additional covered expenses for the rest of
the benefit year. Balance-billed charges and
penalties do not apply to the out-of-pocket
amount.

ITier IT services will only accumulate to the
out-of-pocket limit when services are pre-
authorized and cannot be performed at Enloe

or are for an emergency.
Family Out-Of-

Pocket Limit $7,500! No Limit?
2Tier III services will only accumulate to the
Tier I/Tier II out-of-pocket limit when
services are pre-authorized and cannot be
performed at a Tier I or Tier II facility or are
for an emergency.

Annual Plan None

Maximum

Co-pays are fixed dollar amounts you pay for covered health care, usually when you receive the service.
Services that use a co-pay are payable at 100% by the Plan after the applicable co-pay, unless noted
otherwise in the Schedule of Medical Benefits.
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Provider Office/Clinic

Services —

Your Cost
for Services

at Enloe
Tier I

Your Cost
for In-
Network
Providers
Tier 11

Your Cost
for Out-of-
Network
Providers
Tier 111

Limitations and Explanations
Eligible expenses include all
mandated care under the Patient
Protection and Affordable Care Act

0
Preventive Care No charge No charge . 20% « | (PPACA). Some preventive care is
coinsurance .

not available at Enloe. Please refer to
www.healthcare.gov for a full list of
covered services.
Includes charges for vaccine and its
administration. If an office visit is

COVID-19 billed with the vaccine, the office

Vaccine Nocharge | Nocharge | Nocharge | i iibe paid at 100%, if the
primary purpose of the visit was
administration of the vaccine.
Includes up to eight (8) FDA
approved over-the counter COVID-
19 At-Home diagnostic tests, per
covered member, every thirty (30)
days. This does not include COVID

COVID At-Home testing required for employment.

Tests No charge No charge No charge Tests can be purchased in person or
online from a pharmacy or retail
store. Reimbursement requests can
be submitted directly to the Plan
using the appropriate claim form
found on myHnas.com.

Physician Office $25 co-pay $25 co-pay 20%

Visit per visit per visit coinsurance*

Specialist Office $25 co-pay $25 co-pay 20% For medically necessary treatment of

Visit per visit per visit coinsurance* | a covered illness or injury.

Other Physician/ 20% 20% 20%

Specialist Services | coinsurance® | coinsurance®* | coinsurance*

Chiropractic Care

Not covered

Not covered

Not covered

Enloe Anywhere
Telemedicine-
through Teladoc

Not a hospital
level service

$10 co-pay
per visit

N/A

Applies to general physician
telemedicine visits through the
plan’s designated vendor for such
services. Telephone consultations
with other physicians will be paid
under the appropriate benefit
category (e.g. primary care visit) for
the service.

*Deductible applies

**Precertification is required before certain medical services. To precertify these services, call the phone
number indicated on your ID card. Failure to precertify will result in a $500 penalty.
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http://www.healthcare.gov/

Services —

Your Cost
for Services

at Enloe
Tier 1

Your Cost
for In-
Network
Providers
Tier 11

Your Cost
for Out-of-
Network
Providers
Tier III

Limitations and Explanations
Outpatient services are not covered

Emergency

Outpatient :
Diagnostic Test No charge Not covered Not covered outside O,f Enloe unlgss Enloe does
(X-ray, Lab) not provide the service. Lab/cultures
2 taken at Enloe may be sent to a non-
= Enloe lab for processing. If this
Outpatient Imaging No charge Not covered Not covered | OCcUls, youmay call the plan
administrator to have those expenses
paid at the Enloe benefit level.
Coverage is only available outside of
g Facility Fee : 10% Not covered Not covered Enloe in th.e event of an emergency
g0 coinsurance or for services that are not provided
> at Enloe.
£  Physician/ 20% 20% 20%
= | Surgeon Fee coinsurance® | coinsurance® | coinsurance®
& | All Other L0%
S Outpatient Services . Not covered Not covered
. coinsurance
& Supplies
The co-pay is waived, and hospital
stay pricing will begin when you are
admitted to the hospital.
Diagnostic tests and x-rays rendered
Emergency Room during an emergency room
Services — $75 co-pay $75 co-pay $75 co-pay encounter will be paid at 100% qfter
Emergency per visit per visit per visit the co-pay. Physician charges will be
@ payable under the Emergency Room
E Services — Physician benefit below.
R
D
(2 The Tier III co-pay will accumulate
= to the Tier I/ Tier IT out-of-pocket
0y limit.
3 If you are admitted to the hospital,
S all services are payable as indicated
under the section Hospital Stay.
gg\e/{cgee:ini?ﬁm $75 co-pay 40% 40% Diagnostic tests and x-rays rendered
per visit coinsurance* | coinsurance® | during a Tier 1 emergency room

encounter will be paid at 100% after
the co-pay. Physician charges will be
payable under the Emergency Room
Services — Physician benefit below.

*Deductible applies

**Precertification is required before certain medical services. To precertify these services, call the phone
number indicated on your ID card. Failure to precertify will result in a $500 penalty.
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Services —

Emergency Room

Your Cost
for Services

at Enloe
Tier 1

Your Cost
for In-
Network
Providers
Tier 11

Your Cost
for Out-of-
Network
Providers
Tier III

Limitations and Explanations

: 20% 20% 20%
Services — : % : « : «
. coinsurance coinsurance coinsurance
Physician
10% 20% 20%
Ambulance . : x : x
coinsurance | coinsurance coinsurance
$25 co-pay $25 co-pay
Urgent Care - $25 co-pay | per visit (Only | per visit (Only
Office Visit per visit if outside of if outside of
Chico) Chico)
20% 20% . . .
. . L 1 t t
Urgent Care — coinsurance | coinsurance* a ik:)rffErE?;Z E;gc}illister:xlelsofl) akl:;ed a
Diagnostic No charge (Only if (Only if . Y I
Services outside of outside of covered if services are urgent in
Chico) Chico) | Mawre.
20% 20%
coinsurance coinsurance* | Physician charges for reading x-rays
t — 109 . .
Urgen Carg . 0% Only if Only if at an urgent care center are covered
Other Services coinsurance y Y g
outside of outside of | at 20% coinsurance.
Chico) Chico)
Precertification is required.
= 10% Coverage is only available outside of
@ | Facility Fee coinsur:mce Not covered Not covered | Enloe in the event of an emergency
= or for services that are not provided
é at Enloe.
E Physician/Surgeon 20% 20% 20%
Fee coinsurance®* | coinsurance®* | coinsurance*
Mental Health & 1\ ) hospital | $25 co-pay 20%
Substance Abuse- level service er visit coinsurance™
o | Office Visit P
2 Mental Health &
<C | Substance Abuse- Coverage is only available outside of
2 All Other 10% 20% 20% Enloe in the event of an emergency
& | Outpatient Services | coinsurance coinsurance coinsurance | or for services that are not provided
2 | Including Partial at Enloe.
5 Hospitalization
% Precertification is required.**
§ Mental Health 10% 20% 20% Coverage is only available outside of
as) ) : . . . Enloe in the event of an emergency
Inpatient Services coinsurance coinsurance coinsurance . .
= or for services that are not provided
N
= at Enloe.
~ Precertification i ired. **
= Substance Abuse Not a hospital 20% 20% Sffl:acsiarllclgzlt;ﬁls: tiggg:i is not
Inpatient Services level service coinsurance coinsurance

available at Enloe.

*Deductible applies

**Precertification is required before certain medical services. To precertify these services, call the phone
number indicated on your ID card. Failure to precertify will result in a $500 penalty.
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Services —

Your Cost
for Services
at Enloe
Tier 1

Your Cost
for In-
Network
Providers
Tier 11

Your Cost
for Out-of-
Network
Providers
Tier III

Limitations and Explanations
Cost-sharing does not apply for in-
network routine prenatal services
that are considered preventive care.

Prenatal/ . . .
Pzesltlr?a?al Care — Not a hospital $25 co-pay 20% Depending on the type of services,
.. level service per visit coinsurance* | coinsurance may apply. Maternity
Office visits . :
care may include tests & services
> described elsewhere in the Schedule
2 of Benefits (i.e. ultrasound).
S Childbirth/ 10% Precertification is only required for
& Delivery Facility . ° Not covered Not covered | stays exceeding the day limits
= ) coinsurance . . ,
A~ | Services outlined in the Newborns’ and
L Mothers’ Health Protection Act.
Childbirth/ Cooverezise iseinl ar\(f)aiel(a:ﬂ;?;1 ou(t:side of
Delivery 20% 20% 20% 8 Y
.. . % . % . « | Enloe in the event of an emergency
Physician/ coinsurance coinsurance coinsurance . )
o . or for services that are not provided
Midwife Services
at Enloe.
Breast Pumps No charge No charge Not covered
o : N . .
Home Health Care . 10% Not covered Not covered Preceﬂlﬁgatlon is required. Limited
coinsurance to 100 visits per benefit year.
e Includes physical, occupational
2 | Rehabilitat 109 ’ e e
5 © a.bl ftation . 0% Not covered Not covered | speech, and other rehabilitative
® | Services coinsurance .
Z therapies.
- . . . o o
ﬁ Skilled Nursing Not a hospltal ' 20% . ' 20% . | Precertification is required.
8 | Care level service | coinsurance coinsurance
= D le Medical 109
- urgb ¢ Medica . 0% Not covered Not covered
.8 | Equipment coinsurance
o Hospice Care - 10% . . .
=3 : . Not covered Not covered | Precertification is required.
@ | Inpatient coinsurance
1 - 0
HOSplC? Care . 10% Not covered Not covered
Outpatient coinsurance
Precertification is required.
o is onl ilable outside of
Bariatric Surgery — 10% Covere}ge is only available outside o
o . Not covered Not covered | Enloe in the event of an emergency
Facility coinsurance ) )
or for services that are not provided
2 at Enloe.
5 Diabetes Self- 10% Limited to 4 day-care days per 24-
£ | Management . Not covered Not covered .
= . colnsurance month period.
= | Education
2 | Foot Care — Office | Not a hospital $25 co-pay 20% .
. . L . « | Treatment for foot pain or cramps,
=  Visits level service per visit coinsurance includine plantar fasciitis is limited to
Foot Care — Other | Not a hospital 20% 20% 4
. . : . « . « | $500 per benefit year.
Physician Services level service | coinsurance coinsurance
. Not a hospital 20% 20% Custom foot orthotics are limited to
Orthotics . . % . %
level service | coinsurance coinsurance $500 per benefit year.

*Deductible applies

**Precertification is required before certain medical services. To precertify these services, call the phone
number indicated on your ID card. Failure to precertify will result in a $500 penalty.
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Services —

Your Cost
for Services
at Enloe
Tier 1

Your Cost
for In-
Network
Providers
Tier 11

Your Cost
for Out-of-
Network
Providers
Tier III

Limitations and Explanations

Not a hospital

20%

20%

Limited to $2,500 every 24 months.

Hearing Aids . . % . %

level service | coinsurance coinsurance
. Including evaluation, fittin
. Not a hospital 20% 20% uding evatuation, HHng,

Hearing Exams . . % . « | counseling, and adjustments of

level service | coinsurance coinsurance o
hearing aids.
. . Not a hospital 25 co-pa 25 co-pa

Smoking Cessation N osp $25 co-pay $25 co-pay

level service per visit per visit

All Other Covered
Expenses

10%
coinsurance

Not covered

Not covered

*Deductible applies

**Precertification is required before certain medical services. To precertify these services, call the phone
number indicated on your ID card. Failure to precertify will result in a $500 penalty.

Xiil




SCHEDULE OF PRESCRIPTION DRUG BENEFITS

Enloe’s Pharmacy Benefits

Administrator
Your Costat  Your Cost  Your Cost for
Enloe Retail for Retail Mail Order
Pharmac Limitations and Explanations
Includes prescription drug co-pays. The
out-of-pocket limit is the most you
Individual Out-Of- $2.000 could pay during a benefit year for your
Pocket Limit ’ share of the cost of covered expenses.
When an individual or family reaches
the annual limit, the Plan pays 100% of
. additional covered expenses for the rest
lljffg‘k‘g a‘rlrtl'i?f' $4,000 of the benefit year. Balance-billed
charges and penalties do not apply to the
out-of-pocket amount.
$10 co-pay $15 co-pay Certain medications considered
per per preventive care under the Affordable
Generic Drug prescription prescription Not covered | Care Act (ACA) are payable at $0 co-
per 30-day per 30-day pay to the member.
supply supply'
$25 co-pay $25 co-pay Certain weight loss medications are
Preferred Brand per per cover.ed unde.r the }.)12?.1’1 for patiqnts
Name Drug prescription prescription Not covered | meeting specific clinical guidelines.
per 30-day per 30-day Additional information can be found in
supply supply! ARTICLE V — PRESCRIPTION
Not covered, | Not covered, DRUG PLAN. For a list of covered
unless pre- unless pre- weight loss medications, contact Enloe’s
Non-Preferred Brand authorized. authorized. Not covered Pharmacy Benefits Administrator using
Name Drug The formulary | The formulary the phone number on your identification
co-pay applies | co-pay applies card.
if approved. if approved.
"Enloe’s Pharmacy Benefits
Specialty Drug Not covered | Not covered Not covered | Administrator pharmacies are covered
only when Enloe pharmacies are closed,
and urgent medications must still be
picked up at the Enloe Pharmacy when
it is open. When Enloe is closed, only
Maximum Supply 30-90 days Not covered Not covered urgent non-maintenance medications
can be picked up at Enloe’s Pharmacy
Benefits Administrator pharmacies.
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INTRODUCTION

Enloe Medical Center has prepared this document to help you understand your benefits. PLEASE
READ IT CAREFULLY AS YOUR BENEFITS ARE AFFECTED BY CERTAIN
LIMITATIONS AND CONDITIONS. Also, benefits are not provided for certain kinds of
treatments or services, even if your health care provider recommends them.

This document is written in simple, easy-to-understand language. Technical terms are printed in
italics and defined in the Definitions section. The headings in the Plan are inserted for convenience
of reference only and are not to be construed or used to interpret any of the provisions of the Plan.

As used in this document, the word year refers to the benefit year which is the 12-month period
beginning January 1 and ending December 31. All annual benefit maximums and deductibles
accumulate during the benefit year. The word lifetime as used in this document refers to the period of
time a covered person is a participant in this Plan sponsored by Enloe Medical Center.

The Plan may be amended from time to time to comply with the requirements of applicable law or to
reflect changes in your employer’s benefits program. If the Plan is amended, you will be advised of
any important changes.



ARTICLE I -- ELIGIBILITY AND PARTICIPATION

A. Who Is Eligible

You are eligible to participate in this Plan if you are:

1.

2.

in active full-time or benefits-eligible part-time employment for the employer.

Performing all customary duties of the position at the usual place of employment (or at
a location to which the business of the employer requires the employee to travel); and

. regularly scheduled to work at least forty-eight (48) hours of service per pay period and

being compensated for specified duties performed.

You will be deemed in "active employment" on each day you are actually performing
services for the employer and on each day of a regular paid vacation or on a regular non-
working day, provided you were actively at work on the last preceding regular working day.
You will also be deemed in "active employment" on any day you are absent from work
during an approved FMLA leave or solely due to a health factor. An exception applies only
on your first scheduled day of work. If you do not report for employment on your first
scheduled workday, you will not be considered as having commenced active employment.

Your eligible dependents may also participate. Eligible dependents include:

1.

A legally married spouse, unless legally separated from you. “Legally married” means
an eligible employee's legal spouse, whether same-sex or opposite-sex, in a marriage
entered into under the laws of a U.S. or foreign jurisdiction having the authority to
sanction marriages, but will not include a common law spouse.

A registered domestic partner. A registered domestic partnership means a relationship
validly established under California Family Code Section 297-297.5. A registered
domestic partner means an individual, who has filed, along with the employee, a
Declaration of Domestic Partnership with the Secretary of State of California, or a
similar declaration issued by another state, and at the time of enrollment in the Plan
meets all the following requirements: (1) both persons have a common residence; (2)
neither person is married to someone else or is a member of another domestic
partnership with someone else that has not been terminated, dissolved or adjudicated a
nullity; (3) the two persons are not related by blood in a way that would prevent them
from being married to each other in the state of California; (4) both persons are at least
18 years of age; and (5) one or both of the persons are 62 years of age or older and are
entitled to Medicare or Social Security.



3. A child from birth to age twenty-six (26).
The term child includes:
a. your natural child or a natural child of your covered domestic partner;
b. astepchild by legal marriage;

c. a child who is adopted or has been placed with you for adoption by a court of
competent jurisdiction;

d. a child for whom legal guardianship has been awarded;

e. achild who is the subject of a Qualified Medical Child Support Order (QMCSO)
dated on or after August 10, 1993. To be “qualified,” a state court medical child
support order must specify: the name and last known mailing address of the plan
participant and each alternate recipient covered by the order, a reasonable
description of the type of coverage or benefit to be provided to the alternate
recipient, the period to which the medical child support order applies, and each plan
to which the order applies; and

f.  An unmarried child who is incapable of self-sustaining employment by reason of
mental or physical disability and is primarily dependent on you for maintenance and
support may continue to be covered under this Plan regardless of age, so long as the
disability persists, and the disability began before the child reached age twenty-six
(26).

In order to continue coverage, you must furnish written proof of the disability within
thirty-one (31) days of the child’s twenty-sixth (26th) birthday. The plan
administrator may require you to furnish periodic proof of the child’s continued
disability but not more often than annually. If such proof is not satisfactory to the
plan administrator, coverage for the child will end immediately.

You may not participate in this Plan as an employee and as a dependent. In addition, a
person may not participate in this Plan as a dependent of more than one (1) employee.

No one who is on active duty with the armed forces will be eligible for coverage under this
Plan.

. Who Pays for Your Benefits

Enloe Medical Center and you share the cost of providing benefits for you and your
dependents.



C. Enrollment Requirements

If you desire Plan benefits, you must enroll in the Plan by properly completing the online
enrollment process on or before the date you could be first covered. If your hire/transfer
date is less than thirty (30) days before the date your benefits are scheduled to begin, you
will be given thirty (30) calendar days from your hire/transfer date to submit an enrollment
form. If you also desire dependent coverage, you must enroll your eligible dependents by
this deadline.

If you do not have any eligible dependents at the time of initial enrollment but acquire
eligible dependents at a later date, you must enroll dependents, including newborns, by
properly completing the online enrollment process within thirty (30) days of the date they
become your dependent(s). Your newborn dependent will be covered immediately after birth
for the first thirty (30) days. The newborn infant(s) of your dependent child are not eligible
under the Plan, nor will the newborn(s) have coverage for the first thirty (30) days following
birth.

Failure to enroll by the deadline noted above will subject you and your dependents to the
Late Enrollment, or Special Enrollment Period provisions below.

D. Late Enrollment

If an eligible employee or dependent declined coverage at the time initially eligible,
coverage cannot become effective until the next annual open enrollment period unless
application for coverage was due to a Special Enrollment as defined under the Special
Enrollment Period provision below. The employee or dependent must request enrollment in
this Plan within the open enrollment period. This provision does not apply to a dependent
who becomes eligible for coverage as the result of a Qualified Medical Child Support
Order, or who is adopted or is placed with you for adoption by a court of competent
jurisdiction, as long as the child is enrolled within thirty (30) days of the eligibility date.

The effective date for enrollment changes made during the open enrollment period is
January 1.

E. Special Enrollment Periods

This Plan allows Special Enrollment Periods for eligible employees and dependents who
experience certain life events. Special Enrollment Periods apply to the following:

1. Individuals losing other coverage. An employee or dependent that is eligible, but not
enrolled in this Plan, may enroll if all of the following conditions are met:

a. The employee or dependent was covered under a group health plan, Medicaid
including coverage under state funded Children’s Health Insurance Plan (CHIP) or



had health insurance coverage at the time coverage under this Plan was previously
offered to the individual.

Ifrequired 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.

The coverage of the employee or dependent who has 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 employer contributions
toward the coverage were terminated.

The employee requests enrollment in this Plan not later than:

i. Thirty (30) days following the termination of coverage or employer
contributions, as described above;

ii. Thirty (30) days following the date COBRA coverage was exhausted;

iii. sixty (60) days following the termination of Medicaid or CHIP.

Coverage begins on the first day of the month following the loss of coverage.

If the employee or dependent lost the other coverage as a result of the individual’s failure to
pay premiums, voluntarily ends coverage, or for cause (such as making a fraudulent claim),
that individual does not have a special enrollment right.

2. Dependent enrollment. If:

a.

The employee is a participant under this Plan (or has met the waiting period
applicable to becoming a participant under this Plan and is eligible to be enrolled
under this Plan but for a failure to enroll during a previous enrollment period), and

A person becomes a dependent of the employee through marriage, birth, adoption or
placement for adoption then the dependent (and if not otherwise enrolled, the
employee) may be enrolled under this Plan as a covered dependent of the employee.
In the case of the birth or adoption of a child, the spouse of the employee may be
enrolled as a dependent of the employee if the spouse is otherwise eligible for
coverage.

The special enrollment period is a period of thirty (30) days that begins on the date of
the marriage, birth, adoption, or placement for adoption. Where Employee's marriage is
the triggering event, the spouse's coverage (and the coverage of any eligible dependent
children the employee acquires in the marriage) will be effective on the first day of the



month following the date of marriage. Marriage includes the cancellation of a legal
separation.

Where birth, adoption or placement for adoption is the triggering event, the child's coverage
will be effective on the date of the event (i.¢., concurrent with the child's date of birth, date
of placement or date of adoption). "Placement for adoption" means the assumption and
retention by the employee of the legal obligation for the total or partial support of a child to
be adopted. Placement ends whenever the legal support obligation ends. A newborn
adoptive child will be covered from birth if placed with the employee within thirty (30)
days of birth and is enrolled within that 30-day period.

NOTE: For a newly-acquired dependent to be enrolled under the terms of this provision, the
employee must be enrolled or must enroll concurrently. If the newly acquired dependent is a
child, the spouse is also eligible to enroll. However, other dependent children who were not
enrolled when first eligible are not considered to be newly acquired, and can only be
enrolled in accordance with the Open Enrollment provision.

If a court has ordered that coverage be provided for a covered employee's minor child, such
person may be enrolled as a dependent hereunder within thirty (30) days of presentation of a
court order by the district attorney, or upon presentation of a court order or request by a
custodial party.

. When Coverage Begins

When the enrollment requirements are met, your coverage begins on the first day of the
month following your date of hire. (Employees hired the first day of a calendar month will
wait one month before benefits. Employees hired the last day of a calendar month will wait
one day for benefits.)

Coverage for your eligible dependents begins the later of when your coverage begins or the
first day a dependent becomes your dependent.

However, should coverage commence under the Late Enrollment or Special Enrollment
Period sections, the provision under these sections will apply.

. Acquired Companies

Eligible employees of an acquired company who are actively at work and were covered
under the prior plan of the acquired company will be eligible for the benefits under this Plan
on the date of acquisition. Any waiting period previously satisfied under the prior health
plan will be applied toward satisfaction of the waiting period of this Plan. In the event that
an acquired company did not have a health plan, all eligible employees will be eligible on
the date of the acquisition.



H. Genetic Information Nondiscrimination Act (GINA)

The Genetic Information Nondiscrimination Act, or GINA, prohibits group health plans,
issuers of individual health care policies, and employers from discriminating on the basis of
genetic information.

Genetic information is a form of protected health information as defined by the Health
Insurance Portability and Accountability Act of 1996 (HIPAA), and is subject to applicable
privacy and security standards.

GINA does not prohibit a health care provider who is treating an individual from requesting
that the patient undergo genetic testing. The rules permit the Plan to obtain genetic test
results and use them to make claims payment determinations when necessary to determine
whether the treatment provided was medically advisable and/or necessary.

The Plan may request, but not require, genetic testing in certain very limited circumstances
involving research, so long as the results are not used for underwriting purposes. Such
requests, will be made with written notice to the individual that participation is voluntary
and will not affect eligibility for benefits, premiums, or contributions. In addition, the Plan
will notify the Health and Human Services secretary of its activities falling within this
exception.

I. When Coverage Ends

Your coverage ends the earliest of the last day of the month following your last day of full-
time regular employment; the last day of the month following the date you are no longer
eligible to participate in the Plan; the last day of the period for which you fail to make the
required contributions; or the date the Plan ends.

Coverage for your dependents ends the earliest of the date your coverage ends; the last day
of the month following the date a dependent exceeds the age requirements to be covered
under the Plan; the last day of the month following the date a dependent no longer meets
eligibility requirements; the last day of the period for which you fail to make the required
contributions; the date a dependent becomes an active full-time member of the armed forces
of any country; the date an adoptive child’s petition for adoption is dismissed or denied or
the date on which the placement is disrupted prior to legal adoption and the child is
removed from placement with you; or the date the Plan ends.

J. Family and Medical Leave Act of 1993 (FMLA)

If you qualify for an approved family or medical leave of absence (as defined in the Family
and Medical Leave Act of 1993 (FMLA), eligibility may continue for the duration of the
leave. Failure to make premium payment(s) by the due date established by your employer
will result in the termination of coverage.



If you fail to return to work after the leave of absence, your employer has the right to recover
from you any contributions that were made on your behalf toward the cost of coverage
during the leave. In general, continuation coverage under COBRA will begin on the first day
of the month following the end of the applicable maximum FMLA period, unless you qualify
for other leaves permitted by this plan.

For more information regarding FMLA leave, please refer to Enloe Medical Center’s
Leave of Absence Policy.

. Applicable State Mandated Leaves

If you qualify for a leave of absence required by state mandate, and the mandate requires that
the plan continue coverage during the leave, your eligibility under this Plan may continue for
the duration of the maximum leave indicated in the applicable state law. Failure to make
premium payment(s) by the due date established by your employer will result in the
termination of coverage.

If you fail to return to work after the leave of absence, your employer has the right to recover
from you any contributions that were made on your behalf toward the cost of coverage
during the leave.

Extensions of coverage related to state mandated leave may be combined or in addition to
FMLA, based on the specific requirements of the applicable state leave provisions. In
general, continuation coverage under COBRA will begin on the first day of the month
following the end of the applicable maximum leave period, unless you qualify for other
leaves permitted by this plan.

. Employer Continuation Coverage

Coverage ordinarily provided by Enloe, and for which the covered person is otherwise
eligible, will be continued during the period of the approved leave, up to the maximum state
and federal mandated periods if the covered person elects to continue paying their share of the
premiums for such coverage.

Ifthe covered person wishes coverage to continue, Enloe will continue to pay its share of the
premiums for the period of the leave, up to the maximum state and federal mandated
periods. Additionally, Enloe will extend contributions beyond the maximum state and federal
mandated periods under an extended medical leave, as long as the covered person is
receiving a paycheck from Enloe in the form of coordinated benefits from the first day the
leave began. The cost of premiums for employees and dependent coverage, normally paid by
the employee, will remain the sole responsibility of the employee.

To continue coverage, the employee must pay their share of the premiums for Employee
and/or dependent coverage. Please refer to Enloe Medical Center’s Leave of Absence Policy for
additional details.



Failure to pay the premium in a timely fashion will result in termination of coverage.

Coverage may stop if Enloe learns the employee does not intend to return to employment,
or if the employee does not return to active employment after the leave has expired. In these
cases, Enloe may request the employee to reimburse it for any premiums it has paid on the
employee's behalf during the leave, unless the reason the employee did not return was due
to a continued serious health condition, or other reasons beyond the employee’s control, as
identified in the FMLA.

Extension of Coverage During U.S. Uniformed Service

Regardless of an employer's established termination or leave of absence policies, the Plan
will at all times comply with the regulations of the Uniformed Services Employment and
Reemployment Rights Act (USERRA) for an employee entering Uniformed Service. The
term “Uniformed Service” means the performance of duty on a voluntary or involuntary
basis in a uniformed service (i.e. the Armed Forces, the Army National Guard and the Air
National Guard, the commissioned corps of the Public Health Service and such other
uniformed service as further defined) under competent authority and includes active duty,
active duty for training, initial active duty for training, inactive duty training, full-time
National Guard duty, a period for which a person is absent from a position of employment
for purposes of an examination to determine the fitness of the person to perform any such
duty, and a period for which a person is absent from employment for the purpose of
performing certain funeral honors duty.

An employee who loses coverage because he is performing Uniformed Service is (and the
employee’s eligible dependent(s) are) considered to have experienced a COBRA qualifying
event. The affected persons have the right to elect continuation of coverage under either
USERRA or COBRA. Under either option, the employee retains the right to re-enroll in the
Plan in accordance with the stipulations set forth herein.

Notice Requirements - To be protected by USERRA and to continue health coverage, an
employee must generally provide the employer with advance notice of their Uniformed
Service. Notice may be written or oral, or may be given by an appropriate officer of the
Uniformed Service branch in which the employee will be serving. Notice will not be
required to the extent that Uniformed Service necessity prevents the giving of notice or if
the giving of notice is otherwise impossible or unreasonable under the relevant
circumstances. If the employee’s ability to give advance notice was impossible,
unreasonable or precluded by Uniformed Service necessity, then the employee may elect to
continue coverage at the first available moment and the employee will be retroactively
reinstated in the Plan to the last day of active employment before leaving for Uniformed
Service. The employee will be responsible for payment of all back premiums from date of
termination of Plan coverage. No administrative or reinstatement charges will be imposed.

If the employee provides the employer with advance notice of their Uniformed Service but
fails to elect continuation of coverage under USERRA, the plan administrator will continue



coverage for the first thirty (30) days after employee’s departure from employment due to
Uniformed Service. The plan administrator will terminate coverage if employee’s notice to
elect coverage is not received by the end of the 30-day period. If the employee subsequently
elects to continue coverage while on Uniformed Service and within the time set forth in the
subsection entitled “Maximum Period of Coverage” below, then the employee will be
retroactively reinstated in the Plan as of the last day of active employment before leaving
for Uniformed Service. The employee will be responsible for payment of all back premium
charges from the date Plan coverage terminated.

Cost of USERRA Continuation Coverage - The employee must pay the cost of coverage
(herein “premium”). The premium may not exceed 102% of the actual cost of coverage, and
may not exceed the active employee cost share if the Uniformed Service leave is less than
31 days. If the employee fails to make timely payment within the same time period
applicable to those enrollees of the plan continuing coverage under COBRA, the plan
administrator will terminate the employee’s coverage at the end of the month for which the
last premium payment was made. If the employee applies for reinstatement to the Plan
while still on Uniformed Service and otherwise meets the requirements of the Plan and of
USERRA, the plan administrator will reinstate the employee to Plan coverage retroactive to
the last day premium was paid. The employee will be responsible for payment of all back
premium charges owed.

Maximum Period of Coverage - The maximum period of USERRA continuation coverage
following employee’s cessation of active employment is the lesser of:

1. 24 months; or

2. The duration of employee’s Uniformed Service.

Reinstatement of Coverage Following Active Duty - Regardless of whether an employee
elects continuation coverage under USERRA, coverage will be reinstated on the first day

the employee returns to active employment if the employee was released under honorable
conditions.

An employee returning from Uniformed Service leave must notify their employer of their
intent to return to work. Notification (application for reemployment) must be made:

1. Within 14 days after Uniformed Service ceases for military leave of 31-180 days; or

2. Within 90 days of completion of Uniformed Service for leave of more than 180
days.

No reemployment application is required if the leave is less than 31 days. In that case,
generally the employee need only report for work on the next regularly scheduled workday
after a reasonable period for travel and rest. Uniformed Service members who are unable to



report back to work because they are in the hospital or recovering from an accidental injury
or sickness suffered during active duty have up to two (2) years to apply for reemployment.

When coverage hereunder is reinstated, all provisions and limitations of the Plan will apply
to the extent that they would have applied if the employee had not taken Uniformed Service
leave and coverage had been continuous. No waiting period can be imposed on a returning
employee or dependents if these exclusions would have been satisfied had the coverage not
been terminated due to the Uniformed Service duty.

COBRA and USERRA
COBRA shall run concurrently with USERRA such that an employee on USERRA leave
shall have no more than 24 months of extended coverage.

Extension of Coverage for Retirees
If your retire from active service with the employer and you are:

1. at least sixty-two (62) years of age and have completed at least ten (10) years
of continuous service for the employer; or

2. at least sixty (60) years of age and have completed at least twenty (20) years of
continuous service for the employer;

Then, within sixty (60) days of the date of your retirement, you may elect to continue these
coverages without interruption for yourself and your eligible dependents. Coverage for any
such person (you or any dependent) may not be continued beyond the date a person attains
age sixty-five (65) and/or becomes Medicare eligible. If a covered dependent experiences a
COBRA qualifying event (e.g., divorce or loss of dependent child eligibility), such
dependent may be eligible for COBRA continuation coverage. Once you attain age sixty-
five (65), any covered dependent may be eligible for continuation coverage through
COBRA.

Special enrollment rights will apply to you and your dependents in the same manner that
such rights apply to active employees and their dependents.

You will be required to contribute for extended coverage at the established rates.
Contributions must be kept current in order for coverage to remain in effect.

NOTE: Enloe Medical Center reserves the right to modify, revoke, suspend, terminate or
change this extension of coverage for retirees, in whole or in part, at any time.

M. Severance Agreement

If your active service ends under the terms of a severance agreement, and you are covered
under this Plan on the day your employment ends, you may continue to be covered under
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the Plan (through COBRA) for the period specified in the severance agreement and under
the terms and conditions specified in the severance agreement.

If you fail to make any required contribution, when due, coverage will terminate at the
end of the period for which you made the last required contribution. Continuation
coverage under COBRA, if elected, will begin the date after COBRA under your
severance agreement ends as long as you have made the required contributions.

N. Reinstatement of Coverage

If you return to an eligible status within the same benefit month after termination of
coverage, then you (and any of your dependents who were covered at the time of
termination) will have coverage become effective the first day of the month following your
reinstatement on an active basis.

If you return to active employment and eligible status following an approved leave of
absence in accordance with the employer's guidelines and the Family and Medical Leave
Act (FMLA), and during the leave you discontinued paying your share of the cost of
coverage causing coverage to terminate, you may have coverage reinstated as if there had
been no lapse (for yourself and any dependents who were covered at the time contributions
ceased). However, you must request that coverage be restored before your family or medical
leave expires, and the plan administrator will have the right to require that unpaid coverage
contribution costs be repaid.

In accordance with the Uniformed Services Employment and Reemployment Rights Act of
1994 (USERRA), certain employees who return to active employment following active duty
service as a member of the United States armed forces, will be reinstated to coverage
hereunder immediately upon returning from military service. Additional information
concerning the USERRA can be obtained from the plan administrator.

NOTE: Except in the above instances, any employee who has performed no hours of service
for a period of thirteen (13) consecutive weeks will be treated as a new hire and will be
required to satisfy all eligibility and enrollment requirements.

O. Transfer of Coverage

If you and your spouse or domestic partner are both employees and are covered as
employees hereunder and one of you terminates, the terminating spouse/domestic partner,
and any of your eligible and enrolled dependents will be permitted to immediately enroll
under the remaining employee's coverage. Such new coverage will be deemed a
continuation of prior coverage and will not operate to reduce or increase any coverage to
which you were entitled while enrolled as the employee or the dependent of the terminated
employee.

11



If a covered person changes status from employee to dependent or vice versa, and the
person remains eligible and covered without interruption, then Plan benefits will not be
affected by the person's change in status.

. The Uniformed Services Employment and Re-employment Rights Act (USERRA)
This Plan will comply with the requirement of all the terms of The Uniformed Services
Employment And Re-employment Rights Act of 1994 (USERRA). This is a federal law

which gives members and former members of the U.S. armed forces (active and reserves)
the right to return to their civilian job they held before military service.
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ARTICLE II -- HEALTH CARE MANAGEMENT PROGRAM

A. What Is Health Care Management

Enloe Medical Center desires to provide you and your family with a health care benefit plan
that helps protect you from significant health care expenses and helps to provide you with
quality care.

Enloe Medical Center has contracted with a professional health care management company
to assist you in determining whether or not proposed services are appropriate for
reimbursement under the Plan. THE PROGRAM IS NOT INTENDED TO DIAGNOSE OR
TREAT MEDICAL CONDITIONS, GUARANTEE BENEFITS, OR VALIDATE
ELIGIBILITY. The medical professionals who conduct the program focus their review on
the appropriateness of hospital stays. Any questions pertaining to eligibility, Plan limitations
or allowed amounts should be directed to the eligibility and claims department.

B. Required Admission Review

If you desire benefits for covered medical expenses, you are required to call the phone
number indicated on your ID card to obtain precertification prior to any service requiring
precertification as indicated within the Schedule of Medical Benefits. Emergency
admissions must be precertified within forty-eight (48) hours or the next available business
day.

When you call, it will be necessary to provide your name, the patient’s name, the name of
the physician, the name of the hospital, the reason for the hospitalization and any other
information needed to complete the review.

C. Reduced Benefits for Failure to Follow Required Review Procedures

When the required review procedures outlined above are followed, your benefits will be
unaffected. However, failure to comply with this provision will result in a penalty being
applied to eligible expenses related to the admission:

When services are received from a participating provider, precertification will be obtained
by the health care provider. 1f certification is not received, the benefit paid to the provider
will be reduced by $500. You cannot be billed for the amount of the benefit reduction.

If services are not provided by a participating provider, you are responsible to obtain
precertification. If certification is not received, benefits will be reduced by $500. The
penalty amount you pay when you do not comply with the required review procedures does
not apply to the out-of-pocket limit.
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ARTICLE III -- NETWORK PROVISIONS

Certain hospitals and physicians have agreements pertaining to payment of covered medical
charges. These hospitals and physicians are called Network Providers. If you have any
questions regarding hospitals and physicians who participate in the network, call the phone
number indicated on your identification card.

This Plan pays for covered medical charges, made by Enloe Medical Center, in-network
providers and out-of-network providers. Network providers may not bill for amounts considered
to be over the allowed amount. Y ou will generally have the least out-of-pocket expenses when
you use Enloe Medical Center for services and supplies that are available at that facility.
Network providers may bill for deductible and coinsurance amounts referred to in this Plan, if
any. When you receive health care through a network provider, there are no claim forms to fill
out.

IMPORTANT: Except for an emergency medical condition or for out-of-town urgent care,
a covered person enrolled in the Value Option must use Enloe Medical Center when the
necessary services are available at Enloe. When necessary care is not available at Enloe, a
covered person can use a joint venture partner, if available, or can select a network or a non-
network provider. The cost of care may be impacted by the provider you choose.

Enloe Medical Center may enter into and/or terminate partnerships with joint venture
partners at its discretion at any time. You can find information about current joint venture
partners by viewing the Employee Benefits Information page at Enloe.org.

If a joint venture partner is used for a service that is not available at Enloe, then the joint
venture partner charges will be paid at the same level as if the services were provided at
Enloe Medical center and the calendar year deductible will not apply.

If a joint venture partner is used for a service that is available at Enloe, then the joint
venture partner charges will be paid at 80%. With regard to application or non-application
of the calendar year deductible, however, a joint venture partner will be treated in the same
manner as a Tier 1 provider.

Benefits are also provided if you choose to receive health care through a Provider that is not a
Network Provider. However, except as outlined in “No Surprises Act— Emergency Services and
Surprise Bills”, the level of benefits will be reduced, and you will be responsible for a greater
share of out-of-pocket expenses, and the amount of your expenses could be substantial. You
may have to reach a deductible before receiving benefits, and you may be required to file a
claim form.

Except as outlined in “No Surprises Act — Emergency Services and Surprise Bills” below,
referrals by in-network providers to out-of-network providers will be considered out-of-network
services or supplies and will be payable at the out-of-network benefit level. In order to have
services and supplies paid at the in-network benefit level, ask your physician to refer you to
participating providers (e.g. X-ray specialists, etc.).
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Exceptions

Professional components charges and visits by hospital-based physicians rendered in an in-
network facility will be reimbursed at the in-network benefit level, regardless of whether the
provider is participating with the network.

If you receive emergency room treatment at a network facility, any services rendered by a
physician during the emergency room encounter will be reimbursed at the in-network benefit
level, regardless of whether the provider is participating with the contracted network.

If you receive information with respect to an item or service from the Plan, its representative, or
a database maintained by the Plan or its representative indicating that a particular provider is a
Network Provider and you receive such item or service in reliance on that information, your
coinsurance, copayment, deductible, and out-of-pocket limit will be calculated as if the provider
had been in-network despite that information proving inaccurate.

Continuity of Care

In the event you are a continuing care patient receiving a course of treatment from a provider
which is in-network or otherwise has a contractual relationship with the Plan governing such
care and that contractual relationship is terminated, not renewed, or otherwise ends for any
reason other than the provider’s failure to meet applicable quality standards or for fraud, you
shall have the following rights to continuation of care.

The Plan shall notify you in a timely manner after termination that the provider’s contractual
relationship with the Plan has terminated, and that you have rights to elect continued transitional
care from the provider. If you elect in writing to receive continued transitional care, Plan
benefits will apply under the same terms and conditions as would be applicable had the
termination not occurred, beginning on the date the Plan’s notice of termination is provided and
ending 90 days later or when you cease to be a continuing care patient, whichever is sooner.

For purposes of this provision, “continuing care patient” means an individual who:

1) isundergoing a course of treatment for a serious and complex condition from a specific
Provider,

2) is undergoing a course of institutional or inpatient care from a specific provider,

3) isscheduled to undergo non-elective surgery from a specific provider, including receipt
of postoperative care with respect to the surgery,

4) is pregnant and undergoing a course of treatment for the pregnancy from a specific
provider, or

5) isorwas determined to be terminally ill and is receiving treatment for such il/ness from
a specific provider.

Note that during continuation, Plan benefits will be processed as if the termination had not
occurred, however, the provider may be free to pursue you for any amounts above the Plan’s
benefit amount.
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ARTICLE 1V -- MEDICAL BENEFITS

A. About Your Medical Benefits

All medical benefits provided under this Plan must satisfy some basic conditions. The
following conditions which apply to your Plan’s benefits are commonly included in medical
benefit plans but often overlooked or misunderstood.

1.

Medical Necessity

The Plan provides benefits only with respect to covered services and supplies which are
medically necessary in the specific treatment of a covered illness or injury, unless
specifically mentioned in Covered Medical Expenses. Medically necessary means the
treatment is generally accepted by medical professionals in the United States as proven,
effective and appropriate for the condition based on recognized standards of the health
care specialty involved.

“Proven” means the care is not considered experimental, meets a particular standard of
care accepted by the medical community and is approved by the Food and Drug
Administration (FDA), if applicable.

“Effective” means the treatment’s beneficial effects can be expected to outweigh any
harmful effects. Effective care is treatment proven to have a positive effect on your
health, while addressing particular problems caused by disease, injury, illness or a
clinical condition.

“Appropriate” means the treatment’s timing and setting are proper and cost effective.

Medical treatments which are not proven, effective and appropriate are not covered by
the Plan unless specifically mentioned.

Allowed Amount

The allowed amount is the maximum amount on which payment is based for covered
health care services. The allowed amount for participating providers is based on the
network negotiated price for health care services. Participating providers can only bill
you for the difference between the benefit paid and the al/lowed amount for any service.

The allowed amount for non-participating providers is based on a fee schedule chosen
by the plan sponsor for out-of-network health care services. Fee schedules can include
the network negotiated fee schedule or other usual and customary-based fee schedules
that value services using the charge most frequently made to the majority of patients for
the same service or procedure in the geographic area where the services or supplies are
provided. Non-participating providers may bill you for the difference between the
benefit paid and the actual amount billed for any service.
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For claims subject to the No Surprises Act (see “No Surprises Act — Emergency
Services and Surprise Bills” within the section “Medical Benefits,”) if no negotiated
rate exists, the allowed amount will be the qualifying payment amount, or an amount
deemed payable by a Certified IDR Entity or a court of competent jurisdiction, if
applicable.

Health Care Providers

The Plan provides benefits only for covered services and supplies rendered by a
physician, practitioner, nurse, hospital, or specialized treatment facility as those terms
are specifically defined in the Definitions section.

Custodial Care

The Plan does not provide benefits for services and supplies furnished primarily to
assist an individual in the activities of daily living. Activities of daily living include
such things as bathing, feeding, administration of oral medicines, or other services that
can be provided by persons without the training of a health care provider.

Benefit Year
The word year, as used in this document, refers to the benefit year which is the 12-

month period beginning January 1 and ending December 31. All annual benefit
maximums and deductibles accumulate during the benefit year.

. Alternate Benefit Provision

The plan administrator, with prior approval from the excess loss carrier, may elect to
provide alternative benefits which are not listed as covered services in this contract. The
alternative covered benefits should be determined on a case by case basis by the plan
administrator for services which the plan administrator deems are medically necessary,
cost effective and agreeable to the covered person and participating provider. The plan
administrator shall not be committed to provide these same, or similar alternative
benefits for another covered person nor shall the plan administrator lose the right to
strictly apply the express provisions of this contract in the future.

. No Surprises Act — Emergency Services and Surprise Bills

For non-network claims subject to the No Surprises Act (“NSA”), participant cost-
sharing will be the same amount as would be applied if the claim was provided by a
Network Provider and will be calculated as if the Plan’s allowable expense was the
recognized amount, regardless of the Plan’s actual allowed amount. The NSA prohibits
providers from pursuing participants for the difference between the al/lowed amount and
the provider’s billed charge for applicable services, with the exception of valid Plan-
appointed cost-sharing as outlined above. Any such cost-sharing amounts will accrue
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toward in-network deductibles and out-of-pocket limits.

Benefits for claims subject to the NSA will be denied or paid within 30 days of receipt
of an initial claim, and if approved will be paid directly to the provider.

Claims subject to the NSA are those which are submitted for:

e Emergency services,

e Non-emergency services rendered by a non-network Provider at a participating
health care facility, provided the participant has not validly waived the applicability
of the NSA; and

e Covered non-network air ambulance services.
B. Deductibles

A deductible is the amount of covered expenses you must pay during each benefit year
before the Plan will consider expenses for reimbursement.

Any covered expenses that you or your dependents accumulated toward the deductible
under the previous Enloe Medical Center plan will be counted toward the satisfaction of the
deductible under this Plan.

Additional detail about the annual deductible is indicated in the Schedule of Medical
Benefits.

C. Deductible Carry-Over
When covered expenses incurred in the last three (3) months of the benefit year are applied
to the deductible, that amount will also be used to satisfy the deductible for the following
benefit year.

D. Coinsurance
Coinsurance percentages represent the portion of covered expenses paid by the Plan after
satisfaction of any applicable deductible. These percentages apply only to covered expenses
which do not exceed the allowable amount.
The coinsurance percentages are shown on the Schedule of Medical Benefits.

E. Out-of-Pocket Limit
An out-of-pocket limit is the maximum amount of covered expenses you must pay during a
benefit year. When you reach the annual out-of-pocket limit applicable to you, the Plan will

pay one hundred percent (100%) of additional covered expenses during the remainder of
that benefit year.
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Any covered expenses that you or your dependents accumulated toward the annual out-of-
pocket limit under the previous Enloe Medical Center plan, in the year the plan was
restated, will be counted toward the satisfaction of the annual out-of-pocket limit under this
Plan.

Additional detail about the annual out-of-pocket limit is indicated in the Schedule of
Medical Benefits.

. Benefit Maximums

Total plan payments for each covered person are limited to certain maximum benefit
amounts. A benefit maximum can apply to specific benefit categories or to all benefits. A
benefit maximum amount also applies to a specific time period, such as annual or /ifetime.
Whenever the word lifetime appears in this Plan in reference to benefit maximums, it refers
to the time you or your dependents are covered by this Plan.

Any benefit amounts that you or your dependents accumulated toward the benefit
maximums and /ifetime benefit maximums under the Enloe Medical Center plan prior to the
restatement date, April 1, 2022, will be counted toward the benefit maximums and /ifetime
benefit maximums under this Plan. The benefit maximums applicable to this Plan are shown
in the Schedule of Medical Benefits.

. Covered Medical Expenses

When all of the requirements of this Plan are satisfied, the Plan will provide benefits as
outlined on the Schedule of Medical Benefits but only for the services and supplies listed in
this section.

Hospital Services

1. Room and board, not to exceed the cost of a semiprivate room or other accommodations
unless the attending physician certifies the medical necessity of a private room. If a
private room is the only accommodation available, the Plan will cover an amount equal
to the prevailing semiprivate room rate in the geographic area.

The Plan may not restrict benefits for any hospital length of stay in connection with
childbirth for the mother or newborn child to less than forty-eight (48) hours following a
normal vaginal delivery, or less than ninety-six (96) hours following a cesarean section,
or require that a provider obtain authorization from the Plan for prescribing a length of
stay not in excess of the above periods.

The attending provider, after consulting with the mother, may discharge the mother and

newborn earlier than forty-eight (48) hours following a vaginal delivery or ninety-six
(96) hours following a cesarean section.
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6.

Intensive care unit and coronary care unit charges.

Miscellaneous hospital services and supplies required for treatment during a hospital
confinement.

Well-baby nursery and physician expenses during the initial hospital confinement of a
newborn.

Hospital confinement expenses for dental services if the attending physician certifies
that hospitalization is necessary to safeguard the health of the patient.

Outpatient hospital services.

Emergency and Urgent Care Services

1.

Treatment of an emergency in a hospital emergency room or other emergency care
facility.

Treatment at an urgent care facility.

Ground transportation provided by a professional ambulance service for the first trip to
and from the nearest hospital or emergency care facility equipped to treat a condition
that can be classified as an emergency.

Transportation provided by a professional air ambulance service for the first trip to and
from the nearest hospital or emergency care facility equipped to treat a condition that
can be classified as an emergency.

Charges made by a city or county rescue squad, paramedic or other fire department
assistance for responding to an emergency call necessitated by an accidental injury or
sickness, whether or not such services include transport of the covered person to any
type of medical facility.

Specialized Treatment Facilities

1.

2.

A skilled nursing facility or extended care facility.

An ambulatory surgical facility.

A birthing center.

A mental health treatment facility, including a residential treatment facility.

A substance abuse treatment facility, including a residential treatment facility.
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7.

A hospice facility when a physician certifies life expectancy is six (6) months or less.
Bereavement counseling received within the six (6) month period following the patient's
death for covered family members is included.

A partial hospitalization treatment facility.

Surgical Services

1.

2.

Surgeon’s expenses for the performance of a surgical procedure.

Assistant surgeon’s expenses not to exceed twenty percent (20%) of the allowed amount
of the surgical procedure.

Two (2) or more surgical procedures performed during the same session through the
same incision, natural body orifice or operative field. The amount eligible for
consideration is the al/lowed amount for the largest amount billed for one (1) procedure
plus fifty percent (50%) of the sum of allowed amount for all other procedures
performed.

Anesthetic services, when performed in connection with a covered surgical procedure.

Oral surgery, limited to the removal of tumors and cysts; incisions of sinuses, salivary
glands, or ducts; frenectomy; cleft lip and palate; and treatment of an accidental injury
to sound, natural teeth. Includes general anesthesia, when provided in connection with a
dental procedure where hospital confinement or use of the outpatient services of a
hospital or ambulatory surgical center is required because of an underlying medical
condition or clinical status of a covered person who: (1) is under the age of seven years,
(2) is developmentally disabled, regardless of age, or (3) has impaired health and
general anesthesia is medically necessary.

Reconstructive surgery:

a. when needed to correct damage caused by a birth defect resulting in the
malformation or absence of a body part;

b. when needed to correct damage caused by an illness or accidental injury,; or

c. breast reconstructive surgery in a manner determined in consultation with the
attending physician and the patient. Coverage includes reconstruction of the breast
on which the mastectomy was performed, surgery and reconstruction of the other
breast to produce a symmetrical appearance, prostheses, nipple and areola
reconstruction and repigmentation, and treatment of physical complications at all
stages of the mastectomy, including lymphedemas. This Plan is in compliance with
the Women’s Health and Cancer Rights Act of 1998.
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7.

10.

I1.

12.

13.

14.

15.

Non-experimental organ and tissue transplant services to an organ transplant recipient
who is covered under this Plan. In addition, benefits will be provided for inpatient
hospital expenses of the donor of an organ for transplant to a covered recipient and for
physician’s expenses for surgical removal of the donor organ if the donor does not have
coverage through another group plan. No benefits will be provided for organ selection,
transportation and storage costs, or when benefits are available through government
funding of any kind, or when the recipient is not covered under this Plan. The following
procedures are covered when performed at a network Centers of Excellence (COE):

Bone marrow/stem cell Simultaneous kidney-pancreas

Heart Liver

Lung Simultaneous small bowel-liver
Simultaneous heart-lung Pediatric small bowel

Kidney Cornea transplants (COE not required)
Pancreas Skin transplants (COE not required)

Eligible transplant-related expenses will include services incident to obtaining the
human organ transplant material or bone marrow/stem cell material from a living donor
or an organ transplant bank. The Plan’s payment for unrelated donor searches for bone
marrow/stem cell transplants will not exceed $30,000 per transplant.

Circumcision.

Outpatient surgery.

Amniocentesis when the attending physician certifies that the procedure is medically
necessary.

Surgical treatment of morbid obesity.

Surgical treatment of temporomandibular joint dysfunction (TMJ) and other
craniomandibular disorders.

Voluntary sterilization.
Voluntary termination of pregnancy.

Gender reassignment surgery, when medically necessary, for individuals with a
documented diagnosis of gender dysphoria, only if all of the following criteria are met:

Hormone Replacement Therapy:

* Persistent, well-documented gender dysphoria for the covered person, diagnosed for a
period of twenty-four (24) months;
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* The covered person has the capacity to make a fully informed decision and to consent
for treatment;

* The covered person must be at least eighteen (18) years of age (where approval or
denial of benefits is based solely on age of the individual, a case-by-case review may
be required); and

« If significant medical or mental health concerns are present, they must be reasonably
well-controlled.

Gender Reassignment Surgery for Hysterectomy, Salpingo-oophorectomy, Ovariectomy
and Orchiectomy:

* In addition to items listed above, the covered person must exhibit all of the following:

* The desire to live and be accepted as a member of the opposite sex, usually
accompanied by the wish to make their body as congruent as possible with the
preferred sex through surgery and hormone treatment;

* The transsexual identity has been present persistently for at least two (2) years;

* The condition is not a symptom of another mental disorder (other than gender
dysphoria);

* The condition causes clinically significant distress or impairment in social,
occupational, or other important areas of functioning;

* For covered persons without a medical contraindication, the individual has undergone
a minimum of twelve (12) months of continuous hormonal therapy when
recommended by a mental health professional and provided under the supervision of a
physician;

» If the covered person has significant medical or mental health issues present, they
must be reasonably well controlled; and

* Two (2) referrals from qualified mental health professionals who have independently
assessed the covered person. If the first referral is from the individual’s
psychotherapist, the second referral should be from an evaluator. Two (2) separate
letters (or one letter signed by both) are required.

Gender Reassignment Surgery for Phalloplasty, Vaginoplasty, Metoidioplasty,
Penectomy, Clitoroplasty, Labiaplasty, Baginaectomy, Scrotoplasty, Urethroplasty and
placement of testicular prostheses:
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« In addition to items listed above, the covered person must have completed twelve (12)
months of successful continuous full time real-life experience in their new genders,
across a wide range of life experiences and events that my occur throughout the year
(for example family events, holidays, vacations etc.). This includes disclosure to
partners, family friends and community members, for example.

Mental/Behavioral Health and Substance Abuse Treatment

1.

2.

3.

4.

Inpatient mental health and substance abuse treatment.
Outpatient mental health and substance abuse treatment.
Treatment of an eating disorder, following initial visit to a physician for diagnosis.

Partial hospitalization.

Medical Services

—

10.

I1.

. Physician office visits relating to a covered illness or injury.

Inpatient physician visits by the attending or non-attending physician.
Second/third (if medically necessary) surgical opinions.
Pregnancy and related maternity care for all covered females.

Charges related to surrogacy for Enloe Medical Center employees only (covered under
the Classic or Value plan).

Charges for the diagnosis of infertility (Classic Option Only).

Dental services received after an accidental injury to sound and natural teeth including
replacement of such teeth.

Radiation therapy.

Chemotherapy.

Hemodialysis.

Chiropractic services (Classic Option only). Such services must be rendered in the
covered provider’s office and must be intended to improve a covered person’s

musculoskeletal, neuromuscular and respiratory systems. Covered services include but
are not limited to:
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12.

13.

14.

15.

16.

a.  Physical medicine evaluations and management;
Office visits, manipulations and adjustments;

c. Covered person training and treatment utilizing physical agents such as
ultrasound, heat and massage; and

d.  Maintenance care.

Podiatric services for treatment of an illness or injury, or due to metabolic or peripheral
vascular disease.

Physical therapy, including cardiac rehabilitation therapy received from a qualified
practitioner under the direct supervision of the attending physician, excluding
maintenance care and palliative treatment.

Non-custodial services of a nurse which are not billed by a home health care agency.
Home health care that is provided by a home health care agency (four (4) hours = one
(1) visit). The following are defined as covered home health care services and supplies
upon referral of the attending physician:

a. part-time nursing services provided by or supervised by a registered nurse (R.N.);

b. part-time or intermittent home health aide services;

c. physical, occupational, speech or respiratory therapy which is provided by a
qualified therapist;

d. nutritional counseling that is provided by or under the supervision of a registered
dietician;
e. laboratory services, drugs, medicines, [V therapy and medical supplies which are

prescribed by the doctor.

Hospice care (including bereavement counseling) provided that the covered person has
a life expectancy of six (6) months or less and subject to the maximums, if any, as set
forth in the Schedule of Benefits. Covered hospice care, respite care and bereavement
expenses are limited to:

a. room and board for confinement in a hospice facility;
b. ancillary charges furnished by the hospice while the patient is confined therein,
including rental of durable medical equipment which is used solely for treating an

injury or illness;

c. nursing care by a registered nurse, a licensed practical nurse, or a licensed
vocational nurse (L.V.N.);
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17.

18.

19.

20.

21.

22.

23.

k.

home health aide services;

home care charges for home care furnished by a hospital or home health care
agency, under the direction of a hospice, including custodial care if it is provided
during a regular visit by a registered nurse, a licensed practical nurse, or a home
health aide;

laboratory services, drugs, medicines, IV therapy and medical supplies which are
prescribed by the doctor.

medical social services by licensed or trained social workers, psychologists, or
counselors;

nutrition services provided by a licensed dietician;

counseling and emotional support services by a licensed social worker or a licensed
pastoral counselor;

bereavement counseling by a licensed social worker or a licensed pastoral counselor
for the covered person’s immediate family received within the six (6) month period

following the patient’s death;

respite care.

Speech therapy from a qualified practitioner to restore normal speech loss due to an
illness, injury or surgical procedure. If the loss of speech is due to a birth defect, any
required corrective surgery must have been performed prior to the therapy.

Occupational therapy but not to include vocational, educational, recreational, art, dance
or music therapy.

Initial examination for the treatment of eating disorders (e.g., bulimia, anorexia).
Subsequent treatment is eligible for consideration as a mental health disorder.

Allergy testing and treatment.

Preparation of serum and injections for allergies.

Temporomandibular joint dysfunction (TMJ): non-surgical treatment or treatment for
prevention of TMJ, craniomandibular disorders, and other conditions of the joint linking
the jawbone and skull, muscles, nerves, and other related tissues to that joint.

Charges related to a provider discount for covered medical expenses resulting in savings
to this Plan.
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24. Diabetes education programs.

25. Insertion or removal of any contraceptive that is a covered expense under this medical
or prescription drug plan.

26. Medically necessary services rendered in connection with an approved clinical trial.

27. Hearing aid examinations for the appropriate type of hearing aid.

28. Electroacoustic evaluations for hearing aids.

Diagnostic X-Ray and Laboratory Services

1. Diagnostic charges for x-rays.

2. Diagnostic charges for laboratory services.

3. Preadmission testing (PAT).

4. Ultrasounds, prenatal laboratory and pregnancy testing.

5. Genetic testing and counseling if:
a. there is an immediate family history of a specific disease;
b. there is an ethnic predisposition to a specific disease, or
c. the treating physician has a specific concern.

Equipment and Supplies

1. Durable medical equipment, including expenses related to necessary repairs. A
statement is required from the prescribing physician describing how long the equipment
is expected to be necessary. This statement will determine whether the equipment will
be rented or purchased. Initial replacement equipment is covered if the replacement
equipment is required due to a change in the patient's physical condition; or, purchase of
new equipment is less expensive than repair of existing equipment. Routine
maintenance of durable medical equipment is not covered. Routine maintenance is

responsibility of the covered person.

NOTE: The Classic Option covers breast pumps at Enloe and at network providers.
The Value Option covers breast pumps at Enloe only.
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10.

I1.

12.

13.

14.

15.

Artificial limbs and eyes and replacement of artificial eyes and limbs if required due to
a change in the patient’s physical condition; or, replacement is less expensive than repair
of existing equipment.

Oxygen and rental of equipment required for its use, not to exceed the purchase price of
such equipment.

Blood and/or plasma, if not replaced, and the equipment for its administration including
autologous blood transfusions.

Insulin infusion pumps and related supplies.

Initial prescription contact lenses or eye glasses, including the examination and fitting
of the lenses, to replace the human lens lost through intraocular surgery or when
required as the result of an injury.

Hearing aid instrument, monaural or binaural, including ear molds and the initial battery
and cords. Includes examination for fittings, counseling, adjustments, and device
checks.

Original fitting, adjustment and placement of orthopedic braces, casts, splints, crutches,
cervical collars, head halters, traction apparatus, or prosthetic appliances, when
prescribed by a physician, to replace lost body parts or to aid in their function when
impaired. Replacement of such devices only will be covered if the replacement is
necessary due to a change in the physical condition of the covered person.

Custom foot orthotics that are fitted and provided by a physician or podiatrist. For
enrollees in the Classic Option only, a chiropractor may fit and provide custom foot
orthotics.

Sterile surgical supplies after surgery.

Compression garments limited to two (2) pair per benefit year.

Occupational therapy supplies related to covered occupational therapy.

Drugs, medicines, or supplies dispensed through the physician s office, for which the
patient is charged.

Take home prescription drugs from a hospital, for which the patient is charged.
Infusion therapy administration, by an appropriate covered provider, of prescription

drugs by injection into a vein, a muscle, the skin or the spinal canal. It also includes
drugs administered by aerosol into the lungs or by a feeding tube.

28



16.

17.

Medicines that are dispensed and administered to a covered person during an inpatient
confinement, during a physician’s office visit, or as part of a home health or hospice
care program.

Certain specialty medications through the specialty drug utilization management
program.

Drug Coverage Guidelines

To promote safety and clinically appropriate care while controlling costs,
prescription specialty drug coverage in both the pharmacy and the medical benefit
may be restricted in quantity, duration or require prior authorization and/or step
therapy through drug coverage guidelines.

a. Quantity Restrictions — For certain drugs, the amount of the drug that will be
covered by the plan every 30-days is limited based on national standards and
current medical literature. These limits ensure the quantity of units supplied and
duration for each prescription remain consistent with the benefit plan design,
clinical dosing guidelines, including building up a required tolerance for a drug.

b. Prior Authorization — The Plan requires a review to determine if the drug
qualifies for coverage under this benefit. If your physician prescribes a drug that
requires a prior authorization, the specialty drug management clinical pharmacist
will work with your prescriber to complete the prior authorization review. In
some cases, you are required to first try certain drugs to treat your medical
condition before the Plan will cover another drug for that condition. For
example, if Drug A and Drug B both treat your medical condition, the Plan may
not cover Drug B unless you try Drug A first. Prior authorization review may
also include recommendations to your physician on dose adjustments,
therapeutic substitutions and appropriate site of care.

Medical Specialty Drug services, supplies, and medications NOT covered under the
benefit Plan include:

e Drugs not approved by the FDA, which may also include off-label use (meaning
drugs that may be prescribed, but are not approved for that condition, gender or age
group);

e Drugs not on the Plan’s Medical Specialty Drug Formulary, which is updated
quarterly;

e Drugs approved by FDA are excluded for a minimum of the first twelve months
on market;

e Drugs of unproven/insufficient clinical efficacy or that fall below a threshold of
value, evidence or safety,even if FDA approved (for example: Aduhelm, Exondys
51, Evkeeza, Krystexxa, Spinraza, Tepezza)

e Drugs that are deemed “non-essential” for health benefit coverage;

o Drugs that have less expensive therapeutic alternatives, generics or biosimilars;
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o Drugs with available clinical trials or being used for investigational uses;

e Drugs available without a prescription;

e Drugs labeled “Caution: Limited by federal law to investigational use”;

e Drugs being used for cosmetic purposes, including those for hair growth or skin
wrinkles;

e Drugs to treat infertility unless specifically included in your benefit plan;

o Prescription drugs lacking a current prescription order;

e Compounded drugs that contain products excluded by the plan formulary or benefit;

e Medical devices or appliances.

Preventive Care

Preventive care includes the following preventive care items and services as required under
the Patient Protection and Affordable Care Act:

1. Evidence-based items or services that have a rating of “A” or “B” and are currently
recommended by the U.S. Preventive Services Task Force.

2. Immunizations that are currently recommended by the Advisory Committee on
Immunization Practices for the Centers for Disease Control and Prevention.

3. Evidence-informed preventive care and screenings as provided for in the comprehensive
guidelines supported by the Health Resources and Services Administration for infants,
children and adolescents.

4. Additional preventive care and screenings as provided for in the comprehensive
guidelines supported by the Health Resources and Services Administration for women.

Preventive care also includes charges for a COVID-19 vaccine and its administration.

. Medical Expenses Not Covered

The Plan will not provide benefits for any of the items listed in this section, regardless of
medical necessity or recommendation of a health care provider. This list is intended to give
you a general description of expenses for services and supplies not covered by the Plan. The
Plan only covers those expenses for services and supplies specifically described as covered
in the preceding section. There may be expenses in addition to those listed below which are
not covered by the Plan.

General Exclusions

1. Expenses exceeding the allowed amount.

2. Expenses unnecessary for diagnosis of an illness or injury, except as specifically
mentioned in Covered Medical Expenses.
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10.

I1.

12.

13.

14.

15.

16.

Treatment not prescribed or recommended by a health care provider.
Services, supplies, or treatment not medically necessary.

Experimental equipment, services, or supplies which have not been approved by the
United States Department of Health and Human Services, the American Medical
Association (AMA), or the appropriate government agency.

Services furnished by or for the United States Government or any other government,
unless payment is legally required.

Any condition or disability sustained as a result of being engaged in an activity
primarily for wage, profit or gain, and for which the covered person benefits are
provided under Worker's Compensation Laws or similar legislation.

Any condition, disability, or expense sustained as a result of being engaged in: an illegal
occupation; commission or attempted commission of an assault or other illegal act;
participating in a civil revolution or riot; duty as a member of the armed forces of any
state or country; or a war or act of war which is declared or undeclared.

Educational, vocational, or training services and supplies, except as specifically
mentioned in Covered Medical Expenses.

Expenses for telephone conversations, charges for failure to keep a scheduled
appointment, or charges for completion of medical reports, itemized bills, or claim
forms.

Mailing and/or shipping and handling expenses.

Services or supplies rendered by a facility operated by the Veteran’s Health
Administration for an injury or illness determined by the Secretary of Veterans Affairs

to have been incurred in, or aggravated during, the performance of uniformed service.

Medical treatment and travel outside of the United States if the sole purpose of the
travel is to obtain medical service, supplies or drugs.

Communication, transportation expense, or travel time of physicians or nurses.
Charges resulting from penalties, exclusions, or charges in excess of allowable limits
imposed by HMO, non-HMO, or PPO providers resulting from failure to follow the

required procedures for obtaining services or treatment.

Services or supplies for which there is no legal obligation to pay, or expenses which
would not be made except for the availability of benefits under this Plan.

31



17.

18.

19.

20.

21.

Professional services performed by a person who ordinarily resides in your household or
is related to the covered person, such as a spouse, parent, child, brother, sister, or in-law.

Expenses used to satisfy Plan deductibles, co-pays, or applied as penalties.
Expenses eligible for consideration under any other plan of the employer.

Expenses incurred as the result of an auto accident up to the amount of any state
required automobile insurance with respect to those expenses.

Expenses incurred for services rendered prior to the effective date of coverage under
this Plan or expenses for services performed after the date coverage terminates.

Additional Exclusions

The following exclusions are in alphabetical order to assist you in finding information
quickly; however, you should review the entire list of exclusions when trying to determine
whether a particular treatment or service is covered as the wording of the exclusion may
place it in a different location than you might otherwise expect.

1.

2.

10.

Acupuncture.
Adoption expenses.
Biofeedback.

Behavioral health diagnosis and treatment, unless specifically mentioned in Covered
Medical Expenses.

Breast prosthetic implant removals whether inserted for cosmetic reasons or due to a
mastectomy are not covered, unless the removal is medically necessary.

Chiropractic care (Value Option only).

Cochlear implants, or related supplies unless specifically mentioned in Covered Medical
Expenses.

Complications arising from any non-covered surgery or treatment.

Cosmetic surgery or reconstructive surgery unless specifically mentioned in Covered
Medical Expenses.

Dental services, dental appliances, or treatment including hospitalization for dental
services, except as specifically mentioned in Covered Medical Expenses.
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11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Diagnostic and chronic pain hospital admissions: confinement in a hospital that is for:
(1) medical observation, or (2) diagnostic purposes and such services could be
performed in an outpatient setting.

Expenses incurred for or incident to hospitalization or confinement in a health facility
primarily to treat or cure chronic pain, except for those services which would have been
provided had the individual been treated on an outpatient basis. For example, charges
for room and board during a confinement are not covered.

Donor expenses unless specifically mentioned in Covered Medical Expenses.

Drugs, medicine, or supplies that do not require a physician s prescription. Some over-
the-counter drugs are covered under the Preventive Care benefit if prescribed by a
physician.

Ecology or environmental medicine: chelation or chelation therapy, orthomolecular
substances, or use of substances of animal, vegetable, chemical or mineral origin which
are not specifically approved by the FDA as effective for treatment. Confinement in a
hospital or healthcare facility primarily to control or change a covered person's
environment, such as confinement in an eating disorder unit.

Education, counseling, or job training for learning disorders or behavioral problems
whether or not services are rendered in a facility that also provides medical and/or
mental health treatment, except as specifically mentioned in Covered Medical Expenses.

Equipment such as air conditioners, air purifiers, dehumidifiers, heating pads, hot water
bottles, water beds, swimming pools, hot tubs, and any other clothing or equipment
which could be used in the absence of an illness or injury.

External penile devices or penile implant devices, except when surgery or devices are
medically necessary for complications resulting from a covered reconstructive surgery
or in the treatment of gender dysphoria.

Eyeglasses or lenses, orthoptics, vision therapy, or supplies unless specifically
mentioned in Covered Medical Expenses.

Family counseling.

Foot treatment, palliative or cosmetic, including flat foot conditions, supportive devices
for the foot, orthopedic or corrective shoes (except when permanently attached to
braces), the treatment of subluxations of the foot, care of corns, bunions (except by
capsular or bone surgery), calluses, toe nails (except surgery for ingrown nails), fallen
arches, weak feet, chronic foot strain, and symptomatic complaints of the feet, except
for the treatment of a metabolic or peripheral-vascular disease, or as specifically
mentioned in Covered Medical Expenses.
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21

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

. Gender reassignment surgery, except as specified in Covered Medical Expenses.

Genetic testing and counseling unless specifically mentioned in Covered Medical
Expenses.

Habilitation services unless specifically mentioned in Covered Medical Expenses.
Holistic or homeopathic medicine.

Hospital confinement for physiotherapy, hydrotherapy, convalescent care, or rest care.
Hypnosis.

Impotence medications.

Infertility treatment including, but not limited to, fertility drugs, artificial insemination,
in vitro and in vivo fertilization. Charges for the diagnosis of infertility are not covered

under the Value Option.

Insertion or removal of any contraceptive that is not a covered expense under this
medical or prescription drug plan.

Kerato-refractive eye surgery (to improve nearsightedness, farsightedness, and/or
astigmatism by changing the shape of the cornea including, but not limited to, radial
keratotomy and keratomileusis surgery).

Massage therapy or rolfing.

Marital counseling.

Non-routine services rendered in connection with an approved clinical trial, including:

The experimental treatment, procedure, device or drug itself.

Items or services provided solely to satisfy data collection and analysis.

Items or services customarily provided by the research sponsors free of charge.
Items or services provided solely to determine trial eligibility.

Orthodontics for cleft palate.

Personal comfort or service items while confined in a hospital including, but not limited
to, radio, television, telephone, and guest meals.

Prescription drugs or medicines other than specifically mentioned in any Covered
Medical Expenses section.
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37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

Preventive care unless specifically mentioned in Covered Medical Expenses.

Private duty nursing.

Reversal of any elective surgical procedure.

Sales tax.

Sanitarium, rest, or custodial care.

Sex counseling.

Smoking cessation programs or physician’s office visits for smoking cessation
treatment, except to the extent required under the preventive care mandate of the Patient
Protection and Affordable Care Act.

Speech therapy for the correction of stammering, stuttering, lisping, tongue thrust,
speech impediments caused by function nervous disorders, or developmental speech

delays.

Surrogacy charges in the case of covered persons utilizing a surrogate mother who is not
a covered Enloe employee.

Vitamins and nutritional supplements, regardless of whether or not a physician’s
prescription is required, except to the extent required under the preventive care mandate
of the Patient Protection and Affordable Care Act.

Voice enhancers, voice prosthetics or any other language assistance devices.

Weight reduction or control, including treatments, instructions, activities, or drugs and
diet pills, whether or not prescribed by a physician, except as specifically mentioned in
Covered Medical Expenses and/or to the extent required under the preventive care
mandate of the Patient Protection and Affordable Care Act. Surgery for removal of
excess fat in any area of the body or resection of any excess skin or fat following weight
loss or pregnancy is excluded.

Wigs and artificial hair pieces.
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ARTICLE V -- PRESCRIPTION DRUG PLAN

A. About Your Prescription Drug Benefits

The prescription drug program is an independent program, separate from the medical plan,
and administered by Enloe’s Pharmacy Benefits Manager.

The prescription drug program covers prescription drug costs incurred by you and your
covered dependents. You will receive an identification card (medical and prescription drug
combined) when you become covered under the Plan. In order to access your benefits,
simply present your identification card at any participating pharmacy.

In the event that you do not present your identification card to the network pharmacy at the
time of purchase, you will be responsible for full payment for the medication(s). You must
then submit a Direct Member Reimbursement (DMR) form as directed by their Plan to
request payment reimbursement.

This Plan does not cover any prescription drugs from a non-participating pharmacy. If you
choose to use a non-participating pharmacy, you must pay the pharmacy the full amount for
the prescription.

B. Mail Service Prescription Drug Program (Classic Plan Only)

The mail service prescription drug program is offered when there is an ongoing need for
medication. By using this service, you can obtain prescribed medication required on a non-
emergency, extended-use basis.

Most prescription medications are available through the mail service prescription drug
program if they are normally available at your local pharmacy. However, certain
medications cannot be supplied by mail easily (for example, drugs requiring constant
refrigeration) and may not be available through this program.

If you need medication immediately, but will be taking it on an ongoing basis, ask your
physician for two (2) prescriptions. The first should be for up to a thirty (30) day supply that
you can have filled at a local pharmacy. The second prescription should be for the balance,
up to a ninety (90) day supply. Send the larger prescription through the mail service
prescription drug program.

C. Co-pays
The co-pay amounts for generic and brand name prescriptions or refills are shown on the

Schedule of Prescription Drug Benefits. The Prescription Drug Plan will pay 100% of the
actual expense incurred for a prescription drug that is in excess of the prescription drug co-

pay.
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D. Out-of-Pocket Limit

An out-of-pocket limit is the maximum amount of covered expenses you must pay during a
benefit year. When you reach the annual out-of-pocket limit applicable to you, the Plan will
pay one hundred percent (100%) of additional covered expenses during the remainder of
that benefit year.

Any covered expenses that you or your dependents accumulated toward the annual out-of-
pocket limit under the previous Enloe Medical Center plan, in the year the plan was
restated, will be counted toward the satisfaction of the annual out-of-pocket limit under this
Plan.

Additional detail about the annual out-of-pocket limit is indicated in the Schedule of
Prescription Drug Benefits.

E. Dispensing Limitations

Classic Option

Enloe Outpatient Pharmacy Benefit

For covered prescription drugs obtained at an Enloe Outpatient Pharmacy, Enloe Medical
Center will provide coverage for up to a 90-day supply per dispensing (standard supply),
and subject to the cost share listed in the Schedule of Prescription Drug Benefits. A
copay is required for each 30-day supply

Retail Pharmacy Benefit

For covered prescription drugs obtained at an in-network retail pharmacy, Enloe Medical
Center will provide coverage for up to a 30-day supply per dispensing (standard supply),
subject to the cost share listed in the Schedule of Prescription Drug Benefits.

Specialty Pharmacy Benefit

The Plan mandates Enloe Outpatient Pharmacy for Simponi, Copaxone, Humira, and
Enbrel. Enloe’s Pharmacy Benefits Administrator Direct Specialty as the specialty
pharmacy for all other specialty medications. To set up specialty services call 877-391-
1103 for assistance. Enloe Medical Center will provide coverage for up to a 30-day
supply per dispensing (standard supply), subject to the cost share listed in the Schedule
of Prescription Drug Benefits.

Value Option

Enloe Outpatient Pharmacy Benefit

For covered prescription drugs obtained at Enloe Outpatient Pharmacy, Enloe Medical
Center will provide coverage for up to a 90-day supply per dispensing (standard supply),
and subject to the cost share listed in the Schedule of Prescription Drug Benefits. A
copay is required for each 30-day supply

37



Retail Pharmacy Benefit

Retail participating pharmacies may be used for urgent non-maintenance fills only when
Enloe Outpatient Pharmacy is closed. Enloe Medical Center will provide coverage for up
to a 30-day supply per dispensing (standard supply), subject to the cost share listed in the
Schedule of Prescription Drug Benefits.

Specialty Pharmacy Benefit

The Plan mandates Enloe Outpatient Pharamacy for Simponi, Copaxone, Humira, and
Enbrel. Enloe’s Pharmacy Benefits Administrator Direct Specialty as the specialty
pharmacy for all other specialty medications. To set up specialty services call 877-391-
1103 for assistance. Enloe Medical Center will provide coverage for up to a 30-day
supply per dispensing (standard supply), subject to the cost share listed in the Schedule
of Prescription Drug Benefits.

Quantity Limitations: There may be quantity limits on certain medicines. Quantity limits
are based on the FDA’s recommended dosing guidelines for each medication and are
reviewed regularly by the Plan to ensure clinical appropriateness. Limits are set to ensure
safety and efficacy in the treatment of various health conditions. Requests for drug
quantities above Plan limits require review and authorization by Enloe’s Pharmacy Benefits
Administrator.

. Step Therapy

A program in which the member must try one or more prerequisite drugs before the step
therapy drug will be covered by the Plan. This is designed for people who regularly take
prescription drugs to manage ongoing medical conditions.

Example:

e Step 1 medications: Generic drugs that have the same health benefits as higher-cost
medications.

e Step 2 medications: Brand-name drugs recommended if a Step 1 medication does not
work for you. Step 2 medications may cost you and your Plan more than Step 1
medications.

. Prior Authorization

A program used to validate diagnosis or other treatment information to assure the
prescription is being prescribed appropriately. Often times this requires additional
information from the prescriber for approval.

e Coverage Exceptions: Drugs that are listed in the Formulary with associated prior

authorization (PA) require evaluation prior to dispensing at a pharmacy. Each request
will be reviewed on an individual member need basis. If the request does not meet the
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guidelines, the request for coverage of the prescription will not be approved and
alternative therapy may be recommended.

Obtaining Coverage: Coverage, questions or information about the medication request
may be obtained by:

o Faxing a completed Medication Request Form to Enloe’s Pharmacy Benefits
Administrator at (858) 790-7100.

o Contacting Enloe’s Pharmacy Benefits Administrator at 888-265-7422 and
providing all of the necessary information requested. Enloe’s Pharmacy Benefits
Administrator will provide an authorization number, specific for the prescription
drug, for all approved requests. Non-approved requests may be appealed. The
prescriber must provide information to support the appeal. Prior Authorization is
generally not available for prescription drugs that are specifically excluded by
the benefit design.

H. Covered Prescription Drugs

Prescriptions covered under your Plan include all drugs bearing the legend “Caution:
Federal law prohibits dispensing without a prescription” except as identified in Prescription

Drugs Not Covered.

The following are specifically covered by this Plan when accompanied by a physician's

prescription.

1. Contraceptives: oral, extended-cycle oral, emergency, injectable, implantable,
transdermal and barrier forms.

2. Impotence medications, excluding Yohimbine.

3. Diabetic medication and supplies, including insulin, syringes, needles, insulin injectable
devices, swabs, blood monitors and kits, blood test strips, blood glucose calibration
solutions, urine tests, lancets, and lancet devices.

4. Acne agents and medications. Acne agents and medications for individuals through age

forty (40). Acne agents and medications may be covered for individuals over age forty
(40) if medically necessary.

Estrogen replacement drugs.

Hormone replacement therapy for gender dysphoria. For additional details, please refer
to Article IV -- Medical Benefits, subsection Surgical Services.

Respiratory therapy supplies such as aerochambers, spacers or nebulizers.
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8. Smoking deterrents.

9. Legend vitamins, including prenatal agents and legend fluoride products.

10. Certain weight loss medications. For initial approval of a weight loss medication,
patients must meet the clinical guidelines outlined below:

a.

b.

Patient must be enrolled in Enloe Bariatric Care Program.

For certain medications, patient must not be currently taking a GLP-1 receptor
agonist (e.g., Victoza, Byetta, Bydureon, Tanzeum).

Patient must present evidence of active enrollment in an exercise and caloric
reduction program or a weight loss/behavioral modification program.

If patient is 18 years of age or older, they must meet one of the following criteria:

e Body mass index (BMI) of 30 kg/m? or greater, or

e BMI of 28 kg/m? or greater AND at least one weight-related comorbidity (e.g.,
hypertension, type 2 diabetes mellitus, or hyperlipidemia).

If patient is 12 through 17 years of age, they must meet both of the following

criteria:

e Body weight is greater than 60 kg.

e Patient’s initial BMI corresponds to 30 kg/m? or greater to that for adults (See
table below).

BMI Cut-offs for Obesity in Patients 12 to 17 years that corresponds to
30 kg/m? in Adults

Age Body Mass Index
Males Females

12 26.02 26.67
12.5 26.43 27.24
13 26.84 27.76
13.5 27.25 28.20
14 27.63 28.57
14.5 27.98 28.87
15 28.30 29.11
15.5 28.60 29.29
16 28.88 29.43
16.5 29.14 29.56
17 29.41 29.69
17.5 29.70 29.84
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For renewal of an approved weight loss medication, patients must meet the clinical
guidelines outlined below:

a. Ifpatientis 18 years of age or older, they must have achieved or maintained at least
4% weight loss of baseline body weight after 4 months of treatment.

b. Ifthe patient is 12 through 17 years of age, they must have achieved or maintained
at least 1% weight loss of baseline body weight after 3 months of treatment.

11. Preventive medications as mandated under the Patient Protection and Affordable Care

Act (PPACA).

12. Injectable legend drugs, except those specifically mentioned in Prescription Drugs Not

Covered.

13. Any other drug which under the applicable state law may only be dispensed upon the

written prescription of a physician or other lawful prescriber.

. Prescription Drugs Not Covered

1.

2.

Contraceptives, except as specifically mentioned under Covered Prescription Drugs.
Infertility agents and medications.
Yohimbine.

Acne agents and medications, except as specifically mentioned under Covered
Prescription Drugs.

Nutritional supplements, except as specifically mentioned under Covered Prescription
Drugs.

Anti-obesity medications, except as specifically mentioned under Covered Prescription
Drugs.

Cosmetic agents and medications, including but not limited to, anti-wrinkle agents, hair
growth stimulants, hair removal products and pigmenting/depigmenting agents.

Homeopathic drugs, legend or non-legend.

Hormone replacement therapy for gender dysphoria, including but not limited to voice
therapy, pubertal suppression therapy, cosmetic drugs, drugs for sexual performance and
hair loss, host uterus, donor sperm and/or eggs, surrogate parenting, oocyte
preservation, cryopreservation of fertilized embryos, sperm preservation, and other non-
surgical treatments.
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10.

I1.

12.

13.

14.

15.

16.

17.

18.

19.

Immunization agents, except those as mandated under the Patient Protection and
Affordable Care Act (PPACA).

Blood, blood plasma or biological sera.
Diagnostic, testing and imaging supplies.
Ostomy supplies.

Non-legend drugs except those specifically mentioned in Covered Prescription Drugs or
as mandated under the Patient Protection and Affordable Care Act (PPACA).

Therapeutic devices or appliances, including support garments and other non-medicinal
substances, regardless of intended use, except those specifically mentioned in Covered
Prescription Drugs.

Charges for the administration or injection of any drug.

Drugs labeled “Caution: Limited by Federal law to investigational use,” or experimental
drugs even though a charge is made to the individual.

Medication which is to be taken by or administered to an individual, in whole or in part,
while they are a patient in a licensed hospital, rest home, sanitarium, skilled nursing
facility, convalescent hospital, nursing home or similar institution which operates on its
premises or allows to be operated on its premises a facility for dispensing
pharmaceuticals.

Any prescription refilled in excess of the number specified by the physician, or any
refill dispensed more than one (1) year from the physician s original order.
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ARTICLE VI -- COORDINATION OF BENEFITS (COB)

A. General Provisions

When you and/or your dependents are covered under more than one (1) health plan, the
combined benefits payable by this Plan and all other plans will not exceed one hundred
percent (100%) of the eligible expense incurred by the individual. The plan assuming
primary payor status will determine benefits first without regard to benefits provided under
any other health plan. Any health plan which does not contain a coordination of benefits
provision will be considered primary.

When this Plan is the secondary payor, it will reimburse, subject to all Plan provisions, the
balance of remaining expenses, not to exceed normal Plan liability.

NOTE: The determination of This Plan's "normal liability" will be made for an entire claim
determination period (i.e. calendar year). If This Plan is "secondary," the difference between
the benefit payments that this Plan would have paid had it been the primary plan and the
benefit payments that it actually pays as a secondary plan is recorded as a "benefit reserve"
for the covered person and will be used to pay allowable expenses not otherwise paid during
the balance of the claim determination period. At the end of the claim determination period,
the benefit reserve returns to zero.

B. Excess Insurance

If at the time of injury, sickness, disease or disability there is available, or potentially
available any coverage (including but not limited to coverage resulting from a judgment at
law or settlements), the benefits under this Plan shall apply only as an excess over such
other sources of coverage.

The Plan’s benefits will be excess to, whenever possible:

1. Any primary payer besides the Plan;

2. Any first party insurance through medical payment coverage, personal injury protection,
no-fault coverage, uninsured or underinsured motorist coverage;

3. Any policy of insurance from any insurance company or guarantor of a third party;

4. Workers’ compensation or other liability insurance company; or

5. Any other source, including but not limited to crime victim restitution funds, any
medical, disability or other benefit payments, and school insurance coverage.

C. Vehicle Limitation
Benefits payable under this Plan will be coordinated with benefits provided or required by

any no-fault automobile coverage statute, whether or not a no-fault policy is in effect,
and/or any other vehicle insurance coverage. This Plan will be secondary to any state

43



mandated automobile coverage for services and supplies eligible for consideration under
this Plan.

Certain states permit vehicle insurance policyholders to choose personal injury protection
(PIP) as a secondary coverage. In states where PIP coverage is available, this Plan will
always be considered secondary regardless of the policyholder's election under PIP
coverage with the vehicle insurance carrier. Insurance coverages under the names PIP, Med-
Pay, First Party Medical and No-Fault are all used interchangeably and refer to a type of
first party automobile coverage offering assistance with or direct payment of accident
related claims.

Uninsured or underinsured motorist coverage, whether under your policy or not, is subject
to recovery by the Plan as a third-party recovery.

. Federal Programs

The term “group health plan” includes the Federal programs Medicare and Medicaid. The
regulations governing these programs take precedence over the order of determination of
this Plan. For more information, see the Medicare and Medicaid sections under Other
Important Plan Provisions.

. Application to Benefit Determinations

The plan that pays first according to the rules in the section entitled “Order of Benefit
Determination” will pay as if there were no other plan involved. The secondary and
subsequent plans will pay the balance due up to one hundred percent (100%) of the total
Allowable Expenses.

. Order of Benefit Determination

For the purposes of the section entitled “Application to Benefit Determinations,” the rules
establishing the order of benefit determination are:

1. A plan without a coordinating provision will always be the primary plan;

2. The benefits of a plan which covers the person on whose expenses claim is based, other
than as a dependent, shall be determined before the benefits of a plan which covers such
person as a dependent;

3. Ifthe person for whom claim is made is a dependent child covered under both parents’
plans, the plan covering the parent whose birthday (month and day of birth, not year)

falls earlier in the year will be primary, except:

a. When the parents are separated or divorced, and the parent with the custody of the
child has not remarried, the benefits of a plan which covers the child as a dependent
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of the parent with custody will be determined before the benefits of a plan which
covers the child as a dependent of the parent without custody; or

b. When the parents are divorced and the parent with custody of the child has
remarried, the benefits of a plan which covers the child as a dependent of the parent
with custody shall be determined before the benefits of a plan which covers that
child as a dependent of the stepparent, and the benefits of a plan which covers that
child as a dependent of the stepparent will be determined before the benefits of a
plan which covers that child as a dependent of the parent without custody.

Notwithstanding the above, if there is a court decree which would otherwise
establish financial responsibility for the child’s health care expenses, the benefits of
the plan which covers the child as a dependent of the parent with such financial
responsibility shall be determined before the benefits of any other plan which
covers the child as a dependent child; and

4. When the rules above do not establish an order of benefit determination, the benefits of
a plan which has covered the person on whose expenses claim is based for the longer
period of time shall be determined before the benefits of a plan which has covered such
person the shorter period of time.

G. Right to Make Payments to Other Organizations
Whenever payments which should have been made by this Plan have been made by any
other plan(s), this Plan has the right to pay the other plan(s) any amount necessary to satisfy
the terms of this coordination of benefits provision.
Amounts paid will be considered benefits paid under this Plan and, to the extent of such

payments, the Plan will be fully released from any liability regarding the person for whom
payment was made.
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ARTICLE VII -- THIRD PARTY RECOVERY., SUBROGATION AND
REIMBURSEMENT

The Plan, in its sole discretion, may elect to conditionally advance payment of benefits in those
situations where an injury, illness or disability is caused in whole or in part by, or results from
the acts or omissions of participants, and/or their dependents, beneficiaries, estate, heirs,
guardian, personal representative, or assigns (collectively referred to hereinafter in this section
as “Participant(s)”) or a third party, where any party besides the Plan may be responsible for
expenses arising from an incident, and/or other funds are available, including but not limited to
no-fault, uninsured motorist, underinsured motorist, medical payment provisions, third party
assets, third party insurance, and/or guarantor(s) of a third party (collectively “Coverage”).

Participant(s), their attorney, and/or legal guardian of a minor or incapacitated individual agrees
that acceptance of the Plan’s conditional payment of medical benefits is constructive notice of
these provisions in their entirety and agrees to maintain 100% of the Plan’s conditional payment
of benefits or the full extent of payment from any one or combination of first and third party
sources in trust, without disruption except for reimbursement to the Plan or the Plan’s assignee.
The Plan shall have an equitable lien on any funds received by the Participant(s) and/or their
attorney from any source and said funds shall be held in trust until such time as the obligations
under this provision are fully satisfied. The Participant(s) agrees to include the Plan’s name as a
co-payee on any and all settlement drafts. Further, by accepting benefits the Participant(s)
understands that any recovery obtained pursuant to this section is an asset of the Plan to the
extent of the amount of benefits paid by the Plan and that the Participant shall be a trustee over
those Plan assets.

In the event a Participant(s) settles, recovers, or is reimbursed by any Coverage, the
Participant(s) agrees to reimburse the Plan for all benefits paid or that will be paid by the Plan
on behalf of the Participant(s). When such a recovery does not include payment for future
treatment, the Plan’s right to reimbursement extends to all benefits paid or that will be paid by
the Plan on behalf of the Participant(s) for charges incurred up to the date such Coverage or
third party is fully released from liability, including any such charges not yet submitted to the
Plan. If the Participant(s) fails to reimburse the Plan out of any judgment or settlement received,
the Participant(s) will be responsible for any and all expenses (fees and costs) associated with
the Plan’s attempt to recover such money. Nothing herein shall be construed as prohibiting the
Plan from claiming reimbursement for charges incurred after the date of settlement if such
recovery provides for consideration of future medical expenses.

If there is more than one party responsible for charges paid by the Plan, or may be responsible
for charges paid by the Plan, the Plan will not be required to select a particular party from
whom reimbursement is due. Furthermore, unallocated settlement funds meant to compensate
multiple injured parties of which the Participant(s) is/are only one or a few, that unallocated
settlement fund is considered designated as an “identifiable” fund from which the plan may
seek reimbursement.
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A. Subrogation

As a condition to participating in and receiving benefits under this Plan, the Participant(s)
agrees to assign to the Plan the right to subrogate and pursue any and all claims, causes of
action or rights that may arise against any person, corporation and/or entity and to any
Coverage to which the Participant(s) is entitled, regardless of how classified or
characterized, at the Plan’s discretion, if the Participant(s) fails to so pursue said rights
and/or action.

If a Participant(s) receives or becomes entitled to receive benefits, an automatic equitable
lien attaches in favor of the Plan to any claim, which any Participant(s) may have against
any Coverage and/or party causing the illness or injury to the extent of such conditional
payment by the Plan plus reasonable costs of collection. The Participant is obligated to
notify the Plan or its authorized representative of any settlement prior to finalization of the
settlement, execution of a release, or receipt of applicable funds. The Participant is also
obligated to hold any and all funds so received in trust on the Plan’s behalf and function as a
trustee as it applies to those funds until the Plan’s rights described herein are honored and
the Plan is reimbursed.

The Plan may, at its discretion, in its own name or in the name of the Participant(s)
commence a proceeding or pursue a claim against any party or Coverage for the recovery of
all damages to the full extent of the value of any such benefits or conditional payments
advanced by the Plan.

If the Participant(s) fails to file a claim or pursue damages against:

1. The responsible party, its insurer, or any other source on behalf of that party.

2. Any first party insurance through medical payment coverage, personal injury protection,
no-fault coverage, uninsured or underinsured motorist coverage, including any similar
coverage under a different name in a particular state.

3. Any policy of insurance from any insurance company or guarantor of a third party.
4. Workers’ compensation or other liability insurance company.
5. Any other source, including but not limited to crime victim restitution funds, any

medical, disability or other benefit payments, and school insurance coverage.

The Participant(s) authorizes the Plan to pursue, sue, compromise and/or settle any such
claims in the Participant’s/Participants’ and/or the Plan’s name and agrees to fully cooperate
with the Plan in the prosecution of any such claims. The Participant(s) assigns all rights to
the Plan or its assignee to pursue a claim and the recovery of all expenses from any and all
sources listed above.
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B. Right of Reimbursement

The Plan shall be entitled to recover 100% of the benefits paid or payable benefits incurred,
that have been paid and/or will be paid by the Plan, or were otherwise incurred by the
Participant(s) prior to and until the release from liability of the liable entity, as applicable,
without deduction for attorneys’ fees and costs or application of the common fund doctrine,
made whole doctrine, or any other similar legal or equitable theory, and without regard to
whether the Participant(s) is fully compensated by their recovery from all sources. The Plan
shall have an equitable lien which supersedes all common law or statutory rules, doctrines,
and laws of any State prohibiting assignment of rights which interferes with or
compromises in any way the Plan’s equitable lien and right to reimbursement. The
obligation to reimburse the Plan in full exists regardless of how the judgment or settlement
is classified and whether or not the judgment or settlement specifically designates the
recovery or a portion of it as including medical, disability, or other expenses and extends
until the date upon which the liable party is released from liability. If the
Participant’s/Participants’ recovery is less than the benefits paid, then the Plan is entitled to
be paid all of the recovery achieved. Any funds received by the Participant are deemed held
in constructive trust and should not be dissipated or disbursed until such time as the
Participant’s obligation to reimburse the Plan has been satisfied in accordance with these
provisions. The Participant is also obligated to hold any and all funds so received in trust on
the Plan’s behalf and function as a trustee as it applies to those funds until the Plan’s rights
described herein are honored and the Plan is reimbursed.

No court costs, experts’ fees, attorneys’ fees, filing fees, or other costs or expenses of
litigation may be deducted from the Plan’s recovery without the prior, express written
consent of the Plan.

The Plan’s right of subrogation and reimbursement will not be reduced or affected as a
result of any fault or claim on the part of the Participant(s), whether under the doctrines of
causation, comparative fault or contributory negligence, or other similar doctrine in law.
Accordingly, any lien reduction statutes, which attempt to apply such laws and reduce a
subrogating Plan’s recovery will not be applicable to the Plan and will not reduce the Plan’s
reimbursement rights.

These rights of subrogation and reimbursement shall apply without regard to whether any
separate written acknowledgment of these rights is required by the Plan and signed by the
Participant(s).

This provision shall not limit any other remedies of the Plan provided by law. These rights

of subrogation and reimbursement shall apply without regard to the location of the event
that led to or caused the applicable illness, injury, or disability.
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C. Participant is a Trustee Over Plan Assets

Any Participant who receives benefits and is therefore subject to the terms of this section is
hereby deemed a recipient and holder of Plan assets and is therefore deemed a trustee of the
Plan solely as it relates to possession of any funds which may be owed to the Plan as a
result of any settlement, judgment or recovery through any other means arising from any
injury or accident. By virtue of this status, the Participant understands that they are required
to:

1. Notify the Plan or its authorized representative of any settlement prior to finalization of
the settlement, execution of a release, or receipt of applicable funds.

2. Instruct their attorney to ensure that the Plan and/or its authorized representative is
included as a payee on all settlement drafts.

3. In circumstances where the Participant is not represented by an attorney, instruct the
insurance company or any third party from whom the Participant obtains a settlement,
judgment or other source of Coverage to include the Plan or its authorized
representative as a payee on the settlement draft.

4. Hold any and all funds so received in trust, on the Plan’s behalf, and function as a
trustee as it applies to those funds, until the Plan’s rights described herein are honored
and the Plan is reimbursed.

To the extent the Participant disputes this obligation to the Plan under this section, the
Participant or any of its agents or representatives is also required to hold any/all settlement
funds, including the entire settlement if the settlement is less than the Plan’s interests, and
without reduction in consideration of attorneys’ fees, for which they exercise control, in an
account segregated from their general accounts or general assets until such time as the
dispute is resolved.

No Participant, beneficiary, or the agents or representatives thereof, exercising control over
plan assets and incurring trustee responsibility in accordance with this section will have any
authority to accept any reduction of the Plan’s interest on the Plan’s behalf.

D. Release of Liability

The Plan’s right to reimbursement extends to any incident related care that is received by
the Participant(s) (Incurred) prior to the liable party being released from liability. The
Participant’s/Participants’ obligation to reimburse the Plan is therefore tethered to the date
upon which the claims were Incurred, not the date upon which the payment is made by the
Plan. In the case of a settlement, the Participant has an obligation to review the “lien”
provided by the Plan and reflecting claims paid by the Plan for which it seeks
reimbursement, prior to settlement and/or executing a release of any liable or potentially
liable third party, and is also obligated to advise the Plan of any incident related care
incurred prior to the proposed date of settlement and/or release, which is not listed but has
been or will be incurred, and for which the Plan will be asked to pay.
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E. Separation of Funds

Benefits paid by the Plan, funds recovered by the Participant(s), and funds held in trust over
which the Plan has an equitable lien exist separately from the property and estate of the
Participant(s), such that the death of the Participant(s), or filing of bankruptcy by the
Participant(s), will not affect the Plan’s equitable lien, the funds over which the Plan has a
lien, or the Plan’s right to subrogation and reimbursement.

F. Wrongful Death

In the event that the Participant(s) dies as a result of their injuries and a wrongful death or
survivor claim is asserted against a third party or any Coverage, the Plan’s subrogation and
reimbursement rights shall still apply, and the entity pursuing said claim shall honor and
enforce these Plan rights and terms by which benefits are paid on behalf of the
Participant(s) and all others that benefit from such payment.

G. Obligations

It is the Participant’s/Participants’ obligation at all times, both prior to and after payment of
medical benefits by the Plan:

1. To cooperate with the Plan, or any representatives of the Plan, in protecting its rights,
including discovery, attending depositions, and/or cooperating in trial to preserve the
Plan’s rights.

2. To provide the Plan with pertinent information regarding the illness, disability, or
injury, including accident reports, settlement information and any other requested
additional information.

3. To take such action and execute such documents as the Plan may require to facilitate
enforcement of its subrogation and reimbursement rights.

4. To do nothing to prejudice the Plan’s rights of subrogation and reimbursement.

5. To promptly reimburse the Plan when a recovery through settlement, judgment, award
or other payment is received.

6. Tonotify the Plan or its authorized representative of any incident related claims or care
which may be not identified within the lien (but has been Incurred) and/or
reimbursement request submitted by or on behalf of the Plan.

7. Tonotify the Plan or its authorized representative of any settlement prior to finalization
of the settlement.

8. To not settle or release, without the prior consent of the Plan, any claim to the extent
that the Participant may have against any responsible party or Coverage.

9. To instruct their attorney to ensure that the Plan and/or its authorized representative is
included as a payee on any settlement draft.

10. In circumstances where the Participant is not represented by an attorney, instruct the
insurance company or any third party from whom the Participant obtains a settlement to
include the Plan or its authorized representative as a payee on the settlement draft.
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11. To make good faith efforts to prevent disbursement of settlement funds until such time
as any dispute between the Plan and Participant over settlement funds is resolved.

If the Participant(s) and/or their attorney fails to reimburse the Plan for all benefits paid, to
be paid, incurred, or that will be incurred, prior to the date of the release of liability from the
relevant entity, as a result of said injury or condition, out of any proceeds, judgment or
settlement received, the Participant(s) will be responsible for any and all expenses (whether
fees or costs) associated with the Plan’s attempt to recover such money from the
Participant(s).

The Plan’s rights to reimbursement and/or subrogation are in no way dependent upon the
Participant’s/Participants’ cooperation or adherence to these terms.

. Offset

If timely repayment is not made, or the Participant and/or their attorney fails to comply with
any of the requirements of the Plan, the Plan has the right, in addition to any other lawful
means of recovery, to deduct the value of the Participant’s amount owed to the Plan. To do
this, the Plan may refuse payment of any future medical benefits and any funds or payments
due under this Plan on behalf of the Participant(s) in an amount equivalent to any
outstanding amounts owed by the Participant to the Plan. This provision applies even if the
Participant has disbursed settlement funds.

Minor Status

In the event the Participant(s) is a minor as that term is defined by applicable law, the
minor’s parents or court-appointed guardian shall cooperate in any and all actions by the
Plan to seek and obtain requisite court approval to bind the minor and their estate insofar as
these subrogation and reimbursement provisions are concerned.

If the minor’s parents or court-appointed guardian fail to take such action, the Plan shall
have no obligation to advance payment of medical benefits on behalf of the minor. Any
court costs or legal fees associated with obtaining such approval shall be paid by the
minor’s parents or court-appointed guardian.

Language Interpretation

The plan administrator retains sole, full and final discretionary authority to construe and
interpret the language of this provision, to determine all questions of fact and law arising
under this provision, and to administer the Plan’s subrogation and reimbursement rights
with respect to this provision. The plan administrator may amend the Plan at any time
without notice.
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ARTICLE VIII -- OTHER IMPORTANT PLAN PROVISIONS

A. Assignment of Benefits

All benefits payable by the Plan may be assigned to the provider of services or supplies at
your option. Payments made in accordance with an assignment are made in good faith and
release the Plan’s obligation to the extent of the payment.

B. Medicare
Applicable to Active Employees and Their Spouses Ages 65 and Over:

If you remain actively at work after reaching age sixty-five (65), you or your spouse may
choose to elect or reject coverage under this Plan. If you or your spouse elects coverage
under this Plan, the benefits of this Plan shall be determined before any benefits provided by
Medicare. If you reject coverage under this Plan, benefits listed herein will not be payable
even as secondary coverage to Medicare.

Applicable to All Other Participants Eligible for Medicare Benefits:

To the extent required by Federal regulations, this Plan will pay before any Medicare
benefits. There are some circumstances under which Medicare would be required to pay its
benefits first. In these cases, benefits under this Plan would be calculated as secondary
payor (as described in the Article entitled Coordination of Benefits).

If you are entitled to Medicare for any reason but chose not to enroll under Medicare Parts
A and B when entitled, this Plan will process your claims as though Medicare Parts A and B
had been elected. If the Plan determines that Medicare would have been the primary payor,
if enrolled, this plan will calculate the amount that Traditional Medicare Parts A and B
would have paid and coordinate benefits accordingly.

Applicable to Medicare Services Furnished to End Stage Renal Disease (ESRD)
Participants Who Are Covered Under This Plan:

If any Plan participant is eligible for Medicare benefits because of ESRD, the benefits of
this Plan will be determined before Medicare benetits for the first eighteen (18) months of
Medicare entitlement (with respect to charges incurred on or after February 1, 1991 and
before August 5, 1997), and for the first thirty (30) months of Medicare entitlement (with
respect to charges incurred on or after August 5, 1997), unless applicable Federal law
provides to the contrary, in which event the benefits of the Plan will be determined in
accordance with such law.
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Applicable to Participants enrolled in a Medicare Part D Plan:

This Plan will not coordinate benefits for prescription drugs for an individual enrolled in a
Medicare D plan. If you or your dependent enrolls in a Medicare D plan, benefits available
under this Prescription Drug Plan will be terminated—such termination may result in
termination of all Plan coverage.

. Medicaid-Eligible Employees and Dependents

If you or your dependents are Medicaid-eligible, you will be entitled to the same coverage
under the Plan as all other employees and dependents. The benefits of this Plan will be
primary to those payable through Medicaid.

. Recovery of Excess Payments

Whenever payments have been made in excess of the amount necessary to satisfy the
provisions of this Plan, the Plan has the right to recover excess payments from any
individual (including yourself), insurance company, or other organization to whom the
excess payments were made or to withhold payment on future benefits until the
overpayment is recovered.

If excess payments were made for services rendered to your dependent(s), the Plan has the
right to withhold payment on your future benefits until the overpayment is recovered.

Further, whenever payments have been made based on fraudulent information provided by
you, the Plan will exercise the right to withhold payment on future benefits until the
overpayment is recovered.

. Right to Receive and Release Necessary Information

The plan administrator may, without notice to or consent of any person, release to or obtain
any information from any insurance company or other organization or person any
information regarding coverage, expenses, and benefits which the plan administrator, at its
sole discretion, considers necessary to determine and apply the provisions and benefits of
this Plan. In so acting, the plan administrator shall be free from any liability that may arise
with regard to such action. Any participant claiming benefits under this Plan shall furnish to
the plan administrator such information as requested and as may be necessary to implement
this provision.

. Alternate Payee Provision
Under normal conditions, benefits are payable to you and can only be paid directly to

another party upon signed authorization from you. If conditions exist under which a valid
release or assignment cannot be obtained, the Plan may make payment to any individual or
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organization that has assumed the care or principal support for you and is equitably entitled
to payment.

The Plan may also honor benefit assignments made prior to your death in relation to
remaining benefits payable by the Plan.

Any payment made by the Plan in accordance with this provision will fully release the Plan
of its liability to you.

. Severability

The provisions of this Plan will be considered severable; therefore, if a provision is deemed
invalid or unenforceable, that decision will not affect the validity and enforceability of the
other provisions of the Plan.

. Fraud

Under this Plan, coverage may be retroactively canceled or terminated (rescinded) if a
participant acts fraudulently or intentionally makes material misrepresentations of fact. It is
a participant’s responsibility to provide accurate information and to make accurate and
truthful statements, including information and statements regarding family status, age,
relationships, etc. It is also a participant’s responsibility to update previously provided
information and statements. Failure to do so may result in coverage of participants being
canceled, and such cancellation may be retroactive.

A determination by the Plan that a rescission is warranted will be considered an adverse
benefit determination for purposes of review and appeal. A participant whose coverage is
being rescinded will be provided a 30-day notice period as described under The Patient
Protection and Affordable Care Act (PPACA) and regulatory guidance. Claims incurred
after the retroactive date of termination shall not be further processed and/or paid under the
Plan. Claims incurred after the retroactive date of termination that were paid under the Plan
will be treated as erroneously paid claims under this Plan.

If a participant, or any other entity, submits or attempts to submit a claim for or on behalf of
a person who is not a participant of the Plan; submits a claim for services or supplies not
rendered; provides false or misleading information in connection with enrollment in the
Plan; or provides any false or misleading information to the Plan as it relates to any element
of its administration; that shall be deemed to be fraud. If a participant is aware of any
instance of fraud, and fails to bring that fraud to the plan administrator’s attention, that
shall also be deemed to be fraud. Fraud will result in immediate termination of all coverage
under this Plan for the participant and their entire family unit of which the participant is a
member.
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I. Headings

The headings used in this Plan Document are used for convenience of reference only.
Participants are advised not to rely on any provision because of the heading.

J. No Waiver or Estoppel

All parts, portions, provisions, conditions, and/or other items addressed by this Plan shall be
deemed to be in full force and effect, and not waived, absent an explicit written instrument
expressing otherwise, executed by the plan administrator. Absent such explicit waiver,
there shall be no estoppel against the enforcement of any provision of this Plan. Failure by
any applicable entity to enforce any part of the Plan shall not constitute a waiver, either as it
specifically applies to a particular circumstance, or as it applies to the Plan’s general
administration. If an explicit written waiver is executed, that waiver shall only apply to the
matter addressed therein, and shall be interpreted in the most narrow fashion possible.

K. Blue Shield Disclosure Statement

Blue Shield of California, an independent member of the Blue Shield Association, provides
administrative claims payment services only and does not assume any financial risk or
obligation with respect to claims.

L. Out of Area Services

Blue Shield of California has a variety of relationships with other Blue Cross and/or Blue
Shield Plans Licensees. Generally these relationships are called Inter-Plan Arrangements
and they work based on rules and procedures issued by the Blue Cross Blue Shield
Association. Whenever you receive services outside of California, the claims for these
services may be processed through one of these Inter-Plan Arrangements described below.

When you access Covered Services outside of California, but within the United States, the
Commonwealth of Puerto Rico, or the U. S. Virgin Islands (BlueCard® Service Area), you
will receive the care from one of two kinds of providers. Participating providers contract
with the local Blue Cross and/or Blue Shield Licensee in that other geographic area (Host
Blue). Non-participating providers don’t contract with the Host Blue. The Administrator’s
payment practices for both kinds of providers are described below.

Inter-Plan Arrangements

Emergency Services
Members who experience an emergency medical condition while traveling outside of

California should seek immediate care from the nearest hospital. The benefits of this Plan
will be provided anywhere in the world for treatment of an emergency medical condition.
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BlueCard Program

Under the BlueCard® Program, benefits will be provided for covered services received
outside of California, but within the BlueCard Service Area (the United States, Puerto Rico,
and U.S. Virgin Islands). When you receive covered services within the geographic area
served by a Host Blue, Enloe Medical Center will remain responsible for doing what we
agreed to in the contract. However, the Host Blue is responsible for contracting with and
generally handling all interactions with its participating healthcare providers, including
direct payment to the provider.

The BlueCard Program enables you to obtain covered services outside of California, as
defined, from a healthcare provider participating with a Host Blue, where available. The
participating healthcare provider will automatically file a claim for the Covered Services
provided to you, so there are no claim forms for you to fill out. You will be responsible for
the member copayment, coinsurance and deductible amounts, if any, as stated in this Plan.

The claims processor calculates the member’s share of cost either as a percentage of the
allowed amount or a dollar copayment, as defined in this Plan. Whenever you receive
covered services outside of California, within the BlueCard Service Area, and the claim is
processed through the BlueCard Program, the amount you pay for covered services, if not a
flat dollar copayment, is calculated based on the lower of:

1. The billed charges for covered services; or
2. The negotiated price that the Host Blue makes available to the Enloe Medical Center.

Often, this “negotiated price” will be a simple discount that reflects an actual price that the
Host Blue pays to your healthcare provider. Sometimes, it is an estimated price that takes
into account special arrangements with your healthcare provider or provider group that may
include types of settlements, incentive payments, and/or other credits or charges.
Occasionally, it may be an average price, based on a discount that results in expected
average savings for similar types of healthcare providers after taking into account the same
types of transactions as with an estimated price.

Estimated pricing and average pricing, going forward, also take into account adjustments to
correct for over- or underestimation of modifications of past pricing of claims as noted
above. However, such adjustments will not affect the price the claims processor used for
your claim because these adjustments will not be applied retroactively to claims already
paid.

Laws in a small number of states may require the Host Blue to add a surcharge to your
calculation. If any state laws mandate other liability calculation methods, including a
surcharge, we would then calculate your liability for any covered services according to
applicable law.
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To find participating BlueCard providers you can call BlueCard Access® at 1-800-810-
BLUE (2583) or go online at www.bcbs.com and select “Find a Doctor”.

Prior authorization may be required for non-emergency services. To receive prior
authorization from the Plan, the out-of-area provider should call the customer service
number noted on the back of your identification card.

Non-participating Providers Outside of California

When covered services are provided outside of California and within the BlueCard Service
Area by non-participating providers, the amount you pay for such services will normally be
based on either the Host Blue’s non-participating provider local payment, the Allowable
Amount that Enloe Medical Center pays a Non-Participating Provider in California if the
Host Blue has no non-participating provider allowance, or the pricing arrangements
required by applicable state law. In these situations, you will be responsible for any
difference between the amount that the non-participating provider bills and the payment that
Enloe Medical Center will make for Covered Services as set forth in this paragraph.

If you do not see a participating provider through the BlueCard Program, you will have to
pay the entire bill for your medical care and submit a claim to the local Blue Cross and/or
Blue Shield plan, or to the claims processor for reimbursement. The claims processor will
review your claim and notify you of its coverage determination within 30 days after receipt
of the claim; you will be reimbursed as described in the preceding paragraph. Remember,
your share of cost is higher when you see a non-participating provider.

Federal or state law, as applicable, will govern payments for out-of-network emergency
services. Enloe Medical Center pays claims for covered emergency services based on the
allowed amount as defined in this Plan.

Prior authorization is not required for emergency services. In an emergency, go directly to
the nearest hospital. Please notify the Plan of your emergency admission within 24 hours or
as soon as it is reasonably possible following medical stabilization.

Blue Shield Global® Core
Care for Covered Urgent and Emergency Services Outside the BlueCard Service Area

If you are outside of the BlueCard® Service Area, you may be able to take advantage of
Blue Shield Global Core when accessing Out-of-Area Covered Health Care Services. Blue
Shield Global Core is unlike the BlueCard Program available within the BlueCard Service
Area in certain ways. For instance, although Blue Shield Global Core assists you with
accessing a network of inpatient, outpatient, and professional providers, the network is not
served by a Host Blue. As such, when you receive care from providers outside the BlueCard
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Service Area, you will typically have to pay the provider and submit the claim yourself to
obtain reimbursement for these services.

If you need assistance locating a doctor or hospital outside the BlueCard Service Area you
should call the service center at 1-800-810-BLUE (2583) or call collect at 1-804-673-1177,
24 hours a day, seven days a week. Provider information is also available online at
www.bcbs.com: select “Find a Doctor” and then “Blue Shield Global Core”.

Submitting a Blue Shield Global Core Claim

When you pay directly for services outside the BlueCard Service Area, you must submit a
claim to obtain reimbursement. You should complete a Blue Shield Global Core claim form
and send the claim form along with the provider’s itemized bill to the service center at the
address provided on the form to initiate claims processing. Following the instructions on the
claim form will help ensure timely processing of your claim. The claim form is available
from Customer Service, the service center or online at www.bcbsglobalcore.com. If you
need assistance with your claim submission, you should call the service center at 1-800-
810-BLUE (2583) or call collect at 1-804-673-1177, 24 hours a day, seven days a week.

Special Cases: Value-Based Programs

Claims Administrator Value-Based Programs

You may have access to covered services from providers that participate in a Value-Based
Program. Claims administrator Value-Based Programs include, but are not limited to,
Accountable Care Organizations, Episode Based Payments, Patient Centered Medical
Homes and Shared Savings arrangements.

BlueCard® Program
If you receive covered services under a Value-Based Program inside a Host Blue’s service
area, you will not be responsible for paying any of the Provider Incentives, risk-sharing,

and/or Care Coordinator Fees that are a part of such an arrangement, except when a Host
Blue passes these fees to Blue Shield through average pricing or fee schedule adjustments.
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ARTICLE IX -- CLAIM SUBMISSION PROCESS

A. What Is a Claim for Benefits
Pre-Service Claims:

Pre-service claims are claims for which advance approval is required. Pre-service claims
may be submitted by telephone or in writing.

Refer to your medical ID card for contact information.

Post-Service Claims:

A post-service claim is defined as any request for Plan benefits that complies with the
Plan’s procedure for making a claim for benefits. A participating health care provider will
submit a claim directly to the Plan on your behalf. If you desire Plan benefits, you must
submit a claim when services are rendered by a health care provider that does not
participate in the network.

A claim for benefits includes:

1. Employee information: name, address, plan name, group number.

2. Patient information: patient name, address, birth date.

3. Treatment information: date(s) of service, procedure code, description of each supply or
service, diagnosis code, charge for each supply or service.

4. Health care provider information: name, address, telephone number, federal tax
identification number.

Send the complete claim for benefits to the address indicated on your ID card.
The claims fiduciary will determine if enough information has been submitted to enable
proper consideration of the claim for benefits. If not, more information may be requested

from the claimant.

The claims fiduciary reserves the right to have a Plan participant seek a second medical
opinion.
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B. When a Claim for Benefits Should Be Filed
Pre-Service Claim:

When precertification of a claim is required, you should follow the procedures outlined in
the Health Care Management Program article of this Plan.

If you desire a predetermination of Plan benefits, you should notify the claims processor at
least 15 calendar days prior to receiving services.

Post-Service Claims:

A claim for benefits must be filed within 12 months of the date of service. A claim for
benefits filed after that date may be declined or reduced unless:

1. Itisnotreasonably possible to submit the claim within 12 months of the date of service;
or

2. The claimant is not legally capable of submitting the claim within 12 months of the date
of service.

C. Claim for Benefits Procedure
There are different kinds of claim for benefits and each one has a specific timetable for
approval, payment, request for further information, or denial. The period of time begins on
the date the claim is filed. The following is a summary of the maximum response times
allowed for each type of claim.

Pre-Service Urgent Care Claims

Notice to claimant of:

Insufficient information on the claim for benefits 24 hours
Extension for claimant to provide required information 48 hours
Benefit determination 72 hours

Pre-Service Non-Urgent Care Claims

Notice to claimant of:

Insufficient information on the claim for benefits 5 calendar days
Extension for claimant to provide required information 45 calendar days
Benefit determination 15 calendar days
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Post-Service Claims

Notice to claimant of:

Benefit determination (all required information received) 30 calendar days
Extension for claimant to provide required information 45 calendar days
Benefit determination (requested information provided) 15 calendar days

. Notice to Claimant of Adverse Benefit Determination

The claims fiduciary shall provide written or electronic notice of any adverse benefit
determination. The notice will state the following:

1. The specific reason(s) for the adverse determination.
2. Reference to the specific Plan provisions on which the determination was based.

3. A description of any additional information necessary for the claimant to perfect the
claim for benefits, and an explanation of why such material or information is necessary.

4. A description of the Plan’s appeal procedures, including, if applicable, a statement of
the claimant’s right to bring a civil action under section 502 of ERISA.

5. A statement that upon request, the claimant is entitled to receive, free of charge,
reasonable access to, and copies of, all documents, records, and other information
relevant to the claim.

6. A statement that other voluntary dispute resolution options are available, such as
mediation.

If the adverse benefit determination was based on an internal guideline, protocol, or other
similar criterion, the specific guideline, protocol, or criterion will be provided. If this is not
practical, a statement will be included that such a guideline, protocol, or criterion was relied
upon in making the adverse benefit determination, and a copy will be provided free of
charge to the claimant upon request.

If the adverse benefit determination is based on the medical necessity, experimental, or
investigational exclusions of the Plan, an explanation of the clinical judgment for the
determination will be provided. If this is not practical, a statement will be included that such
explanation will be provided free of charge, upon request.

. First Level Internal Appeal
You or your authorized representative may appeal an adverse benefit determination. Upon

request, the claims processor will complete a full and fair review. When a claimant receives
an adverse benefit determination for a claim, the claimant has 180 days following receipt of
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the notification to appeal the decision. Otherwise, the initial adverse benefit determination
shall be the final decision of the Plan.

When a claimant receives an adverse benefit determination for a pre-service claim, a
grievance can be filed with the claims processor orally or in writing. A grievance for a post-
service claim must be submitted in writing.

This Plan provides for two levels of internal appeals. If the adverse benefit determination is
partially or fully upheld, a claimant may appeal the initial appeal decision. The request for a
second appeal must be filed no later than four months following the date you receive a
notice that the benefit determination was partially or fully upheld. If the benefit
determination is partially or fully upheld upon second appeal, a claimant may appeal under
the external review provisions of this Plan. The following is a summary of the maximum
response times allowed for each type of claim appeal.

Pre-Service Urgent Care Claims

Initial internal appeal 24 hours for phone response (written response
within 3 business days of phone response)
Second internal appeal 24 hours for phone response (written response

within 3 business days of phone response)
Pre-Service Non-Urgent Care Claims

Initial internal appeal 15 calendar days
Second internal appeal 15 calendar days

Post-Service Claims

Initial internal appeal 30 calendar days
Second internal appeal 30 calendar days

The period of time within which the Plan must make a benefit determination for an appeal
begins at the time an appeal is filed in accordance with the procedures of the Plan. During
voluntary dispute resolution, any statute of limitations or other defense based on timeliness
is tolled during the time any appeal is pending.

For any appeal, a claimant may submit written comments, documents, records, and other
information related to the claim for benefits. If the claimant requests, they will be provided,
free of charge, reasonable access to, and copies of, all documents, records, and other
information relevant to the claim for benefits.
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A document, record, or other information shall be considered relevant to a claim for benefits
if it:

1. Was relied upon in making the benefit determination;

2. Was submitted, considered, or generated in the course of making the benefit
determination;

3. Demonstrated compliance with the administrative processes and safeguards designed to
ensure that benefit determinations are made in accordance with Plan documents, and
that Plan provisions have been applied consistently with respect to all claimants; or

4. Constituted a statement of policy or guidance with respect to the Plan concerning the
denied treatment option or benefit.

Any review shall take into account all information submitted by the claimant relating to the
claim, without regard to whether such information was submitted or considered in the initial
benefit determination. The review will not afford deference to the initial adverse benefit
determination, and will be conducted by a Plan representative who is neither the individual
who made the adverse determination nor a subordinate of that individual. The claims
processor may hold a hearing of all parties involved, if the claims processor deems such
hearing to be necessary.

If the determination was based on a medical judgment, including determinations with regard
to whether a particular service or supply is experimental, investigational, or not medically
necessary or appropriate, the representative of the Plan will consult with a health care
professional who was not involved in the original benefit determination. This health care
professional will have appropriate training and experience in the applicable field of
medicine. Additionally, the Plan will identify medical or vocational experts whose advice
was obtained on behalf of the Plan in connection with the initial determination.

A written explanation of a claim appeal determination will include the following
information:

1. The specific reason or reasons for the decision, including a response to any information
and comments submitted by you or your duly authorized representative;

2. Reference to Plan provisions and records on which the decision is based;
3. A statement that you and your duly authorized representative are entitled to receive,

upon request and free of charge, access to and copies of all documents, records and
other information relevant to the benefit claim; and
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4. If applicable, a statement regarding the Participant’s right to bring a civil action under
ERISA section 502(a) following an adverse benefit determination on appeal.

No action at law or in equity can be brought to recover under this Plan after the expiration
of three years after the claim has been filed with the claims fiduciary.

Second Level External Review

The Federal external review process does not apply to a denial, reduction, termination, or a
failure to provide payment for a benefit based on a determination that a claimant or
beneficiary fails to meet the requirements for eligibility under the terms of a group health
plan.

The Federal external review process, in accordance with the current Affordable Care Act
regulations and other applicable law, applies only to:

1. Any eligible adverse benefit determination (including a final internal adverse benefit
determination) by a plan or issuer that involves medical judgment (including, but not
limited to, those based on the plan's or issuer's requirements for medical necessity,
appropriateness, health care setting, level of care, or effectiveness of a covered benefit;
its determination that a treatment is experimental or investigational; its determination
whether a claimant or beneficiary is entitled to a reasonable alternative standard for a
reward under a wellness program; its determination whether a plan or issuer is
complying with the nonquantitative treatment limitation provisions of Code section
9812 and § 54.9812-1, which generally require, among other things, parity in the
application of medical management techniques), as determined by the external reviewer.

2. An adverse benefit determination that involves consideration of whether the Plan is
complying with the surprise billing and cost-sharing protections set forth in the No
Surprises Act.

3. Arescission of coverage (whether or not the rescission has any effect on any particular
benefit at that time).

Y ou may file a request for an external review by an independent review organization (IRO)
no later than four months following the date you receive a notice of an adverse benefit
determination or final internal adverse benefit determination.

Within five business days following receipt of your external review request, the claims
processor must complete a preliminary review of your request. If the appeal is granted, the
claims processor must assign an IRO to conduct the external review and will submit all
information to the IRO.

Within one business day following the preliminary review, the claims processor must issue
a written notification to you indicating the status of your request. If additional information
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is required, the written notification will include a description of the material or information
necessary for you to perfect your external review request within the four-month filing
period.

Upon receipt of the material or information requested, the claims processor will review the
information and forward it to the IRO within one business day. If, upon receipt of this
information, the claims processor reverses the internal adverse benefit determination, the
claims processor must send written notification to the IRO and to you within one business
day after making such a decision. The assigned IRO must terminate the external review
upon receipt of the notice from the claims processor.

For any other appeal not reversed by the claims processor, the IRO must provide written
notice of the final external review decision within 45 days after receipt of the request for
external review. The IRO must deliver this final notice to you and the claims processor. The
decision of the IRO shall be the final decision of the Plan.

The IRO will conduct their review and will not be bound by any decisions or conclusions
previously reached by the claims processor.

. Second Level Expedited External Review
The external review process will be expedited if:

I. You have a medical condition where the timeframe for completion of a standard
external review would seriously jeopardize your life or health or would jeopardize your
ability to regain maximum function; or

2. The internal adverse benefit determination concerns an admission, availability of care,
continued stay, or health care item or service which you received on an emergency
basis, but have not yet been discharged from a facility.

Upon receipt of your request for expedited external review, the claims processor must
immediately verify eligibility for external review, issue a notification in writing to you, and
assign an IRO. The IRO is required to provide notice of the final external review decision as
expeditiously as your medical condition or circumstances require, but no more than 72
hours after the IRO receives the request for an expedited external review. If the notice is not
in writing, the assigned IRO must provide written confirmation of the decision within 48
hours after the date of providing that notice to you and the claims processor.
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ARTICLE X -- COBRA CONTINUATION OF BENEFITS
(Consolidated Omnibus Budget Reconciliation Act)

A. Definitions

For purposes of this section, the terms listed below shall be defined as follows:

1. COBRA. The Consolidated Omnibus Budget Reconciliation Act of 1985, as amended.

2. Code. The Internal Revenue Code of 1986, as amended.

3. Continuation Coverage. The Plan coverage elected by a qualified beneficiary under
COBRA.

4. Covered Employee. Covered employee has the same meaning as that term is defined in
COBRA and the regulations thereunder.

5. Qualified Beneficiary.

a.

A covered employee whose employment terminates (other than for gross
misconduct) or whose hours are reduced, rendering him ineligible for coverage
under the Plan;

A covered spouse or dependent who becomes eligible for coverage under the Plan
due to a qualifying event, as defined below; or

A newborn or newly adopted child of a covered employee who is continuing
coverage under COBRA.

6. Qualifying Event. The following events which, but for continuation coverage, would
result in the loss of coverage of a qualified beneficiary:

a.

termination of a covered employee s employment (other than for gross misconduct)
or reduction in their hours of employment;

the death of the covered employee;
the divorce or legal separation of the covered employee from their spouse;

A child ceasing to be eligible as a dependent child under the terms of the group
health plan; or
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e. your employer filing a Chapter 11 bankruptcy petition. Coverage may continue for
covered retirees and or their dependents if coverage ends or is substantially reduced
within one year before or after the initial filing for bankruptcy.

B. Right to Elect Continuation Coverage
If a qualified beneficiary loses coverage under the Plan due to a qualifying event, he may
elect to continue coverage under the Plan in accordance with COBRA upon payment of the
monthly contribution specified by the company. A qualified beneficiary must elect the
coverage within the 60-day period beginning on the later of:
1. The date of the qualifying event; or
2. The date they was notified of their right to continue coverage.
If you are considered an eligible worker, in accordance with the Trade Adjustment
Assistance Reform Act (TAA), you may be entitled to elect COBRA Continuation
Coverage during the 60-day period beginning on the first day of the month in which you
begin receiving Trade Adjustment Assistance provided that the election is made within the
six (6) month period immediately following the date of the TAA-related loss of coverage.

C. Notification of Qualifying Event
If the qualifying event is divorce, legal separation, or a dependent child’s loss of eligibility,
the qualified beneficiary must notify the company of the qualifying event within sixty (60)
days of the event in order for coverage to continue. You must report the qualifying event to
the plan administrator in writing. The statement must include:
1. Your name;
2. Your identification number;
3. The dependent’s name;
4. The dependent’s last known address;
5. The date of the qualifying event; and
6. A description of the event.
In the case of a request for extension of the COBRA period as a result of a finding of
disability by the Social Security Administration, you must also submit the disability
determination. In addition, a totally disabled qualified beneficiary must notify the company

in accordance with the section below entitled Total Disability in order for coverage to
continue.
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Failure to provide such notice(s) will result in a loss of COBRA entitlement hereunder.
D. Length of Continuation Coverage

1. Aqualified beneficiary who loses coverage due to the reduction in hours or termination
of employment (other than for gross misconduct) of a covered employee may continue
coverage under the Plan for up to eighteen (18) months from the date of the qualifying
event.

2. A qualified beneficiary who loses coverage due to the covered employee’s death,
divorce, or legal separation, or dependent children who have become ineligible for
coverage may continue coverage under the Plan for up to thirty-six (36) months from
the date of the qualifying event.

E. Total Disability

1. A qualified beneficiary who is determined under Title II or XVI of the Social Security
Act (hereinafter the “Act”) to have been totally disabled within sixty (60) days of a
qualifying event (if the qualifying event is termination of employment or reduction in
hours) may continue coverage (including coverage for dependents who were covered
under the continuation coverage). Coverage may continue for a total of twenty-nine (29)
months as long as the qualified beneficiary notifies the employer that he was disabled as
of the date of the qualifying event:

a. Prior to the end of eighteen (18) months of continuation coverage; and
b. Within sixty (60) days of the determination of fotal disability under the Act.

2. The employer will charge the qualified beneficiary an increased premium for
continuation coverage extended beyond eighteen (18) months pursuant to this section.

3. If, during the period of extended coverage for total disability (continuation coverage
months 19-29), a qualified beneficiary is determined to be no longer totally disabled
under the Act, the qualified beneficiary shall notify the employer of this determination
within thirty (30) days. Continuation coverage shall terminate the last day of the month
following thirty (30) days from the date of the final determination under the Act that the
qualified beneficiary is no longer totally disabled.

F. Coordination of Benefits
Benefits will be coordinated with any federal program, automobile coverage or group health

plan in accordance with the provisions described in the Article entitled - Coordination of
Benefits.
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G. Termination of Continuation Coverage

Continuation coverage will automatically end earlier than the applicable 18-, 29-, or 36-
month period for a qualified beneficiary if:

1. The required monthly contribution for coverage is not received by the company within
thirty (30) days following the date it is due;

2. The qualified beneficiary becomes covered under any other group health plan as an
employee or otherwise.

3. For totally disabled qualified beneficiaries continuing coverage for up to twenty-nine
(29) months, the last day of the month coincident with or following thirty (30) days
from the date of a final determination by the Social Security Administration that such
beneficiary is no longer totally disabled;

4. The qualified beneficiary becomes entitled to Medicare benefits; or
5. The company ceases to offer any group health plans.
H. Multiple Qualifying Events

If a qualified beneficiary is continuing coverage due to a qualifying event for which the
maximum continuation coverage is eighteen (18) or twenty-nine (29) months, and a second
qualifying event occurs during the 18- or 29- month period, the qualified beneficiary may
elect, in accordance with the section entitled Right To Elect Continuation Coverage, to
continue coverage under the group health plan for up to thirty-six (36) months from the date
of the first qualifying event.

I. Continuation Coverage

The continuation coverage elected by a qualified beneficiary is subject to all of the terms,
conditions, limitations and exclusions which are applicable to the Plan offered to similarly
situated covered employees and their dependents. The continuation coverage is also subject
to the rules and regulations under COBRA. If COBRA permits qualified beneficiaries to add
dependents for continuation coverage, such dependents must meet the definition of
dependent under the Plan.

J. Carryover of Deductibles and Plan Maximums
If continuation coverage under the group health plan is elected by a qualified beneficiary
under COBRA, expenses already credited to the Plan’s applicable deductible and co-pay

features for the year will be carried forward into the continuation coverage elected for that
year.
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Similarly, If continuation coverage under the Plan is elected by a qualified beneficiary under
COBRA, expenses already credited to the Plan’s applicable maximum for the year will be
carried forward into the continuation coverage elected for that year.

K. Payment of Premium

1.

The Group Health Plan will determine the amount of premium to be charged for
Continuation Coverage for any period, which will be a reasonable estimate of the cost
of providing coverage for such period for similarly situated individuals, determined on
an actuarial basis and considering such factors as the Secretary of Labor may prescribe.

a. The Group Health Plan may require a Qualified Beneficiary to pay a contribution
for coverage that does not exceed 102 percent of the applicable premium for that
period.

b. For Qualified Beneficiaries whose coverage is continued pursuant to the section
entitled “Total Disability” of this provision, the Group Health Plan may require the
Qualified Beneficiary to pay a contribution for coverage that does not exceed 150
percent of the applicable premium for Continuation Coverage months 19-29.

c. Contributions for coverage may, at the election of the Qualified Beneficiary, be paid
in monthly installments.

If Continuation Coverage is elected, the monthly contribution for coverage for those
months up to and including the month in which election is made must be made within
forty-five (45) days of the date of election.

Without further notice from the Company, the Qualified Beneficiary must pay each
following monthly contribution for coverage by the first day of the month for which
coverage is to be effective. If payment is not received by the Company within thirty (30)
days of the payment’s due date, Continuation Coverage will terminate in accordance
with the section entitled “Termination of Continuation Coverage”, Subsection A. This
30-day grace period does not apply to the first contribution required under Subsection
B.

No claim will be payable under this provision for any period for which the contribution
for coverage is not received from or on behalf of the Qualified Beneficiary.
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ARTICLE XTI -- PROTECTED HEALTH INFORMATION

The Plan provides you with a separate Notice of Privacy Practices. This Notice describes
how the Plan uses and discloses your personal health information. It also describes certain
rights you have regarding this information. Additional copies of our Notice of Privacy
Practices are available by contacting your Human Resources Department.

A. Protected Health Information
This Plan collects and maintains a great deal of personal health information about you and
your dependents. Federal HIPAA regulations on privacy and confidentiality limit how a plan
and its plan administrator may use and disclose this information. This article describes
provisions that protect the privacy and confidentiality of your personal health information
and complies with applicable federal law.

B. Permitted and Required Uses and Disclosure of Protected Health Information
Subject to obtaining written certification this Plan may disclose protected health
information to the plan sponsor, provided the plan sponsor does not use or disclose such
protected health information except for the following purposes:

1. performing administrative functions which the plan sponsor performs for the Plan;

2. obtaining bids for providing employee coverage under this Plan; or

3. modifying, amending, or terminating the Plan.

Notwithstanding the provisions of this Plan to the contrary, in no event shall the plan
sponsor be permitted to use or disclose protected health information in a manner that is
inconsistent with the regulation.

C. Conditions of Disclosure

The Plan or any employee coverage with respect to the Plan, shall not disclose protected
health information to the plan sponsor unless the plan sponsor agrees to:

1. Not use or further disclose the protected health information other than as permitted or
required by the Plan or as required by law.

2. 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 protected health information.

3. Notuse or disclose the protected health information for employment-related actions and
decisions or in connection with any other benefit or benefit plan of the plan sponsor.
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10.

Report to the Plan any use or disclosure of the information that is inconsistent with the
uses or disclosures provided for of which it becomes aware.

Make available to a participant who requests access the participant’s protected health
information in accordance with the regulation.

Make available to a participant who requests an amendment to the participant’s
protected health information and incorporate any amendments to the participant’s
protected health information in accordance with the regulation.

Make available to a participant who requests an accounting of disclosures of the
participant's protected health information the information required to provide an
accounting of disclosures in accordance with the regulation.

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 Health
and Human Services for purposes of determining compliance by the Plan with the
regulation.

If feasible, return or destroy all protected health information received from the Plan that
the plan sponsor still maintains in any form and retain no copies of such information
when no longer needed for the purpose for which the disclosure was made, except that,
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 feasible.

Ensure that the adequate separation between the Plan and the plan sponsor required in
the regulation is satisfied.

. Certification of Plan Sponsor

The Plan shall disclose protected health information to the plan sponsor only upon the
receipt of a certification by the plan sponsor that the Plan has been amended to incorporate
the provisions of the regulation, and that the plan sponsor agrees to the conditions of
disclosure set forth in the section Conditions of Disclosure.
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E. Permitted Uses and Disclosure of Summary Health Information

The Plan may disclose summary health information to the plan sponsor, provided such
summary health information is only used by the plan sponsor for the purpose of:

1. obtaining bids for providing employee coverage under this Plan; or
2. modifying, amending, or terminating the Plan.
F. Permitted Uses and Disclosure of Enrollment and Disenrollment Information

The Plan or a health insurance issuer or HMO with respect to the Plan, may disclose
enrollment and disenrollment information and information on whether individuals are
participating in the Plan to the plan sponsor, provided such enrollment and disenrollment
information is only used by the plan sponsor for the purpose of performing administrative
functions that the plan sponsor performs for the Plan.

G. Adequate Separation between the Plan and the Plan Sponsor

The plan sponsor shall limit access to protected health information to only those employees
authorized by the plan sponsor. Such employees shall only have access to and use such
protected health information to the extent necessary to perform the administration functions
that the plan sponsor performs for the Plan. In the event that any such employees do not
comply with the provisions of this section, the employee shall be subject to disciplinary
action by the plan sponsor for non-compliance pursuant to the plan sponsor’s employee
discipline and termination procedures.

H. Security Standards for Electronic Protected Health Information

HIPAA and other applicable law shall override the following wherever there is a conflict, or
a term or terms is/are not hereby defined. The Security Rule imposes regulations for
maintaining the integrity, confidentiality, and availability of protected health information
that it creates, receives, maintains, or maintains electronically that is kept in electronic
format as required under HIPAA.

Where electronic protected health information will be created, received, maintained, or
transmitted to or by the plan sponsor on behalf of the Plan, the plan sponsor shall
reasonably safeguard the electronic protected health information as follows:

1. The plan sponsor shall 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;
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2. The plan sponsor shall ensure that the adequate separation that is required by the
regulation is supported by reasonable and appropriate security measures;

3. The plan sponsor shall ensure that any agent, including a subcontractor, to whom it
provides electronic protected health information, agrees to implement reasonable and
appropriate security measures to protect such information; and

4. The plan sponsor shall report to the Plan any security incidents of which it becomes
aware as described below:

a. The plan sponsor shall report to the Plan within a reasonable time after plan sponsor
becomes aware, any security incident that results in unauthorized access, use,
disclosure, modification, or destruction of the Plan’s electronic protected health
information; and

b. The plan sponsor shall report to the Plan any other security incident on an aggregate
basis every month, or more frequently upon the Plan’s request.

This Plan will comply with the requirement of 45 C.F.R. / 164.314 (b)(1) and (2) of the
Health Insurance Portability and Accountability Act of 1996 and its implementing
regulations, 45 C.F.R. Parts 160, 162, and 164.

Notification Requirements in the Event of a Breach of Unsecured Protected Health
Information

The required breach notifications are triggered upon the discovery of a breach of unsecured

protected health information. A breach is discovered as of the first day the breach is known,

or reasonably should have been known.

When a breach of unsecured protected health information is discovered, the Plan will:

1. Notify the member whose protected health information has been, or is reasonably
believed to have been, assessed, acquired, used, or disclosed as a result of the breach, in
writing, without unreasonable delay and in no case later than sixty (60) calendar days

after discovery of the breach. Breach notification must be provided to individual by:

a. Written notice by first-class mail to the member (or next of kin) at last known
address or, if specified by participant, e-mail;

b. If Plan has insufficient or out-of-date contact information for the member, the
member must be notified by a substitute form;

c. If an urgent notice is required, the Plan may contact the member by telephone.

2. The breach notification will have the following content:
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a. Brief description of what happened, including date of breach and date discovered;

b. Types of unsecured protected health information involved (e.g., name, Social
Security number, date of birth, home address, account number);

c. Steps the member should take to protect from potential harm;

d. What the Plan is doing to investigate the breach, mitigate losses, and protect against
further breaches;

3. Notify the media if the breach affected more than five hundred (500) residents of a state
or jurisdiction. Notice must be provided to prominent media outlets serving the state or
jurisdiction without unreasonable delay and in no case later than sixty (60) calendar
days after the date the breach was discovered,;

4. Notify the HHS Secretary if the breach involves five hundred (500) or more individuals,
contemporaneously with the notice to the affected individual and in the manner
specified by HHS. If the breach involves less than five hundred (500) individuals, an
internal log or other documentation of such breaches must be maintained and annually
submitted to HHS within sixty (60) days after the end of each calendar year; and

5. When a Business Associate, which provides services for the Plan and comes in contact
with protected health information in connection with those services discovers a breach
has occurred, that Business Associate will notify the Plan without unreasonable delay
and in no case later than sixty (60) calendar days after discovery of a breach so that the
affected members may be notified. To the extent possible, the Business Associate
should identify each individual whose unsecured protected health information has been,
or is reasonably believed to have been, breached.

75



ARTICLE XII -- DEFINITIONS

The following terms define specific wording used in this Plan. These definitions should not be
interpreted to extend coverage unless specifically provided for under Covered Medical
Expenses.

Adverse Benefit Determination

Any of the following:

e A denial in benefits;

e A reduction in benefits;

e A rescission of coverage;

e A termination of benefits; or

A failure to provide or make payment (in whole or in part) for a benefit, including any such
denial, reduction, termination, or failure to provide or make payment that is based on a
determination of a Claimant’s eligibility to participate in the Plan.

Allowed Amount

The maximum amount on which payment is based for covered health care services. The allowed
amount for participating providers is based on the network negotiated price for health care
services. Participating providers can only bill you for the difference between the benefit paid
and the allowed amount for any service.

The allowed amount for non-participating providers is based on a fee schedule chosen by the
plan sponsor for out-of-network health care services. Fee schedules can include the network
negotiated fee schedule or other usual and customary-based fee schedules that value services
based on the charge most frequently made to the majority of patients for the same service or
procedure in the geographic area where the services or supplies are provided. Non-participating
providers may bill you for the difference between the benefit paid and the actual amount billed
for any service.

For claims subject to the No Surprises Act (see “No Surprises Act — Emergency Services and
Surprise Bills” within the section “Medical Benefits,”) if no negotiated rate exists, the allowed
amount will be the qualifying payment amount, or an amount deemed payable by a Certified
IDR Entity or a court of competent jurisdiction, if applicable.

Alternate Recipient

Any child of a participant who is recognized under a medical child support order as having a
right to enrollment under this Plan as the participant’s eligible dependent. For purposes of the
benefits provided under this Plan, an alternate recipient shall be treated as an eligible
dependent, but for purposes of the reporting and disclosure requirements under ERISA, if
applicable, an alternate recipient shall have the same status as a participant.
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Ambulatory Surgical Facility

A public or private facility, licensed and operated according to the law, which does not provide
services or accommodations for a patient to stay overnight. The facility must have an organized
medical staff of physicians; maintain permanent facilities equipped and operated primarily for
the purpose of performing surgical procedures; and supply registered professional nursing
services whenever a patient is in the facility.

Approved Clinical Trial

A clinical trial that is conducted in relation to treatment of cancer or other life-threatening
disease or condition that is:

A federally funded trial approved or funded by one or more of the following:

The National Institutes of Health (NIH).

The Centers for Disease Control and Prevention.

The Agency for Health Care Research and Quality.

The Centers for Medicare and Medicaid Services.

Cooperative group or center of any of the entities described above or the Department of

Defense or the Department of Veteran Affairs.

e A qualified non-governmental research entity identified in the guidelines issued by the NIH
for center support grants.

e The Department of Defense, the Department of Energy, or the Department of Veteran

Affairs if 1) the study has been approved through a system of peer review determined to be

comparable to the system used by NIH and 2) assures unbiased review of the highest

scientific standards by qualified individuals with no interest in the outcome of the review.

A study or investigation conducted under an investigational new drug application reviewed by
the Food and Drug Administration.

A study or investigation is a drug trial that is exempt from having such an investigational new
drug application.

Benefit Year

The 12-month period beginning January 1 and ending December 31. All annual deductibles and
benefit maximums accumulate during the benefit year.

Birthing Center
A public or private facility, other than private offices or clinics of physicians, which meets the

free standing birthing center requirements of the State Department of Health in the state where
the covered person receives the services.
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The birthing center must provide: A facility which has been established, equipped, and operated
for the purpose of providing prenatal care, delivery, immediate postpartum care and care of a
child born at the center; supervision of at least one (1) specialist in obstetrics and gynecology; a
physician or certified nurse midwife at all births and immediate post partum period; extended
staff privileges to physicians who practice obstetrics and gynecology in an area hospital; at least
two (2) beds or two (2) birthing rooms; full-time nursing services directed by an R.N. or
certified nurse midwife; arrangements for diagnostic x-ray and lab services; the capacity to
administer local anesthetic or to perform minor surgery.

In addition, the facility must only accept patients with low risk pregnancies, have a written
agreement with a hospital for emergency transfers, and maintain medical records on each
patient and child.

Centers of Excellence (COE)

Medical care facilities that are network providers and that have met stringent criteria for quality
care in the specialized procedures of organ transplantation. These centers have the greatest
experience in performing transplant procedures and the best survival rates. The plan
administrator shall determine what Centers of Excellence are to be used.

Any covered person in need of an organ transplant may contact the claims administrator to
initiate the precertification process resulting in a referral to a Center of Excellence. The claims
administrator acts as the primary liaison with the Center of Excellence, covered person and
attending physician for all transplant admissions taking place at a Center of Excellence.

Additional information about this option, as well as a list of Centers of Excellence, will be given
to covered persons upon request and updated as requested.

Certified IDR Entity

An entity responsible for conducting determinations under the No Surprises Act and that has
been properly certified by the Department of Health and Human Services, the Department of
Labor, and the Department of the Treasury.

Claims Fiduciary

The Third Party Administrator is the claims fiduciary for this Plan. The claims fiduciary has the
discretionary authority to make initial benefit determinations and determinations on all appeal
requests under the Plan. To make such determinations, the claims fiduciary has the authority to
interpret the terms of this Summary Plan Description, to make factual findings, and to
determine what constitutes a reasonable and customary charge under the Plan.
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Claims Processor

The Third Party Administrator is the claims processor for this Plan and is responsible for
managing medical claims on behalf of the Plan as contracted by the plan administrator.

COBRA

The Consolidated Omnibus Budget Reconciliation Act of 1985, as amended.

Cosmetic Surgery

Any expenses incurred in connection with the care and treatment of, or operations which are
performed for plastic, reconstructive, or cosmetic purposes or any other service or supply which
are primarily used to improve, alter, or enhance appearance of a physical characteristic which is
within the broad spectrum of normal but which may be considered displeasing or unattractive,
except when required by an injury.

Custodial Care

Services and supplies furnished primarily to assist an individual in the activities of daily living.
Activities of daily living include such things as bathing, feeding, administration of oral
medicines, or other services that can be provided by persons without the training of a health
care provider.

Dental Care Provider

A dentist, dental hygienist, physician, or nurse as those terms are specifically defined in this
section.

Dental Hygienist

A person trained and licensed to perform dental hygiene services, such as prophylaxis (cleaning
of teeth), under the direction of a licensed dentist.

Dentist

A person acting within the scope of his/her license, holding the degree of Doctor of Medicine
(M.D.), Doctor of Dental Surgery (D.D.S.), or Doctor of Dental Medicine (D.M.D.), and who is
legally entitled to practice dentistry in all its branches under the laws of the state or jurisdiction
where the services are rendered.

Diagnostic Charges

The allowed amount for x-ray or laboratory examinations made or ordered by a physician in
order to detect a medical condition.
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Durable Medical Equipment

Equipment and/or supplies ordered by a health care provider for everyday or extended use
which:

e (Can withstand repeated use;
e [s primarily and customarily used to serve a medical purpose; and
e Generally is not useful to a person in the absence of an illness or injury.

Electronic Protected Health Information
Protected health information that is transmitted or maintained in any electronic media.
Emergency

A situation or medical condition with symptoms of sufficient severity (including severe pain) so
that a prudent layperson, who possesses an average knowledge of health and medicine, would
reasonably expect the absence of immediate medical attention to result in: (a) serious jeopardy
to the health of the individual (or, with respect to a pregnant woman, the woman’s unborn
child); (b) serious impairment to bodily functions; or (c) serious dysfunction of any bodily
organ or part.

An emergency includes, but is not limited to, suspected heart attack or severe chest pain, actual
or suspected poisoning, unconsciousness, hemorrhage, acute appendicitis, heat exhaustion,
convulsion, or such other acute medical conditions as determined to be medical emergencies by
the plan administrator.

Emergency Services
Services that, with respect to an emergency medical condition, include the following:

1. An appropriate medical screening examination (as required under section 1867 of the
Social Security Act, 42 U.S.C. 1395dd) that is within the capability of the emergency
department of a hospital or of an independent freestanding emergency department, as
applicable, including ancillary services routinely available to the emergency department
to evaluate such emergency medical condition; and

2. Within the capabilities of the staff and facilities available at the hospital or the
independent freestanding emergency department, as applicable, such further medical
examination and treatment as are required under section 1867 of the Social Security Act
(42 U.S.C. 1395dd), or as would be required under such section if such section applied
to an independent freestanding emergency department, to stabilize the patient
(regardless of the department of the hospital in which such further examination or
treatment is furnished).
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When furnished with respect to an emergency medical condition, emergency services shall also
include an item or service provided by a non-network Provider or non-participating health care
facility (regardless of the department of the hospital in which items or services are furnished)
after the participant is stabilized and as part of outpatient observation or an inpatient or
outpatient stay with respect to the visit in which the emergency services are furnished, until
such time as the provider determines that the participant is able to travel using non-medical
transportation or non-emergency medical transportation, and the participant is in a condition to,
and in fact does, give informed consent to the Provider to be treated as a non-network Provider.

Employer

Enloe Medical Center.

ERISA

The Employee Retirement Income Security Act of 1974, as amended.
Experimental/Investigational

Any treatment, therapy, procedure, drug or drug usage, facility or facility usage, equipment or
equipment usage, device or device usage, or supplies which are not recognized in accordance
with generally accepted professional medical standards as being safe and effective for use in the
treatment of the illness, injury, or condition at issue.

Services which require approval by the Federal government or any agency thereof, or by any
State government agency, prior to use and where such approval has not been granted at the time
the services or supplies were rendered, shall be considered experimental or investigational in
nature. Services or supplies which themselves are not approved or recognized in accordance
with accepted professional medical standards, but nevertheless are authorized by law or by a
government agency for use in testing, trials, or other studies on human patients, shall be

considered experimental or investigational in nature.

Experimentallinvestigational items and services are not covered under this Plan unless
identified as a covered service elsewhere in this Plan.

FMLA
The Family and Medical Leave Act of 1993, as amended.
General Anesthesia

An agent introduced into the body which produces a condition of loss of consciousness.
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Genetic Information

The information about genes, gene products and inherited characteristics that may derive from
an individual or a family member. This includes information regarding carrier status and
information derived from laboratory tests that identify mutations in specific genes or
chromosomes, physical medical examinations, family histories and direct analysis of genes or
chromosomes.

GINA

The Genetic Information Nondiscrimination Act of 2008 (Public Law No. 110-233), which
prohibits group health plans, issuers of individual health care policies, and employers from
discriminating on the basis of genetic information.

Habilitation Services

Health care services that help a person keep, learn or improve skills and functioning for daily
living. Examples include therapy for a child who isn’t walking or talking at the expected age.
These services may include physical and occupational therapy, speech-language pathology and
other services for people with disabilities in a variety of inpatient and/or outpatient settings.

Health Care Provider

A physician, practitioner, nurse, hospital or specialized treatment facility as those terms are
specifically defined in this section.

HIPAA

The Health Insurance Portability and Accountability Act of 1996, as amended.

Home Health Care Agency

An agency or organization that provides a program of home health care and that:

1. is approved as a home health care agency under Medicare;

2. 1is established and operated in accordance with the applicable laws in the jurisdiction in
which it is located and, where licensing is required, has been licensed and approved by the
regulatory authority having responsibility for licensing under the law; or

3. meets all of the following requirements:

a. it is an agency which holds itself forth to the public as having the primary purpose of
providing a home health care delivery system bringing supportive services to the home;
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b. it has a full-time administrator;
c. it maintains written records of services provided to the patient;

d. itsstaffincludes at least one registered nurse or it has nursing care by a registered nurse
available; and

e. its employees are bonded and it provides malpractice and malplacement insurance.
Hospice Care
A program approved by the attending physician for care rendered in the home, outpatient setting
or institutional facility to a terminally ill covered person with a medical prognosis that life
expectancy is six (6) months or less.
Hospice Facility
A public or private organization, licensed and operated according to the law, primarily engaged
in providing palliative, supportive, and other related care for a covered person diagnosed as

terminally ill with a medical prognosis that life expectancy is six (6) months or less.

The facility must have an interdisciplinary medical team consisting of at least one (1) physician,
one (1) registered nurse, one (1) social worker, one (1) volunteer and a volunteer program.

A hospice facility is not a facility or part thereof which is primarily a place for rest, custodial
care, the aged, drug addicts, alcoholics, or a hotel or similar institution.

Hospital

The term hospital means:

1. an institution constituted, licensed, and operated in accordance with the laws pertaining to
hospitals, which maintains on its premises all the facilities necessary to provide for the
diagnosis and medical and surgical treatment of an injury or illness, and which provides
such treatment for compensation, by or under the supervision of physicians on an inpatient
basis with continuous 24-hour nursing service by registered nurses;

2. aninstitution which qualifies as a hospital and a provider of services under Medicare, and is
accredited as a hospital by the Joint Commission on the Accreditation of Health Care

Organizations;

3. avrehabilitation facility.
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The term hospital shall also include a residential treatment facility specializing in the care and
treatment of mental health conditions or substance abuse treatment, provided such facility is
duly licensed if licensing is required, or otherwise lawfully operated if licensing is not required.

Regardless of any other Plan provision or definition, the term hospital will not include an
institution which is other than incidentally, a place of rest, place for the aged or a nursing home.

Illness

Any bodily sickness, disease or mental health disorder. For the purposes of this Plan, pregnancy
will be considered an illness.

Independent Freestanding Emergency Department

A health care facility that is geographically separate and distinct, and licensed separately, from
a hospital under applicable state law, and which provides any emergency services.

Injury

A condition which results independently of an i//ness and all other causes and is a result of an
externally violent force or accident.

Inpatient

Treatment in an approved facility during the period when charges are made for room and board.
Intensive Care Unit

A section, ward, or wing within a hospital which is operated exclusively for critically ill patients
and provides special supplies, equipment and constant observation and care by registered
graduate nurses or other highly trained personnel. This excludes, however, any hospital facility
maintained for the purposes of providing normal post-operative recovery treatment or service.

Late Enrollee

An individual who enrolls under the Plan other than during the first 31-day period in which the
individual is eligible to enroll under the Plan or during a Special Enrollment Period.

Lifetime

The period of time you or your eligible dependents participate in this Plan or the prior plan
sponsored by Enloe Medical Center prior to the restatement date, April 1, 2022.
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Maintenance Care
Services and supplies primarily to maintain a level of physical or mental function.
Medically Necessary (Medical Necessity)

Medically necessary, medical necessity, and similar language refers to health care services
ordered by a physician exercising prudent clinical judgment provided to a participant for the
purposes of evaluation, diagnosis or treatment of that patient’s illness or injury. Medically
necessary services must be clinically appropriate in terms of type, frequency, extent, site, and
duration for the diagnosis or treatment of the patient’s illness or injury. Further, to be
considered medically necessary, services must be no more costly than alternative interventions,
and are at least as likely to produce equivalent therapeutic or diagnostic results for the diagnosis
or treatment of the patient’s illness or injury without adversely affecting the patient’s medical
condition.

A medically necessary service must meet all of the following criteria:

It must not be maintenance therapy or maintenance treatment;

Its purpose must be to restore the patient’s health;

It must not be primarily custodial in nature; and

It must not be a listed item or treatment not allowed for reimbursement by CMS (Medicare).

The Plan reserves the right to incorporate CMS (Medicare) guidelines in effect on the date of
treatment as additional criteria for determination of medical necessity.

Merely because a health care provider recommends, approves, or orders certain care does not
mean that it is medically necessary. The determination of whether a service, supply, or
treatment is or is not medically necessary may include findings of the American Medical
Association and the Plan Administrator’s own medical advisors.

Medicare

Title XVIII (Health Insurance for the Aged) of the United States Social Security Act as
amended.

Morbid Obesity
A condition in which the body weight exceeds the normal weight by either 100 pounds, or is
twice the normal weight of a person the same height, and conventional weight reduction

measures have failed.

The excess weight must cause a medical condition such as physical trauma, pulmonary and
circulatory insufficiency, diabetes, or heart disease.
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Nurse

A person acting within the scope of his/her license and holding the degree of registered graduate
nurse (R.N.), licensed vocational nurse (L.V.N.) or licensed practical nurse (L.P.N.).

Open Enrollment Period

A period of time designated by the employer prior to each plan year during which employees
may elect benefits available under this Plan. Coverage elected during the open enrollment
period will be effective the first day of the subsequent plan year.

Oral Surgery

Necessary procedures for surgery in the oral cavity, including pre- and post-operative care.
Other Plan

Plans including, but not limited to:

Any primary payer besides the Plan;

Any other group health plan;

Any other coverage or policy covering a claimant;

Any first party insurance through medical payment coverage, personal injury protection, no-
fault coverage, uninsured or underinsured motorist coverage;

e Any policy of insurance from any insurance company or guarantor of a responsible party;
e Any policy of insurance from any insurance company or guarantor of a third party;

e Workers’ compensation or other liability insurance company; or

e Any other source, including but not limited to crime victim restitution funds, any medical,
disability or other benefit payments, and school insurance coverage.

Outpatient

Treatment either outside a hospital setting or at a hospital when room and board charges are not
incurred.

Partial Hospitalization Treatment Facility

A public or private facility, licensed and operated according to the law, which provides intensive
therapy daily by a physician and licensed mutual health care providers (five (5) days per week
for no more than eight (8) hours per day). No room and board charges are incurred. This facility
does not provide a place for rest, the aged or convalescent care.

Participating Health Care Facility

A hospital or hospital outpatient department, critical access hospital, ambulatory surgical
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facility, or other provider as required by law, which has a direct or indirect contractual
relationship with the Plan with respect to the furnishing of a healthcare item or service. A single
direct contract or case agreement between a health care facility and a plan constitutes a
contractual relationship for purposes of this definition with respect to the parties to the
agreement and particular individual(s) involved.

Physically or Mentally Handicapped

The inability of a person to be self-sufficient as the result of a condition such as, but not limited
to, mental retardation, cerebral palsy, epilepsy or another neurological disorder and diagnosed
by a physician as a permanent and continuing condition preventing the individual from being
self- sufficient or other il/ness as approved by the plan administrator.

Physician

A person acting within the scope of his/her license and holding the degree of Doctor of
Medicine (M.D.) or Doctor of Osteopathy (D.O.), and who is legally entitled to practice
medicine under the laws of the state or jurisdiction where the services are rendered.

Plan Administrator

The plan administrator, Enloe Medical Center, is the primary fiduciary of the Plan, and
exercises all discretionary authority and control over the administration of the Plan and the
management and disposition of the Plan assets. The plan administrator shall have the
discretionary authority to determine eligibility for Plan benefits or to construe the terms of the

Plan.

The plan administrator has the right to amend, modify or terminate the Plan in any manner, at
any time, regardless of the health status of any Plan participant or beneficiary.

The plan administrator may hire someone to perform claims processing and other specified
services in relation to the Plan.

Plan Sponsor
Enloe Medical Center.
Plan Year

The twelve (12) month period for Enloe Medical Center, beginning January 1 and ending
December 31.
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Practitioner

A physician or person acting within the scope of applicable state licensure/certification
requirements and/or holding the degree of Doctor of Dental Surgery (D.D.S.), Doctor of Dental
Medicine (D.M.D.), Doctor of Podiatric Medicine (D.P.M.), Doctor of Chiropractic (D.C.),
Doctor of Optometry (O.D.), Optician, Certified Nurse Midwife (C.N.M.), Registered Physical
Therapist (R.P.T.), Psychologist (Ph.D., Psy.D.), Licensed Clinical Social Worker (L.C.S.W.),
Master of Social Work (M.S.W.), Speech Therapist or Registered Respiratory Therapist.
Professional Components

Services rendered by a professional technician (e.g. radiologist, pathologist, anesthesiologist) in
conjunction with services rendered at a hospital, ambulatory surgical facility or physician’s
office.

Protected Health Information

Information that is created or received by the Plan and relates to the past, present, or future
physical or mental health or condition of a member; the provision of health care to a member; or
the past, present, or future payment for the provision of health care to a member; and that
identifies the member or for which there is a reasonable basis to believe the information can be
used to identify a member. Personal health information includes information of persons living
or deceased. The following components of a member's information also are considered personal
health information:

a. names;

b. street address, city, county, precinct, zip code;

c. dates directly related to a member, including birth date, health facility admission and
discharge date, and date of death;

d. telephone numbers, fax numbers, and electronic mail addresses;
e. social security numbers;

f. medical record numbers;

g. health plan beneficiary numbers;

h. account numbers;

1. certificate/license numbers;

J. vehicle identifiers and serial numbers, including license plate numbers;
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k. device identifiers and serial numbers;

1. web universal resource locators (URLSs);

m. biometric identifiers, including finger and voice prints;

n. full face photographic images and any comparable images; and
0. any other unique identifying number, characteristic, or code.
Qualified Medical Child Support Order

A medical child support order that either creates or recognizes the right of an alternate recipient
(i.e., a child of a covered participant who is recognized under the order as having a right to be
enrolled under the Plan) or assigns to the alternate recipient the right to receive benefits for
which a participant or other beneficiary is entitled under the Plan.

A medical child support order is a judgment, decree or order (including a settlement agreement)
issued by a court of competent jurisdiction or through an administrative process established
under state law that has the force and effect of law in that state, that provides for child support
related to health benefits with respect to the child of a group health plan participant, or required
health benefit coverage of such child in such plan, and is ordered under state domestic relations
law, or that enforces a state medical child support law enacted under Section 1908 of the Social
Security Act with respect to a group health plan.

Qualifying Payment Amount

The median of the contracted rates recognized by the Plan, or recognized by all plans serviced
by the Plan’s claims processor (if calculated by the claims processor), for the same or a similar
item or service provided by a Provider in the same or similar specialty in the same geographic
region. If there are insufficient (meaning at least three) contracted rates available to determine a
qualifying payment amount, said amount will be determined by referencing a state all-payer
claims database or, if unavailable, any eligible third-party database in accordance with
applicable law.

Recognized Amount

Except for non-network air ambulance services, an amount determined under an applicable all-
payer model agreement, or if unavailable, an amount determined by applicable state law. If no
such amounts are available or applicable and for non-network air ambulance services generally,
the recognized amount shall mean the lesser of a Provider’s billed charge or the qualifying
payment amount.
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Rehabilitation Facility

A legally operating institution or distinct part of an institution which has a transfer agreement
with one or more hospitals, and which is primarily engaged in providing comprehensive
multidisciplinary physical restorative services, post acute hospital and rehabilitative inpatient
care and is duly licensed by the appropriate governmental agency to provide such services. It
does not include institutions which provide only minimal care, custodial care, ambulatory or
part time care services, or an institution which primarily provides treatment of mental health
conditions, substance abuse treatment or tuberculosis except if such facility is licensed, certified
or approved as a rehabilitative facility for the treatment of medical conditions, mental health
conditions or substance abuse treatment in the jurisdiction where it is located, or is credited as
such a facility by the Joint Commission on the Accreditation of Health Care Organizations or
the Commission for the Accreditation of Rehabilitation Facilities.

Respite Care

Respite care rendered through a licensed hospice facility for home custodial care which
provides relief to an immediate family in caring for the day to day needs of a terminally ill
individual.

Second/Third Surgical Opinion

Examination by a physician who is certified by the American Board of Medical Specialists in a
field related to the diagnosis of the proposed surgery to evaluate alternatives and/or the medical
advisability of undergoing a surgical procedure.

Skilled Nursing Facility/Extended Care Facility

An institution that:

1. primarily provides skilled (as opposed to custodial) nursing service to patients;

2. 1is approved by the Joint Commission on the Accreditation of Healthcare Organizations
(JCAHO) and/or Medicare.

In no event shall such term include any institution or part thereof that is used principally as a
rest facility or facility for the aged or, any treatment facility for mental health condition or
substance abuse treatment.
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Special Enrollee

A special enrollee is an employee or dependent who is entitled to and who requests special
enrollment:

1. within thirty (30) days of losing other health coverage because their COBRA coverage is
exhausted, they cease to be eligible for other coverage, or employer contributions are

terminated;

2. for anewly acquired dependent, within thirty (30) days of the marriage, birth, adoption, or
placement for adoption; or

3. within sixty (60) days of losing other health coverage through Medicaid or CHIP.
Specialized Treatment Facility

Specialized treatment facilities as the term relates to this Plan include birthing centers,
ambulatory surgical facilities, hospice facilities, or skilled nursing facilities as those terms are
specifically defined.

Surgery

Any operative or diagnostic procedure performed in the treatment of an injury or illness by
instrument or cutting procedure through any natural body opening or incision.

Total Disability (Totally Disabled)

The inability to perform all the duties of the covered person’s occupation as the result of an
illness or injury. Total disability means the inability to perform the normal duties of a person of
the same age.

USERRA

The Uniformed Services Employment and Reemployment Rights Act of 1994.

Waiting Period

A period of continuous, full-time employment before a newly-enrolled employee or dependent
is eligible to receive benefits.

Year

See Benefit Year.
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ARTICLE X1II -- GENERAL INFORMATION

Name and Address of the Plan Sponsor
Enloe Medical Center

1531 Esplanade

Chico, CA 95926

Name and Address of the Plan Administrator
Enloe Medical Center

1531 Esplanade

Chico, CA 95926

Name and Address of the Agent for Service of Legal Process
Enloe Medical Center

1531 Esplanade

Chico, CA 95926

Third Party Administrator

HealthNow Administrative Services

P.O. Box 211034

Eagan MN 55121

Internal Revenue Service and Plan Identification Number

The corporate tax identification number assigned by the Internal Revenue Service is 94-

1603784. The plan number is 501.

Plan Year

The 12-month period for Enloe Medical Center, beginning January 1 and ending December 31.

Plan Type

This Plan is a welfare benefit plan, providing medical and prescription drug benefits.

Plan Administration Type

The type of plan administration is contract administration. The processing of claims for benefits
under the terms of the Plan is provided through one or more companies contracted by the

employer.
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Method of Funding Benefits

The funding for the benefits is derived from the funds of the employer and contributions made
by covered employees. The Plan is not insured.

Plan Status
Non-Grandfathered
Plan Modification and Termination

The plan administrator intends to continue the Plan indefinitely. Nevertheless, Enloe Medical
Center reserves the right to amend, modify, or terminate the Plan at any time, which may result
in the termination or modification of your coverage. The plan administrator will notify all
covered persons as soon as possible, but in no event later than sixty (60) days after the effective
date the Plan change was adopted. Expenses incurred prior to the Plan termination, modification
or amendment will be paid as provided under the terms of the Plan prior to its termination,
modification or amendment.

Discretion of Plan Administrator

The plan administrator shall be the sole determiner of all matters concerning medical benefits
and coverage under this Plan, except as otherwise specified in this Plan. The plan administrator
shall have broad discretion in interpreting the provisions of this Plan, which discretion shall be
exercised in good faith. The plan administrator s discretionary authority includes, but is not
limited to, resolving questions of coverage and benefits, determining matters relating to
eligibility, deciding questions of administration, and deciding other questions under the Plan.

Not a Contract

This Plan Document and any amendments constitute the provisions of coverage under this Plan.
The Plan Document is not to be construed as a contract between the Company and any
participant or to be consideration for, or an inducement or condition of, the employment of any
employee. Nothing in this Plan Document shall be deemed to give any employee the right to be
retained in the company’s service or to interfere with the company’s right to discharge an
employee at any time; provided, however, that the foregoing shall not be deemed to modify the
provisions of any collective bargaining agreements which may be entered into by the Company
and bargaining representatives of any employees.
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ARTICLE XIV -- ERISA STATEMENT OF RIGHTS
(Employee Retirement Income Security Act of 1974)

As a participant in the Enloe Medical Center Employee Benefit Plan, you are entitled to the
following rights and protections under the Employee Retirement Income Security Act of 1974
(ERISA). ERISA provides that all Plan participants shall be entitled to:

1. Examine, without charge, at the plan administrator s office and at other specified locations,
all plan documents, collective bargaining agreements and copies of all documents filed by
the Plan with the U.S. Department of Labor, such as detailed annual reports.

2. Obtain copies of all plan documents and other Plan information upon written request to the
plan administrator. The Administrator may make a reasonable charge for the copies.

3. Insome cases, the law may require the plan administrator to provide you with a summary
of the Plan’s annual financial report.

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who
operate the plan. These people are called fiduciaries and have a duty to act prudently and in the
interest of you and other Plan participants and beneficiaries.

No one, including your employer, your union, or any other person, may fire you or otherwise
discriminate against you in any way to prevent you from obtaining a benefit or exercising your
rights under ERISA.

If your claim for a benefit is denied in whole or in part you must receive a written explanation
of the reason for the denial. You have the right to have the plan administrator review and
reconsider your claim.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you make
a written request for materials from the Plan and do not receive them within thirty (30) days,
you may file suit in a federal court. In such a case, the court may require the plan administrator
to provide the materials, and pay up to $110 per day until you receive the materials, unless the
materials were not sent because of reasons beyond the control of the plan administrator.

If you have a claim for benefits which is denied or ignored, in whole or in part, you may file a
suit in federal court. If it should happen that the Plan fiduciaries misuse the Plan’s money, or if
you are discriminated against for asserting your rights, you may seek assistance from the U.S.
Department of Labor, or you may file a suit in federal court. The court will decide who should
pay court costs and legal fees. If you are successful, the court may order the person you have
sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees
if it finds your claim is frivolous.

If you have any questions about your Plan, you should contact the plan administrator. If you
have any questions about this statement or about your rights under ERISA, you should contact
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the nearest office of the Employee Benefits Security Administration, U.S. Department of Labor,
listed in your telephone directory or the Division of Technical Assistance and Inquiries,
Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution
Avenue, N.W., Washington, DC 20210.
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EXHIBIT A -- WELLNESS PROGRAM

Enloe Employee Wellness Program is a voluntary program available to all employees and is subject
to Federal law including the Americans with Disabilities Act and the Genetic Information
Nondiscrimination Act.

If you choose to participate, you may complete a voluntary health risk assessment that asks questions
about your health-related activities and behaviors and whether you have or had certain medical
conditions. You may also complete a voluntary biometric screening which includes blood pressure,
body fat, lab work, and fitness testing.

The information gathered from your health risk assessment and/or biometric screening will be used
to provide you with information to help you understand your current health and potential risks, and
may also be used to offer you services through the wellness program. You are also encouraged to
share your results or concerns with your own doctor.

The law requires us to maintain the privacy and security of your personally identifiable health
information. Although the wellness program and Enloe Medical Center may use aggregate, non-
employee specific information to design a program to address health risks in the workplace, your
personal identifiable information will never be disclosed publicly or to your employer other than the
Employee Health Center at Enloe Medical Center. Medical information that personally identifies you
in connection with the wellness program will not be disclosed to your supervisors or managers and
will never be used to make decisions regarding your employment. Anyone (for example, a registered
nurse, a doctor or health coach) who receives information about you for the purpose of providing
services as a part of the wellness program will abide by the same confidentiality requirements.

All medical information obtained through the wellness program will be confidential and kept
separately from all other medical and personnel records, privately at the Employee Health Center.

If you have any questions or concerns, please contact Human Resource Department at 530-332-
7344.
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HealthNow Administrative Services — Notice of Nondiscrimination
Brokerage Concepts, LLC d/b/a/ HealthNow Administrative Services complies with applicable Federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. HealthNow
Administrative Services does not exclude people or treat them differently because of race, color, national origin,
age, disability, or sex.
HealthNow Administrative Services;
Provides free aids and services to people with disabilities to communicate effectively with us, such as:

e (Qualified sign language interpreters

» \Written information in other formats {large print, audio, accessible electronic formats, other formats})
Provides free language services to people whose primary language is not English, such as:

e Qualified interpreters

¢ Information written in other languages
If you need these services, please call the customer service number on the back of your ID card or contact the
Vice President, Chief Compliance Officer.
If you believe that HealthNow Administrative Services has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:
Vice President, Chief Compliance Officer, 257 West Genesee Street, Buffalo, NY 14202, 1-800-798-1453,
{716) 887-6056 {fax), complaint.compliance@hnas.com. You can file a grievance in person or by mail, fax, or
email. You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. or by mail or phone at U.S. Department of Health and Human
Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019,
1-800-537-7697 (TDD).
Complaint forms are available at hitp://www.hhs gov/ocr/office/file/index.html.
For assistance in English, call customer service at the number listed on your ID card.

Para obtener asistencia en espafiol, llame al servicio de atencidn al cliente al nimero que aparece en su tarjeta
de identificacion.

g PRI, EEE RS FORE RS, T AEIRAE SRR 1D R Lk
Jliist molyd eHust MOMOILIK HA PYCCKOM SI3bIKe MO3BOHUTE B CAYKOY MO/ €PXKH KAUEHTOB 10
HOMepy, YKa3aHHOMY Ha Bauiedl nleHTUPUKAIMOHHON KapTe.

Pou jwenn &d nan lang Kreyal Ayisyen, rele sévis kliyan nan nimewo ki endike sou kat Idantifikasyon ou an.
=02 = 20| HROIAIHID 7LE0| LIQIQle HEE 24 MH|20| 223t A|2
el Aol Aggll A3lay (3 O304 031 e Slanll Aoty usl e yal) Al Busluvall e Jumonl)

Per assistenza in italiano chiamate il numero del servizio clienti riportato nella vostra scheda identificativa.
Aby uzyska¢ pomoc w jezyku polskim, skontaktuj sie z dziatem obstugi klienta pod numerem podanym na
Twojej karcie identyfikacyjne].

S eled Q393 leslis Uy 30 b0 Cacad Ol ilads B)lads b o)l Q) 4 SeS L (Sl
Pér ndihmé né gjuhén shqipe, merrni né telefon shérbimin klientor né numrin e renditur né kartén tuaj té identitetit.
Para assisténcia em portugués, ligue para o nimero do apoio a clientes, listado no seu cartao de identificagio.
Pé dwoc hd tro bang Tiéng Viét, hdy goi bd phéan dich vu khach hang theo s6 ghi trén thé Binh danh cla quy vi.
Para sa tulong sa Tagalog, tumawag sa numero ng serbisyo sa customer na nasa inyong ID card.
ARETOBEVEDEE. DH—RIRHESNTLEHARYT-Y-FAOERFBESCHBAS IS,

Pour une assistance en frangais, composez le numéro de téléphone du service a la clientéle figurant sur votre
carte d'identification.
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