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Important Information

THIS IS NOT AN INSURED BENEFIT PLAN. THE BENEFITBESCRIBED IN THIS BOOKLET OR
ANY RIDER ATTACHED HERETO ARE SELANSURED BY HARRIS COUNTY AND HARRIS
COUNTY FLOODWHICH IS RESPONSIBLE FOR THEIR PAYMENTCIGNA HEALTH AND LIFE
INSURANCE COMPANY (CIGNA)PROVIDES CLAIM ADMINISTRATION SERVICES TO THE PLAN,
BUT CIGNA DOES NOT INSURE THE BENEFITS DESCRIBED.

THIS DOCUMENT MAY USE WORDS THAT DESCRIBE A PLAN INSURED BY CIGN BECAUSE
THE PLAN IS NOT INSURED BY CIGM, ALL REFERENCES TO INSURANCE SHALL BE READ TO
INDICATE THAT THE PLAN IS SELFINSURED. FOR EXAMPLE, EFERENCES TO "CIGN,"
"INSURANCE COMPANY," AND "POLICYHOLDER" SHALL BE DEEMED TO MEAN YOUR
"EMPLOYER" AND "POLICY" TO MEAN "PLAN" AND "INSURED" TO MEAN "COVERED" AND
"INSURANCE" SHALL BE DEEMED TO MEAN "COVERAGE."

HC-NOT89



Explanation of Terms

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

The Schedule

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

When you select a Participating Provider, this gaygs a

greater share of the costs than if you select aRaticipating
Provider.Participating Providers include Physicians, Hospitals
and Other Health Professionals and Other Health Care
Facilities. Consult your Physician Guide for a list of
Participathg Providers in your area. Participating Providers
are committed to providing yoand your Dependents
appropriate care while lowering medical costs.

Services Available in Conjunction With Your Medical
Plan

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

HC-SPP70 01-21

Case Management

Case Management is a service provided through a Review
Organization, which asssstndividuals with treatment needs
that extend beyond the acute care setting. The goal of Case
Management is torsure that patients receive appropriate care
in the most effective setting pmible whether at home, as an
outpatient, or an inpatient in a Ho&l or specialized facility.
Should the need for Case Management arise, a Case
Management professional will work closely with the patient,
his or her family and the attending Physician to determine
appropriate treatment options which will best meet the

patient's needs and keep costs manageable. The Case Manager

will help coordinate the trément program and arrange for
necessary resources. Case Managers are also available to
answer guestions and provide ongoing support for the family
in times of medical risis.

Case Managers are Registered Nurses (RNs) and other
credentialed health care professionals, each trained in a
clinical specialty area such as trauma, high risk pregnancy and
neonates, oncology, mental health, rehatidih or general
medicine andwwrgery. A Case Manager trained in the
appropriate clinical specialty area will be assignegoto or

your dependentn addition, Case Managers are supported by

a panel of Physician advisors who offer guidance otoup

date treatment programs and medieahhology. While the

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

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

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

1 You or your Dependent isontacted by an assigned Case
Manager who explains in detail how the program works.
Participaton in the program is voluntaryno penalty or
benefit reduction is imposed if you do not wish to
participate in Case Management.

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

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

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

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

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

HC-SPP2 04-10
Vi

Additional Programs

We may, from time to time, offer or arrange for various
entities to offer discounts, benefits, or other consideration to
our members for the purpose of promoting the general health
and wel being of our membersVe may also arrange for the
reimbursement of all or a portion of the cost of services

myCigna.com
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provided by other parties to the Policyhold@ontact us for
details regarding any such arrangements.

HC-SPP3 04-10

Vi

Care Management and Cae Coordination Services

Your planmay enter into specific collaborative arrangements
with health care professionals committed to improving quality
care, patient satisfaction and affordability. Through these
collaborative arrangementsealth care profesgials commit

to proactively providing participants with certain care
management and care coordination services to teilit
achievement of these goaReimbursement is providext
100%for these services when rendered by designated health
care professionain these collaborative arrangements.

HC-SPP27 06-15

V1

Important Information Regarding Tiering

This plan includes tiered benefits for certain covered services
identified in The Schedule rendered by Participating

Providers. Under tiered benefits, ypay a lower Copayment

or Coinsurance level for certain covered services rendered by
Tier l-identified Participating Providers than if you receive

the same covered services from a Participating Provider that is
not identified by Cigna as&ier 1 Participahg Provider.

Cigna identifies Participatin
consideration of criteria used to measure-effitiency and

guality and consideration of other factors, including, but not
limited to, local market need.

Refer to The Schedule tdentify the covered services that are
subject to tiered benefits. In order to receive a higher level of
In-Network benefits for covered services identified in The
Schedule as subject to a tiered benefit, you should also verify
that your Primary Care Phiggan, or Specialist as applicable,
has been designated by Cigna d$ea 1 Participating
Provider.Participating Provider tier designations are assessed
and may change annually. You can access a list of all
Participating Providers by visitingww.cigna.@m or
mycigna.com; or by calling the telitee tdephone number on
your ID card.Tier 1 Participating Providers are specifically
identified in this listing.

HC-SPP71 01-21

Important Notices
Direct Access to Obstetricians and Gynecologists

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

Selection of a Primary Care Provider

This plan generally allows the designatioragirimary care
provider. You have the right to designate any primary care
provider who participates in the network and who is available
to accept you or your family members. For information on
how to select a primary care provider, and for a list of the
paticipating primary care providers, visit www.mycigna.com
or contact customer service at the phone number listed on the
back of your ID card.

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

HC-NOT5 01-11
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Rebates and Other Payments

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

Cigna, its affiliates and the plan are not obligated to pass these
rebates on to you, or apbply t
any or take them into account in determining your
Copayments and/or Coinsuran€agna and its affiliates or
designees, conduct business with various pharmaceutical
manufacturers separ aMedicand
Pharmaceutical and Prescriptibnug Producbenefits. Such
business may include, but is not limited to, data collection,
consulting, educational grants and research. Amounts received
from pharmaceutical manufacturers pursuant to such
arrangements are not related to this plan. Cignatand

E

ap

myCigna.com
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affiliates are not required to pass on to you, and do not pass on
to you, such amounts.

Coupons, Incentives and Other Communications

At various times, Cigna or its designee may send mailings to
youor your Dependentsr to your Physician that

communi@te a variety of messages, including information
aboutMedical Pharmaceuticals and Prescription Drug
ProductsThese mailings may contain coupons or offers from
pharmaceutical manufacturers that enafole or your
Dependentsat your discretion, to purchashe described
Medical Pharmaceutical and Prescription Drug Prodtiet
discount or to obtain it at no charge. Pharmaceutical
manufacturers may pay for and/or provide the content for
these mailingsCigna,its affiliates and the plan are not
responsiblen any way for any decision you make in
connection with any coupon, incentive, or other offer you may
receive from a pharmaceutical manufacturer or Physician.

HC-IMP331 12-22
Discrimination is Against the Law

Cigna complies with applicable Federal tnghts laws and
does not discriminate on the basis of race, color, national
origin, age, disability or sex. Cigna does not exclude people or
treat them differently because of race, color, national origin,
age, disability or sex.
Cigna:
1 Provides free aidand services to people with disabilities to
communicate effectively with us, such as:
1 Qualified sign language interpreters
1 Written information in other formats (large print, audio,
accessible electronic formats, other formats)

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

1 Qualified interpreters
1 Information written in other languages

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

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

Cigna

Nondiscrimination Complaint Coordinator

P.O. Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call
thenumber on the back of yolld card or send an email to
ACAGrievance@cigna.conyYou 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/ociptal/lobby.jsf or by mail or
phone at:

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

Room 509F, HHH Building

Washington, D.C. 20201

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

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

HC-NOT96 07-17

Proficiency of Language Assistance Services

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

Spanishi ATENCION: Hay servicios de asistencia de
idiomas, sin cargo, a su disposicion. Si es un cliente actual de
Cigna, llame al nimero que figura en el reverso de su tarjeta
de identificacién. Si no lo es, llame aB00.244.6224 (los
usuarios de TTY deben llamar al 711).

Chinesei .
Cigna ID .
1.800.244.6224 711 |
Viethamesei XI N LhU h: Quil v L€ ¢
vQ ng!'n ng. mi, n ph? D"nh ¢
Cigna, vui | ,ng g i s ng mtitp
khg&§c xin g i s° 1.800.244.62
Koreanf 2 : tn Qe

AxEn BT o f o
o VeZAKIDAKW 33/

myCigna.com
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77 YSHAC.. om _ t/ I 1.800.244.6224
TTY:0F1 71DK3 7 # > AC.

Tagalogi PAUNAWA: Makakakuha ka ng mgaisyo sa

tulong sa wika nang libre. Para sa mga kasalukuyang customer
ng Cigna, tawagan ang numero sa likuran ng iyong ID €ard.
kaya, tumawag sa 1.800.244.6224 (TT>dial ang 711).

Russiani 1 1 Rf ¢ R [ :
BJ Mt d&zOIsdz" j
fdzOdzj Cigna, f(sLeotddlsy
SBtcOldzs? Misstetsdzj o O j 2
ZyOomls dzd O dfddzGedzO . dzy W o dzv § Isj M4
gL dzOh dr § &zOdzse, YL otdzdlsy
(TTY: 711).

#3as] o8] dalia Aglaall dan il cilasas LY sla - Arabie
pSiay jeks e () gaall 8 )1 Juat) ela y oelladl Cigna
(711w duail - TTY) 1.800.244.6224 < Jesil 31 iuumn 2l

French Creolei ATANSYON: Gen sevis ed nan lang ki
disponib gratis pou ou. Pou kliyan Cignha yo, rele nimewo ki
deye kat ID ou. Sinon, rele nimewo 1.800.244.6224

(TTY: Rele 711).

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

Portuguesei ATENCAO: Tem ao seu dispor servicos de
assisténcidinguistica, totalmente gratuitos. Para clientes

Cigna atuais, ligue para o nimero que se encontra no verso do
seu cartdo de identificag&@aso contrario, ligue para
1.800.244.6224 (Dispositivos TTY: marque 711).

Polishi UWAGA: w celu skorzystaniazdbsi pnej ,
bezpgatne] pomocy jhnzykowej,
mogN dzwonil pod numer podany

identyfikacyjnej.Wszystkie inne osoby prosimy o
skorzystanie z numeru 1 800 244 6224 (TTY: wybierz 711).

Japanesd
Loy s - o>
f el ™Vt gA0 — Cigna—
% | ¢ IDo 2 - 3£ %  r=o
Jog ™9/ — — | 8 1.800.244.6224 TTY:
711 5 #8 % = o 0 0t ™S

Italian T ATTENZIONE: Sono disponibili servizi di
assistenza linguistica gratuiti. Per i clienti Cigna attuali,
chiamare il numero sul retro della tesséiradentificazione.

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

Germani ACHTUNG: Die Leistungen der
Sprachunterstiitzung stehen lhnen kostenlos zur Verfiigung.
Wenn Sie gegenwartiger Cigikainde sind, rufen ®ibitte die
Nummer auf der Riickseite lhrer Krankenversicherungskarte
an. Andernfalls rufen Sie 1.800.244.6224 an (TTY: Wahlen
Sie 711).

9 O3 d3ts G.Izls. Jtod HISM 8, e m e il S cilass 45 55— Persian (Farsi)

z mpdAiydzdf df 'j tolg p JSHIOYOMIS o

it ' dots d3d t L pail pe o u 80 Gl cuddad il <o )lS ey j3 a8

dHJ dals dIZW G 5180 0 35 Al o jlad) 3,50 (s 1.800.244.6224 5 s
|

5 oy iz

slolat b ikl «Cigna ad ol idia 51503 550 4011 Ladi 4y

(258 S el 1711 6 jleds

1. 80U0. 244. b224
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Federal CAA - Consolidated Appropriations Act and TIC
- Transparency in Coverage Notice

Cigna will make available an internbtased selservice tool

for use by individual customers, as well as certain data in
machinereadable file format on a public website, as required
under the Transparency in Coverage rule. Customers can
access the cost estimatorltoa myCigna.com. Updated

d exhindreadablé fileg cam ke found ene€Cignacamsand/or

CignaForEmployers.com on a monthly basis.

Pursuant to Consolidated Appropriations Act (CAA), Section
406, Eigna @i Rt Seftain laifamButhR@ dlafin
information to the Degrtment of Health and Human Services
(HHS) in accordance with guidance issued by HHS.

Subject to change based on government guidance for CAA

Section 204, Cigna will submit certain prescription drug and

health care spending information to HHS through PliatsL

Files (P1P3) and Data Files (DD8) (D1-D2) for an

Employer withoutan integrated pharmacy prodagigregated

at the market segrmentend state ldveél, asoytlin@liingguidance.
na odwrocie karty

HC-IMP324 01-23

Mental Health Parity and Addiction Equity Act of 2008

(MHP AEA) - Non-Quantitative Treatment Limitations

(NQTLSs)

Federal MHPAEA regulations provide that a plan cannot
impose a NorQuantitative Treatment Limitation (NQTL) on
mental health or substance use disorder (MH/SUD) benefits in
any classification unless tipeocesses, strategies, evidentiary
standards, or other factors used in applying the NQTL to
MH/SUD benefits are comparable to, and are applied no more
stringently than, those used in applying the NQTL to
medical/surgical benefits in the same classificatibbenefits

as written and in operation under the terms of the plan.

10
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Non-Quantitative Treatment Limitations (NQTLS) inclufte
the extent applicable under the ptan)

1 medical management standards limiting or excluding
benefits based on Medical Necessitynether the
treatment is experimental or investigative;

1 prescription drug formulary design;
1 network admission standards;

1 methods for determinintn-Network and @t-of-Network
provider reimbursement rates;

1 step therapy a/k/a fafirst requirements; and

1 exclusions and/or restrictions based on geographic location,
facility type or provider specialty.

A description of your planoés

processes applied to medical/surgical benefits and MH/SUD

benefits is available for review by Plan Admingbrs (e.g.

Employers) and covered persons:

Employers (Plan Administrators):

Please contact your Cigna Sales Representative to request
the NQTLcomparative analysis

Covered Persons:www.cigna.comsp

To determine which document applies to your plan cé¢hes
relevant health plan product; medical management model
(inpatient only or inpatient and outpatient) which can be
located in this booklet immediately followifighe Schedule;
and pharmacy coverage (whether or not your plan includes
pharmacy coverage).

HC-NOT113 12-22

Vi

Notice of Certain Mandatory Benefits

This notice is to advise you of certain coverage and/or benefits
provided by your contract with Cigna.

Notice of Coveragefor Acquired Brain Injury

Your health benefit plan coverage for an acqubeadn injury
includes the following services:

1 cognitive rehabilitation therapy;

1 cognitive communication therapy;

1 neurocognitive therapy and rehabilitation;
1

neurobehavioral, neurophysiological, neuropsychological
and psychophysiological testing and treatine
neurofeedback therapy and remediation;

| postacute transition services and community reintegration

services, including outpatient day treatment services or
other postacute care treatment services; and

—a

1 reasonable expenses related to periodic reevatuatithe
care of an individual covered under the plan who has
incurred an acquired brain injury, has been unresponsive to
treatment, and becomes responsive to treatment at a later
date, at which time the cognitive rehabilitation services
would be a coverebenefit.

The fact that an acquired brain injury does not result in
hospitalization or acute care treatment does not affect the right
of the insured or the enrollee to receive the preceding
treatments or services commensurate with their condition.
Postacue care treatment or services may be obtained in any
facility where such services may legally be provided,

including acute or posdcute rehabilitation hospitals and

assisted living facilities regulated under the Health and Safety
SNQel L met hodol ogies and

The following wordsand terms shall have the following
meanings:

Acquired brain injury-- A neurological insult to the brain,
which is not hereditary, congenital, or degenerative. The
injury to the brain has occurred after birth and results in a
change in neuronal activitwhich results in an impairment of
physical functioning, sensory processing, cognition, or
psychosocial behavior.

Cognitive communication therapy Services designed to
address modalities of comprehension and expression,
including understanding, readingriting, and verbal
expression of information.

Cognitive rehabilitation therapy Services designed to
address therapeutic cognitive activities, based on an
assessment and understanding of the individual's-brain
behavioral deficits.

Community reintegratioservices- Services that facilitate the
continuum of care as an affected individual transitions into the
community.

Enrollee-- A person covered by a health benefit plan.

Health benefit plar- As described in the Insurance Code
§1352.001 and §1352.002.

Issuer-- Those entities identified in the Insurance Code
81352.001.

Neurobehavioral testing An evaluation of the history of
neurological and psychiatric difficulty, current symptoms,
current mental status, and premorbid history, including the
identification of problematic behavior and the relationship
between behavior and the variables that control behavior. This
may include interviews of the individual, family, or others.

Neurobehavioral treatmentInterventions that focus on
behavior and the variadd that control behavior.

Neurocognitive rehabilitatior Services designed to assist
cognitively impaired individuals to compensate for deficits in

11
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cognitive functioning by rebuilding cognitive skills and/or
developing compensatory strategies and teclasq

Neurocognitive therapy Services designed to address
neurological deficits in informational processing and to
facilitate the development of higher level cognitive abilities.

Neurofeedback therapy Services that utilize operant
conditioning learnig procedure based on
electroencephalography (EEG) parameters, and which are
designed to result in improved mental performance and
behavior, and stabilized mood.

Neurophysiological testing An evaluation of the functions
of the nervous system.

Neurophysitogical treatment- Interventions that focus on
the functions of the nervous system.

Neuropsychological testing The administering of a
comprehensive battery of tests to evaluate neurocognitive,
behavioral, and emotional strengths and weaknesses and the
relationship to normal and abnormal central nervous system
functioning.

Neuropsychological treatmentinterventions designed to
improve or minimize deficits in behavioral and cognitive
processes.

Other similar coverage The medical/surgical benefits
provided under a health benefit plan. This term recognizes a
distinction between medical/surgical benefits, which
encompass benefits for physical illnesses or injuries, as
opposed to benefits for mental/behavioral health under a
health benefit plan.

Outpdient day treatment servicesStructured services
provided to address deficits in physiological, behavioral,
and/or cognitive functions. Such services may be delivered in
settings that include transitional residential, community
integration, or nofresicential treatment settings.

Postacute care treatment serviceServices provided after
acute care confinement and/or treatment that are based on an
assessment of the individual's physical, behavioral, or
cognitive functional deficits, which include adtenent goal of
achieving functional changes by reinforcing, strengthening, or
re-establishing previously learned patterns of behavior and/or
establishing new patterns of cognitive activity or
compensatory mechanisms.

Postacute transition servicesServices that facilitate the
continuum of care beyond the initial neurological insult
through rehabilitation and community reintegration.

Psychophysiological testing An evaluation of the
interrelationships between the nervous system and other
bodily organs ad behavior.

Psychophysiological treatmesntinterventions designed to
alleviate or decrease abnormal physiological responses of the
nervous system due to behavioral or emotional factors.

Remediation- The process(es) of restoring or improving a
specificfunction.

Services- The work of testing, treatment, and providing
therapies to an individual with an acquired brain injury.

Therapy-- The scheduled remedial treatment provided
through direct interaction with the individual to improve a
pathological codition resulting from an acquired brain injury.

Examinations for Detection of Cervical Cancer

Benefits are provided for each covered female age 18 and over
for an annual medically recognized diagnostic examination for
the early detection of cervical cancBenefits include at a
minimum a conventional Pap smear screening; or a screening
using liquidbased cytology methods, as approved by the
United States Food and Drug Administration, alone or in
combination with a test approved by the United States Food
ard Drug Administration for the detection of the human
papillomavirus.

If any person covered by this plan has questions concerning
the above, please call Cignaocatwrite us at the address on the
back of your ID card.

Coverage and/or Benefits For Reconstruéve Surgery
After Mastectomy i Enrollment

Coverage and/or benefits are provided to each covered person
for reconstructive surgery after mastectomy, including:

1 all stages of the reconstruction of the breast on which
mastectomy has been performed;

1 surgery ad reconstruction of the other breast to achieve a
symmetrical appearance; and

1 prostheses and treatment of physical complications,
including lymphedemas, at all stages of mastectomy.

The coverage and/or benefits must be provided in a manner
determined to & appropriate in consultation with the covered
person and the attending Physician.

Prohibitions:
We may not:

1 offer the covered person a financial incentive to forego
breast reconstruction or waive the coverage and/or benefits
shown above;

f condition, limttor deny any covered pe¢
continued eligibility to enroll in the plan or fail to renew this
plan solely to avoid providing the coverage and/or benefits
shown above;

1 reduce or limit the amount paid to the Physician or provider,
nor othervise penalize, or provide a financial incentive to
induce the Physician or provider to provide care to a
covered person in a manner inconsistent with the coverage
and/or benefits shown above.
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If any person covered by this plan has questions concerning
the @ove, please call Cigna at or write us at the address on the
back of your ID card.

Coverage and/or Benefits For Reconstructive Surgery
After Mastectomy i Annual

Your contract, as required
Cancer Rights Act of 1998, provisibenefits for mastectomy
related services including reconstruction and surgery to
achieve symmetry between the breasts, prostheses, and
complications resulting from a mastectomy (including
lymphedema).

If any person covered by this plan has questionsearoiroy
the above, please call Cigna at or write us at the address on the
back of your ID card.

Coverage for Mastectomy or Lymph Node Dissection

Minimum Inpatient Stay: If due to treatment of breast cancer,
any person covered by this plan has either a oiastey or a
lymph node dissection, this plan will provide coverage for

inpatient care for a minimum of
1 48 hours following a mastectomy, and
1 24 hours following a lymph node dissection.

The minimum number of inpatient hours is not required if the
covered peson receivinghe treatment and the attending
Physician determine that a shorter period of inpatient care is
appropriate.

Prohibitions:
We may not:

1 deny any covered person eligibility or continued eligibility
or fail to renew this plan solely to avoid prding the
minimum inpatient hours;

1 provide money payments or rebates to encourage any
covered person to accept less than the minimum inpatient
hours;

1 reduce or limit the amount paid to the attending Physician,
or otherwise penalize the Physician, becahedPhysician
required a covered person to receive the minimum inpatient
hours; or

1 provide financial or other incentives to the attending
Physician to encourage the Physician to provide care that is
less than the minimum hours.

If any person covered by ghplan has questions concerning
the above, please call Cigna at or write us at the address on the
back of your ID card.

Coverage for Examinations for Detection of Prostate
Cancer

Benefits are provided for each covered male for an annual
medically recognize diagnostic examination for the detection
of prostate cancer. Benefits include:

by 1 & physicaf esasnmatienifor tiécdetectiol of prdsdtata daricdr; a

and

1 a prostatespecific antigen test for each covered male who
is:

9 at least 50 years of age; or

1 at least 40 yearsf age with a family history of prostate
cancer or other prostate cancer risk factor.

If any person covered by this plan has questions concerning
the above, please call Cigna at or write us at the address on the
back of your ID card.

Coverage for Inpatient Stay Following Birth of a Child

For each person covered for maternity/childbirth benefits, we
will provide inpatient care for the mother and her newborn
child in a health care facility for a minimum of:

1 48 hours following an uncomplicated vaginal deliveagd

1 96 hours following an uncomplicated delivery by cesarean
section.

This benefit does not require a covered female who is eligible
for maternity/childbirth benefits to (a) give birth in a Hospital
or Other Health Care Facility or (b) remain in a Hcalpir

Other Health Care Facility for the minimum number of hours
following birth of the child.

If a covered mother or her newborn child is discharged before
the 48 or 96 hours has expired, we will provide coverage for
postdelivery care. Pogdelivery carancludes parent

education, assistance and training in bréastling and bottle
feeding and the performance of any necessary and appropriate
clinical tests. Care will be provided by a Physician, registered
nurse or other appropriate licensed health ceveiger, and

the mother will have the option of receiving the care at her
home, the health care provider's office or a health care facility.

Prohibitions:
We may not:

1 modify the terms of this coverage based on any covered
person requesting less than theaimium coverage required;

1 offer the mother financial incentives or other compensation
for waiver of the minimum number of hours required,;

1 refuse to accept a Physician's recommendation for a
specified period of inpatient care made in consultation with
the maher if the period recommended by the Physician
does not exceed guidelines for prenatal care developed by
nationally recognized professional associations of
obstetricians and gynecologists or pediatricians;
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1 reduce payments or reimbursements below the asuhl
customary rate; or

1 penalize a Physician for recommending inpatient care for
the mother and/or the newborn child.

If any person covered by this plan has questions concerning
the above, please call Cigna at or write us at the address on the
back of yourD card.

Coverage for Tests for Detection of Colorectal Cancer

Benefits are provided, for each person enrolled in the plan
who is 50 years of age or older and at normal risk for
developing colon cancer, for expenses incurred in conducting
a medically recgnized screening examination for the
detection of colorectal cancer. Benefits include the covered
person’s choice of;

1 afecal occult blood test performed annually and a flexible
sigmoidoscopy performed every five years, or

1 a colonoscopy performed every y€ars.

If any person covered by this plan has questions concerning
the above, please call Cigna at or write us at the address on the
back of your ID card.

HC-IMP313 01-22

How To File Your Claim

Thereds no pNemwerkoare.Justsfow yourl n
identification card and pay your share of the cost, if any; your
provider will submit a claim to Cigna for reimbursement.-Out
of-Network claims can be submitted by the provider if the
provider is able and willing to file on your behalf. If the
provider is nosubmitting on your behalf, you must send your
completed claim form and itemized bills to the claims address
listed on the claim form.

You may get the required claim forms from the website listed
on your identification card or by using the tbke numbepn
your identification card.

CLAIM REMINDERS

1 BE SURE TO USE YOUR MEMBER ID AND
ACCOUNT/GROUP NUMBER WHEN YOU FILE
Cl GNA6S CLAI M FORMS,
YOUR CIGNA CLAIM OFFICE.

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

YOUR ACCOWNT/GROUP NUMBER IS SHOWN ON
YOUR BENEFIT IDENTIFICATION CARD.

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

OR WHEN

Timely Filing of Out-of-Network Claims

Cigna will consider claims for coveraginder our plans when
proof of loss (a claim) is submitted within 180 days for-Out
of-Network benefits after services are rendered. If services are
rendered on consecutive days, such as for a Hospital
Confinement, the limit will be counted from the lasatel of
service. If claims are not submitted within 180 days for-Out
of-Network benefits, the claim will not be considered valid

and will be denied.

WARNING : Any person who knowingly and with intent to
defraud any insurance company or other person files an
application for insurance or statement of claim containing any
materially false information; or conceals for the purpose of
misleading, information concerning any material fact thereto,
commits a fraudulent insurance act.

HC-CLM25 01-11

Vil

Eligibility - Effective Date

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

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

1 you are in a Class of Eligible Employees; and

1 you are a eligible, fulltime Employee; and

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

If you were previously insured and your insurance ceased, you
must satisfy the Waiting Period to become insured again. If
your insuranceeased because you were no longer employed
in a Class of Eligible Employees, you are not required to
satisfy any waiting period if you again become a member of a
Class of Eligible Employees within one year after your
insurance ceased.
Eligibilit for Depen dent Insurance

0. AL |. .
You will become eligible for Dependent Insurance on the later
of:
1 the day you become eligible for yourself; or

1 the day you acquire your first Dependent.

Waiting Period
The first day of the month following 45 days from date of hire.
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Classesf Eligible Employees

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

Effective Date of Employee Insurance

You will become insured on the date you elect the insurance
by signing an approved payroll deduction or enrollment form,
as apgtable, but no earlier than the date you become eligible.

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

Late Entrant - Employee

You are a Late Entrant if:

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

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

Dependent Insurance

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

Effective Date of Dependent Insurance

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

Your Dependents will be insured only if you are insured.
Late Entrant i Dependent
You are a Late Entrant for Depeard Insurance if:

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

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

Exception for Newborns

Any Dependent child born while you are insured will become
insured on the date of his birth if you elect Dependent
Insurance no later than 31 days after his birth. If you do not
elect to insure your newborn child within such 31 days,
coverage for that child will end on the 31st day. No benefits
for expenses incurrdaeyond the 31st day will be payable.

HC-ELG274 01-19

Important Information About Your
Medical Plan

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

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

This medical plan does not require that you select a Primary
Care Physician or obtain a referral from a Primary Care
Physician in order to receive all benefits available to you
under this medical plan. Notwithstanding, a Primary Care
Physician may serve amportant role in meeting your health
care needs by providing orranging for medical care for you
and your DependentBor this reason, we encourage the use of
Primary Care Physicians and provide you with the opportunity
to select a Primary Care Physitifiom a list provided by

Cigna for yourself and your Dependents. If you choose to
select a Primary Care Physician, the Primary Care Physician
you select for yourself may be different from the Primary Care
Physician you select for each of your Dependents.

Changing Primary Care Physicians:

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

of the change request is completed.

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

HC-IMP212 01-18
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Open Access Plus Medical Benefits
The Schedule

For You and Your Dependents

Open Access Plus Medical Benefitovide coverage for care-ietwork and Oubf-Network. To receiv®Open Accss
Plus Medical Benefitsyouand your Dependentaay be required to pay a portion of the Covered Expenses for servi
and suppliesThat portion is the Copayment, Deductible or Coinsurance.

When you receive services from anNietwork Provider, remingiour provider to utilize IfNetwork Providers for xays,
lab tests and other services to ensure the cost may be considered -&ehedrk level.

If you are unable to locate an-Network Provider in your area who can provide you with a service qi\stimt is
covered under this plan, you must call the number on the back of your I.D. card to obtain authorizatiomfor Out
Network Provider coverage. If you obtain authorization for services provided by aof-Rletwork Provider, benefits fo
those sevices will be covered at the INetwork benefit level.

Coinsurance

The term Coinsurance means the percentage of Covered Expenses that an insured person is required to pay ung
in addition to the Deductible, if any.

Copayments/Deductibles

Copayments are amounts to be paid by you or your Dependent for covered services. Deductibles are Covered E
be paid by you or your Dependent before benefits are payable under this plan. Deductible amounts are separate
not reduced by Coganents. Copayments and Deductibles are in addition to any Coinsurance. Once the Deductibl
maximum in The Schedule has been reached, you and your family need not satisfy any further medical deductibl
rest of that year.

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

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

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

Out-of-Pocket Expenses are@@red Expenses incurred for charges that are not paid by the benefit plan. The folloy
Expenses contribute to the @GaftPocket Maximum, and when the GaftPocket Maximum shown in The Schedule is
reached, they are payable by the benefit plan at 100%:

1 Coinsurance.
1 Plan Deductible.

The following Outof-Pocket Expenses and charges do not contribute to thefacket Maximum, and they are not
payable by the benefit plan at 100% when the-@Rocket Maximum shown in The Schedule is reached:

1 Non-compliance penalties.
1 Any copayments and/or benefit deductibles.

1 Provider charges in excess of the Maximum Reimbursable Charge.

16 myCigna.com



(11
W,

¢ Cigna.

Open Access Plus Medical Benefits
The Schedule

Accumulation of Plan Out-of-Pocket Maximums

Out-of-Pocket Maximums do not cresscumulate (that is, tNetwork will accumulate to kiNetwork and Oubf-
Network will accumulate to Owdf-Network). All other plan maximums and serviggecific maximums (dollar and
occurrence) crosaccumulate between-4and Outof-Network unless otherwise noted.

Multiple Surgical Reduction

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

Assistant Surgeon and CeSurgeon Charges

Assistant Surgeon

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

Co-Surgeon

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

Out-of-Network Charges for Certain Services

Charges for services furnished by an-©filNetwork provider in an kNetwork facility while you are receiving in
Network services at that{Network facility: (i) are payable at the-Metwork costsharing level; and (ii) thellawable
amount used to determine the Plan's benefit payment is the amount agreed to byofhedubrk provider and Cigna,
or as required by applicable state or Federal law.

The member is responsible for applicableNetwork costsharing amounts (ardeductible, copay or coinsurance). The
member is not responsible for any charges that may be made in excess of the allowable amount-dfftNet@atk
provider bills you for an amount higher than the amount you owe as indicated on the Explanatioefits BeOB),
contact Cigna Customer Service at the phone number on your ID card.

Out-of-Network Emergency Services Charges

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

2. The allowable amount used to determine the Plan's benefit payment for covered Emergency Services rendere
Out-of-Network Hospital, or by an Owdf-Network provider in an kiNetwork Hospital, is the amount agreed to by tf
Out-of-Network provider and Cigna, or as required by applicable state or Federal law.

3. The all owable amount used t o de&-NewonkEmegentytServiced resut
in an inpatient admission is the median amount negotiatedmwitletwork facilities.

The member is responsible for applicableNletwork costsharing amounts (any deductible, copay or coinsurance). T
member is not responsible for any charges that may be made in excess of the allowable amount-dfftNet@atk
provider bills you for an amount higher than the amount you owe as indicated on the Explanation of Benefits (EO
contact Cigna Customer Service at the phone number on your ID card.

BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK

Lifetime Maximum Unlimited

17 myCigna.com



(11
W,

¢ Cigna.

BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK
The Percentage of Covered Expensey 100% 50%of the Maximum Reimbursable
the Plan Pays Charge

Maximum Reimbursable Charge

The Maximum Reimbursable Charge
for Out-of-Network services other than
those descrilikin The Schedule
sections Oubf-Network Charges for
Certain Services and Guof-Network
Emergency Services Charges is
determined based on the lesser of the
provider's normal charge for a similar
service or supply;

or the amount agreed to by the it Not Applicable 100%
Network provider and Cigna, or a
policyholderselected percentage of a
fee schedule Cigna has developed th
is based upon a methodology similar {
a methodology utilized by Medicare tg
determine the allowable reimburseme
for the same or similar serds within
the geographic market. In some casej
Medicare based schedule will not be
used and the Maximum Reimbursablg
Charge for covered services is
determined based on the lesser of:
fthe providerdés n
similar service or supply; or

1 the80th percentile of charges made
by providers of such service or
supply in the geographic area wher
it is received as compiled in a
database selected by Cigna. If
sufficient charge data is unavailablg
in the database for that geographic
area to determindné Maximum
Reimbursable Charge, then data in
the database for similar services mi
be used.

Note:

The provider may bill you for the

di fference bet wee
normal charge and the Maximum
Reimbursable Charge, in addition to
applicable copayment, deductibles
and/or coinsurance.
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Note:
Some providers forgive or waive the

plan requires you to pay. Waiver of
jeopadize your coverage under this

plan. For more details, see the
Exclusions Section.

[ ]
Cigna.
BENEFIT HIGHLIGHTS

st share obligation (e.g. your
ductible and/or coinsurance) that th

ur required cost share obligation ca

IN-NETWORK

OUT-OF-NETWORK

Calendar Year Deductible

Individual
Family Maximum

Family Maximum Calculation
Individua| Calculation:

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

Not Applicable
Not Applicable

$1,000 per person
$3,000 per family

Combined Out-of-Pocket Maximum
for Medical and Pharmacy expenses

Individual
Family Maximum

Family Maximum Calculation
Individual Calculation:

Family members meet only their
individual Outof-Pocket and then
their claims will be covered at 1009
if the family Outof-Pocket has been
met prior to their individual Ouof-
Pocket being met, their claims will
be paid at 100%.

$6,150 per person
$11,700 per family

$10,000 per person
$30,000 per family

Combined MedicalPharmacy Out-
of-Pocket Maximum

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

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

Yes

Yes

In-Network coverage only

In-Netwark coverage only
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BENEFIT HIGHLIGHTS

Servi
Phy

Physiciands

Primary Care
Visit
Specialty Care P
Visit

Consultant and Referral

Physiciands Ser

Note:

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

Specialist.
Surgery Perfor me
Office

Primary Care Physician

Specialty Care Physician

Second Opinion Consultations
(provided on a voluntary basis)

Pri mary Care Ph
Visit

Specialty Care
Visit

Allergy Treatment/Injections

Pri mary Care Ph
Visit

SpecialtyCa# Physi ci @
Visit

Allergy Serum (dispensed by the
Physician in the office)

Primary Care Physician

Specalty Care Physician

IN-NETWORK

$15 (Tier 1) or $20 (nofiier 1) per
visit copay, then 100%

$25(Tier 1) or $35 (nosTier 1) per
visit copay, then 100%

$15 (Tier 1) or $20 (nofiier 1) per
visit copay, tha 100%

$25 (Tier 1) or $35 (nofTier 1) per
visit copay, then 100%

$15 (Tier 1) or $20 (nofTier 1) per
visit copay, then 100%

$25 (Tier 1) or $35 (@n-Tier 1) per
visit copay, then 100%

100%

100%

100%

100%

OUT-OF-NETWORK

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Convenience Care Clinic
(includes any related lab andray

services and surgery)

$20 per visit copay, then 100%

Plan deductible, then 50% of the
Maximum Reinbursable Charge
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OF-NETWORK

Virtual Care
Dedicated Virtual Providers

Dedicated virtual care services may b
provided by MDLIVE, a Cigna
affiliate.

Services available through contracted
virtual providers as medically
appropriate.

Notes:

1 Primary Care costsre applies to
routine care. Virtual wellness
screenings are payable under
preventive care.

1 MDLIVE Behavioral Services,
please refer to the Mental Health an
Substance Use Disorder section
(below).

1 Lab services supporting a virtual
visit must be obtainethrough
dedicated labs.

MDLIVE Urgent Care Services $15 (nonTier 1) per visit copay, ther| In-Network coverage only
100%

MDLIVE Primary Care Services $20 per visit copay, then 100% In-Network coverage only

MDLIVE Specialty Care Services $35 pe visit copay, then 100% In-Network coverage only

Virtual Physician Services

Services available through Physiciang
as medically appropriate.

Note:

Physicians may deliver services
virtually that are payable under other
benefits (e.g., Preventive Care
Outpatient Therapy Services).

Primary Care Physician Virtual Office| $15 (Tier 1) or $20 (noifier 1) per Plan deductible, then 50% of the
Visit visit copay, then 100% Maximum Reimbursable Charge

Specialty Care Physician Virtual Offic¢ $25(Tier 1) or $35 (nosTier 1) per Plan deductible, then 50% of the
Visit visit copay, then 100% Maximum Reimbursable Charge
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-ORNETWORK
Preventive Care

Note:

Includes coverage of additional

services, such as urinalysis, EKG,

and other laboratory tests,

supplemerihg the standard

Preventive Care benefit.

Routine Preventive Carall ages
Primary Care Ph| 100% Plan deductible, then 50% of the
Visit Maximum Reimbursable Charge
Specialty Care 100% Plan deductiblgthen 50% of the
Visit Maximum Reimbursable Charge

Immunizationgfor children through | 100% 100%

age 5)

Immunizations (for ages 6 and oyer|
Primary Car e Ph| 100% Plan deductible, then 50% of the
Visit Maximum Reimbursable Charge
SpecialtyCar e Physi c| 100% Plan deductible, then 50% of the
Visit Maximum Reimbursable Charge

Mammograms, PSA, PAP Smear

Preventive Care Related Services | 100% Subj ect t eaybehdit&p

(i .e. fAroutineo lab benefit; baed on place of service

Diagnostic Related Services (i.e. Subj ect t gaybendit&p| Subj ect t aaybehdit&p

finegmutineo servi

lab benefit; based on place of servig

lab benefit; based on place of servig

Early Cancer Detection Colon/Rectal

Preventive Care Related Services
(i .e. Aroutinedo

Diagnostic Related Services (i.e.
Aingmutined servi

100%

100%

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

Subject to thelp a n-éag bemefit &
lab benefit; based on place of serviq

Inpatient Hospital i Facility Services

SemiPrivate Room and Board
Private Room

Special Care Units (ICU/CCU)

$300 per admission copay, then
100%

Limited to the semprivate room
negotiated rate

Limited to the semprivate room
negotiated rate

Limited to the negotiated rate

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Limited to the semprivate room rate
Limited to the semprivate room rate

Limited to the ICU/C@ daily room
rate
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BENEFIT HIGHLIGHTS

Outpatient Facility Services

Operating Room, Recovery Room,
Procedures Room, Trieaent Room
and Observation Room

Note:
Non-surgcal treatment procedures
are not subject to the facility copay.

IN-NETWORK

$200 per visit copay, then 100%

OUT-OF-NETWORK

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Inpatient Hospital Ph 'y sisci an
Visits/Consultations

100% (Tier 1) or 100% (netier 1)

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Inpatient Professional Services

Surgeon

Radiologist Pathologist
Anesthesiologist

100% (Tier 1) or 100% (nefmier 1)

100%

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Outpatient Professional Services

Surgeon

Radiologist Pathologist
Anesthesiologist

100% (Tier 1) or 100% (nefier 1)

100%

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Urgent Care Services

Urgent Care Facility or Outpatient
Facility

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

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

The scan copay applies per type of
scan per day

$50 per visit copay, then 100%

$50 per visit copay, then 100%

Plan deductible, then 5096 the
Maximum Reimbursable Charge

Plan deductiblethen 50% of the
Maximum Reimbursable Charge
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK
Emergency Services

Hospital Emergency Room $300per visit copay (waived if $300 per visit copay (waived if
Includes Outpatient Professional admlttEd), then 100% admltted), then 100%
Services, Xray and/or Lab services
performed at the Emergency Room
and billed by the facility as part of

the ER visit.
Advanced Radiological Imaging (i.e| $300 per visit copay (waived if Plan deductible, then 50% of the
MRIs, MRAs, CAT Scans, PET admitted), then 100% Maximum Reimbursable Charge

Scans etc.) billed by the facility as
part of the ER visit

The scan copay applies per ¢ypf
scan per day

Air Ambulance 100% 100%
Ambulance 100% 100%
Inpatient Services at Other Health 100% Plan deductible, then 50% of the
Care Facilities Maximum Reimbursable Charge

Includes SkilledNursing Facility,
Rehabilitation Hospital and Sub
Acute Facilities

Calendar Year Maximum:
100 days combined

Laboratory Services

Primary Care Phy| 100% Plan deductible, then 50% of the
Visit Maximum Reimbursable Charge
Specialty Care P 100% Plan deductible, then 50% of the
Visit Maximum Reimbursable Charge
Outpatient Hospital Facility $200per visitcopay then 100% Plan deductible, then086 of the
Maximum Reimbursable Charge
Independent Lab Facility 100% Plan deductible, then 50% of the

Maximum Reimbursable Charge

Radiology Services

Primary Care Phy| 100% Plan deductible, then 50% of the
Visit Maximum Reimbursable Ginge

Specialty Care P 100% Plan deductible, then 50% of the
Visit Maximum Reimbursable Charge
OutpatientHospitalFacility 100% Plan deductible, then 50% of the

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

BENEFIT HIGHLIGHTS

The scan copay applies per type of
scan per day

Pri mary Care Phy
Visit
Spe¢ alty Care Phy
Visit

Inpatient Facility

Outpatient Facility

IN-NETWORK

$15 (Tier 1) or $20 (nofiier 1) per
visit copay, then 100%

$25 (Tier 1) or $35 (nofTier 1) per
visit copay, then 100%

$300 per admission copay, then
100%

$200 per visit copay, then 100%

OUT-OF-NETWORK

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Outpatient Therapy Services

Calendar Year Maximum:
60 days for all therapies combined

(The limit is notapplicable to mental
health conditions.)

Includes:

Physical Therapy
Speech Therapy
Occupational Therapy
Pulmonary Rehab

Cognitive Therapy

Pri mary Care Phy
Visit

Specialty Care P

Visit

$20 (nonTier 1) per visit copay?,
then 100%

$20 (non-Tier 1) per visit copay?,
then 100%

*Note:

Outpatient Therapy Services copay
applies, regardless of gla of
service, including the home.

Plan deductible, then 5086 the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Autism/Developmental Disorders

Calendar Year Maximum:

Unlimited

Primary Care Phy
Visit

Specialty Care Physigiab s Of |

Visit

20 (CCN) or $20 (No+CCN) per
visit copay*, then 100%

$20 (NorCCN) per visit copay?*,
then 100%

Plan deductible, then 50

Plan deductible, then 50%

25

myCigna.com




(11
W,

¢ Cigna.

Outpatient Cardiac Rehabilitation

BENEFIT HIGHLIGHTS

Calendar Year Maximum:

IN-NETWORK

OUT-OF-NETWORK

100 days (includes outpatient privat
nursing when approved as Medicall
Necessary)

Dialysis visits in the home setting
will not accumulate to the Home
Health Care maximum

(The limit is not applicable to Mentq
Health and Substance Use Disorde
conditions.)

36 days

Primary Car e Phy|l $20 (nonTier 1) per visit copay, thery Plan deductile, then 50% of the

Visit 100% Maximum Reimbursable Charge

Specialty Car e P| $20(nonTier 1) per visit copay, ther; Plan deductible, then 50% of the

Visit 100% Maximum Reimbursable Charge
Chiropractic Care

Calendar Year Maximum:

10 days

Primary Care Phy| 100% Plan deductible, then 50% of the

Visit Maximum Reimbursable Charge

Specialty Care Pl 100% Plan deductible, then 50% of the

Visit Maximum Reimbursable Charge
Home Health Care Services

Calendaryear Maximum: 100% Plan deductible, then 50% of the

Maximum Reimbursable Charge

Hospice

Inpatient Services

Outpatient Serdes

(same coinsurance level as Home
Health Care Services)

$250 Per Calendarear
deductible, the®0%

$250 Per Calendarear
deductible, the®0%

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Bereavement Counseling

Services provided as part of Hospice
Care

Services provided by Mental Health
Professional

Inpatient

Outpatient

90%

90%

Covered under Mental Health benef

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Covered under Mental ¢hlth benefit
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Medical Pharmaceuticals

[ ]
Cigna.
BENEFIT HIGHLIGHTS

Physicianbs Of fi
Home Care

Inpatient Facility

Outpatient Facility

IN-NETWORK

100%

100%

100%

100%

OUT-OF-NETWORK

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductile, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Gene Therapy

Includes prior authorized gene therap
products and services directly related
their administrationwhen Medically
Necessary.

Gene therapy must be received at an
Network facility specifically contracted
with Cigna to provide the specific gen
therapy. Gene therapy at other In
Network facilities is not covered.

Gene Therapy Product

Inpatient Facility

Outpatient Facility
Inpatient Professional Services
Surgeon

Radiologist, Pathologist,
Anesthesiologist

Outpatient Professional Services
Surgeon

Radiologist, Pathologist,
Anesthesiologist
Travel Maximum:
$10,000 per episode of gene therap

Covered samesaMedical
Pharmaceuticals

$300 per admission copay, then
100%
$200 per visit copay, then 100%

100% (Tier 1) or 100% (nefier 1)
100%

100% (Tier 1) or 100% (nefier 1)
100%

100% (available only for travel wher
prior authorized to receive gene
therapy at a participating iNetwork
facility specifially contracted with
Cigna to provide the specific gene
therapy)

In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only
In-Network coverage only

In-Network coverage only
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BENEFIT HIGHLIGHTS

Maternity Care Services
Initial Visit to Confirm Pregnancy

Note:

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

Primary Care Ph
Visit

Specialty Care
Visit
All subsequent Prenatal Visits,
Postnatal Visits
Delivery Charges (i.e. global
maternity fee)
Physicianbs Of fi

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

Specialist
Pri mary Care Ph
Visit
Specialty Care

Visit

Delivery - Facility
(Inpatient Hospital, Birthing Center)

IN-NETWORK

$15 (Tier 1) or $20 (nofiier 1) per
visit copay, then 100%
$25 (Tier 1) or $35 (nofiier 1) per
visit copay, then 100%

100% (Tier 1) or 100% (nefmier 1)

$15 (Tier 1) or $20 (nofier 1) per
visit copay, then 100%

$25 (Tier 1) or $35 (noifier 1) per
visit copay, hen 100%

$300 per admission copay, then
100%

OUT-OF-NETWORK

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge
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BENEFIT HIGHLIGHTS

Abortion
Includes only norelective procedures

Primary Care Phy
Visit
Specialty Care P

Visit

Inpatient Facility

Outpatient Facility

Inpatient Professional Services
Surgeon
Radiologist, Patholgist,
Anesthesiologist

Outpatient Professional Services
Surgeon

Radiologist, Pdtologist,
Anesthesiologist

IN-NETWORK

$15 (Tier 1) or $20 (nofiier 1) per
visit copay, then 100%

$25 (Tier 1) @ $35 (nonTier 1) per
visit copay, then 100%

$300 per admission copay, then
100%

$200per visit copay, then 100%

100% (Tier 1) or 100% (nefmier 1)

100%

100% (Tier 1) or 100% (nefmier 1)

100%

OUT-OF-NETWORK

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OF-NETWORK

Womenés Family PI

Office Visits, Lab and Radiology
Tests and Counseling

Note:
Includes coverage for contraceptive
devices (e.g., BpoProvera and
Intrauterine Devices (IUDs)) as
ordered or prescribed by a physicial
Diaphragms also are covered when
services are provided in the
physicianés of fi
Primary Care Physician 100% Plan deductible, then 50% of the
Maximum Reimbursabl€harge

Specialty Care Physician 100% Plan deductible, then 50% of the
Maximum Reimbursable Charge

Surgical Sterilization Procedures fo
Tubal Ligation (excludes reversals)

Primary Car e Ph| 100% Plan deductible, then 50% the
Visit Maximum Reimbursable Charge
Specialty Care 100% Plan deductible, then 50% of the
Visit Maximum Reimbursable Charge
Inpatient Facility 100% Plan deductible, then 50% of the
Maximum Reimbursable Charge
Outpatient Facility 100% Plan deductible, then 50% of the

Maximum Reimbursable Charge

Inpatient Professional Services

Surgeon 100% Plan deductible, then 50% of the
Maximum Reimbursable Charge

Radiologist, Pathologist, 100% Plan deductible, then086 of the

Anesthesiologist Maximum Reimbursable Charge

Outpatient Professional Services

Surgeon 100% Plan deductible, then 50% of the
Maximum Reimbursable Charge

Radiologist, Pathologist, 100% Plan deductible, then 50% of the

Anesthesiologist Maximum Reimbursadk Charge
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Men o6 s

BENEFIT HIGHLIGHTS
Family Pl an

Office Visits, Lab and Radiology
Tests and Counseling

Primary Care Physician

Specialty Care Physician

Surgical Sterilization Procedures fo
Vasectomy (excludes reversals)

Pri
Visit

mar y Car dficePh

Specialty Care

Visit

Inpatient Facility

Outpatient Facility

Inpatient Professional Services
Surgeon

Radiologist, Pathologist,
Anesthesiologist

Outpatient Professional Services
Surgeon

Radiologist, Pathologist,
Anesthesiologist

IN-NETWORK

$15 (Tier 1) or $20 (nofTier 1) per
visit copay, then 100%

$25 (Tier 1) or $35 (noiiier 1) per
visit copay, then 100%

$15 (Tier 1) or $20 (nofiier 1) per
visit copay, then 100%

$25 (Tier 1) or $35 (nofTier 1) per
visit copay, then 100%

$300 per admission copay, then
100%

$200 per visit copay, then 100%

100% (Tier 1) or 100% (nefmier 1)

100%

100% (Tier 1) or 100 (noihier 1)

100%

OUT-OF-NETWORK

Plan deductible, then 50% of the
Maximum Reimbursable Chge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductiblethen 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge
Plan deductible, then 50% of the
Maximum Reimbursable Charge
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Infertility Services

IN-NETWORK

Coverage will be provided for the following services:

1 Testing and treatment services performed in connection with an underlying medical condition.
1 Testing performed specifically to determine the cafsefertility.

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

condition).
1 Artificial Insemination.

OUT-OF-NETWORK

Surgical Treatment: Limited to procedures for the correction of infertility (exslugeitro, GIFT, ZIFT, etc.)

Physicianbs Of fi
Radiology Tests, Counseling)

Primary Care Physician
Specialty Care Physician
Inpatient Facility

Outpatient Facility
Inpatient Professional Serviee
Surgeon

Radiologist, Pathologist,
Anesthesiologist

Outpatient Professional Services
Surgeon

Radiologist, Pathologist
Anesthesiologist

Artificial Insemination

Physicianbs Of fi
Radiology Tets, Counseling)

Primary Care Physician
Specialty Care Physician

Inpatient Facility

Outpatient Facility

Inpatient Professional Services
Surgeon

Radiologist, Pathologist,
Anesthemlogist

Outpatient Professional Services
Surgeon

Radiologist, Pathologist,
Anesthesiologist

$15 (CCN) or $20 (NoiCCN) per
visit copay, then 100%

$25 (CCN) or $3%§Non-CCN) per
visit copay, then 100%

$300 per admission copay, then
100%

$200 per visit copay, then 100%

Plan deductible, then 80% (CCN) o
80% (NonrCCN)

Plan deductible, then 80%

Plan deductible, the®0% (CCN) or
80% (NonCCN)

100%
Plan deductible, then 80%

$15 (CCN) or $20 (NoiCCN) per
visit copay, then 100%

$25 (CCN) or $35 (NoiCCN) per
visit copay, then 100%

Plan deductible, then 50%
Plan deductible, then 50%

Plan deductible, then 50%
Plan deductible, then 50%

Plan deductible, then 50%
Plan deductible, then 50%

In-Network coverage only
In-Network coverage only
In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only
In-Network coverage only

In-Network coverage only
In-Network coverage only

In-Network coverage only
In-Network coverage only

In-Network coverage only
In-Network coverage only

In-Network coverage only
In-Network coverage only
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BENEFIT HIGHLIGHTS
Transplant Services and Related
Specialty Care

experimental transplants

Visit

Inpatient Facility

Inpatient Professional Services
Surgeon

Radiologist, Pathologist,
Anesthesiologist

Lifetime Travel Maximum:
$10,000 petransplant

Includes all medically appropriate, no

Primary Care Phy
Visit
Specialty Care P

IN-NETWORK

$15 (Tier 1) or $20 (nofiier 1) per
visit copay, then 100%

$25 (Tier 1) or $35 (nofTier 1) per
visit copay, then 100%

$300 per admission copay, then
100%at LifeSOURCE center,

otherwise $300 per admission copal
then 100%

100% at LifeSOURCE center,
otherwise 100% (Tier 1) dr00%
(nonTier 1)

100% at LifeSOURCE center,
otherwise 100%

100% (only available when using
LifeSOURCE facility)

OUT-OF-NETWORK

Plan deductible, then 50% tife
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge up
to transplant maximum

Plan deductible, then 50% of the
Maximum Reimbursable

Plan deductible, then 50% of the
Maximum Reimbursable

In-Network coverage only

Acupuncture
Calendar Year Maximum:
10 days

100%

100%

Hearing Aids
Maximum:
2 devices per 36 months

Note: Includes testing and fitting of
hearing aid dedies.

80%

Plan deductible, then 80%

Durable Medical Equipment

Calendar Year Maximum:
Unlimited

100%

Plan deductible, then 50% of the
Maximum Reimbursable Charge
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK
Outpatient Dialysis Services

Primary Car e Phy| $20 (nonTier1l) per visit copay, ther] In-Network coverage only

Visit 100%

Specialty Car e P| $35(nonTier 1) per visit copay, therf In-Network coverage only
Visit 100%

Outpatient Facility Services $200 per visit copay, then 100% In-Network coveragenly

Outpatient Professional Services

Surgeon 100% (norTier 1) In-Network coverage only

Radiologist, Pathologist, 100% In-Network coverage only

Anesthesiologist

Home Setting 100% In-Network coverage only
Breast Feeding Equipment and 100% Plan deductible, then 50% of the
Supplies Maximum Reimbursable Charge

Note:

Includes the rental of one breast
pump per birth as ordered or
prescribed by a physician. Includes
related supplies.

External Prosthetic Appliances 100% Plan deductible, then 50% of the
Calendar Year Maximum: Maximum Reimbursable Charge
Unlimited
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Nutritional Counseling

BENEFIT HIGHLIGHTS

Calendaryear Maximum:

3 visits per person however, the 3
visit limit will not apply to treatment
of mental health and substance useg
disorder conditins.

Primary Care Phy
Visit
Specialty Care P
Visit

Inpatient Facility

Outpatient Facility

Inpatient Professional Services
Surgeon
Radiologist, Pathologist,
Anesthesiologist

Outpatient Professional Services
Surgeon

Radiologist, Pathologist,
Anesthesiologist

IN-NETWORK

$15 (Tier 1) or $20 (nofTier 1) per
visit copay, then 100%

$25 (Tier 1) or $35 (nofTier 1) per
visit copay, then 100%

$300 per admission copay, then
100%

$200 per visit copay, then 100%

100% (Tier 1) or 100% (nefmier 1)

100%

100% (Tier 1) or 100% (nefmier 1)

100%

OUT-OF-NETWORK

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge
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BENEFIT HIGHLIGHTS

Genetic Counseling

Calendar Year Maximum:

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

Pri mary Care Phy
Visit

Specialty Care P
Visit

Inpatient Facility

Outpatient Fadity

Inpatient Professional Services
Surgeon

Radiologis, Pathologist,
Anesthesiologist

Outpatient Professional Services
Surgeon

Radiologst, Pathologist,
Anesthesiologist

IN-NETWORK

$15 (Tier 1) or $20 (nofiier 1) per
visit copay, then 100%

$25(Tier 1) or $35 (nosTier 1) per
visit copay, then 100%

$300 per admission copay, then
100%

$200 per visit copay, then 100%

100% (Tier 1) or 100% (nefmier 1)

100%

100% (Tier 1) or 100% (nefier 1)

100%

OUT-OF-NETWORK

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge
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BENEFIT HIGHLIGHTS

Dental Care
Limited to charges made for a

continuous course of dental treatment
started within six months of an injury {

sound, natural teeth.

Primary Care Phy
Visit
Specialty Care P
Visit

Inpatient Facility

Outpatient Facility

Inpatient Professional Services
Surgeon
Radiologist, Pathologist,
Anesthesiologist

Outpatient Professional Services
Surgeon

Radiologist, Pathologist,
Anesthesiologist

IN-NETWORK

$15 (Tier 1) or $20 (nofTier 1) per
visit copay, then 100%

$25 (Tier 1) or $35 (nofTier 1) per
visit copay,then 100%

$300 per admission copay, then
100%

$200 per visit copay, then 100%

100% (Tier 1) or 100% (nefmier 1)

100%

100% (Tier 1) or 100% (nefmier 1)

100%

OUT-OF-NETWORK

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deéuctible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plandeductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge
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BENEFIT HIGHLIGHTS

Bariatric Surgery

Note:
Subject to any limitations shown in thg
AExcl usi ons, Expe
and Gener al Li mit
certificate.
Primary CarecéPhy
Visit

Specialty Care P

Visit

Inpatient Facility

Outpatient Facility
Inpatient Professional Services
Surgeon

Radiologist Pathologist,
Anesthesiologist

Outpatient Professional Services

Surgeon

Radiologist, Pathologist,
Anesthesiologist

IN-NETWORK

$15 (Tier 1) or $20 (nofTier 1) per
visit copay, then 100%

$25 (Tier 1) or $35 (nofiier 1) per
visit copay, then 100%

$300 peradmission copay, then
100%

$200 per visit copay, then 100%

100% (Tier 1) or 100% (nefmier 1)
100%

100% (Tier 1) or 100% (nefmier 1)
100%

OUT-OF-NETWORK

In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only
In-Network coverage only

In-Network coverage only
In-Network coverage only

Routine Foot Disorders

Not covered except for services
associated with foot care for diabetgq
peripheral neuropathies and
peripheral vascular disease when

Medically Necessary.

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

Treatment Resulting From Life Threatening Emergencies

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

Mental Health
Inpatient

Includes Acute Inpatient and
Residential Treatment

Calendar Year Maximum:
Unlimited

Outpatient

Outpatient Office Visits

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

Calendar Year Maximum:
Unlimited

Dedicated Virtual Providers
MDLIVE Behavioral Services

Outpatient All Other Services
Includes Partial Hospitalization,
Intensive Outpatient Seioes,
virtual care, etc.

Calendar Year Maximum:
Unlimited

IN-NETWORK

$300 per admission copay, then
100%

$25 per visit copay, then 100%

$25 per visit copay, then 100%

100%

OUT-OF-NETWORK

Plan deductible, then 50&§ the
Maximum Reimbursable Charge

Plan deductitd, then 50% of the
Maximum Reimbursable Charge

In-Network coverage only

Plan deductible, then 50% of the
Maximum Reimbursable Charge
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Cigna.

Substance Use Disorder
Inpatient

Includes Acute Inpatient
Detoxification, Acute Inpatient
Rehabilitation and Residential
Treatment

Calendar Year Maximum:
Unlimited

Outpatient

Outpatient Office Visits

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

Calendar Year Maximum:
Unlimited

Dedicated Virtual Providers
MDLIVE Behavioral Services

Outpatient All Other Services
Includes Partial Hospitalization,

Intensive Outpatient Services,
virtual care, etc.

Calendar Year Maximum:
Unlimited

IN-NETWORK

$300 per admission copay, then
100%

$25 per visit copay, then 100%

$25 per visit copay, then 100%

100%

OUT-OF-NETWORK

Plan deductible, then 50% of the
Maximum Reimbursable Charge

Plan deductible, then 50% of the
Maximum Reimbursable Charge

In-Network coverage only

Plan deductible, then 50% of the
Maximum Reimbursable Charge
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Open Acces®lus Medical Benefits

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

Pre-Admission Certification/Continued Stay Review for
Hospital Confinement

Pre Admission Certification (PAC) and Continued Stay
Review (CSR) refer to the procassed to certify the Medical
Necessity and length of a Hospital Confinement whenoyou
your Dependentequire treatment in a Hospital:

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

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

You or your Dependerghould request PAC prior to any ron
emergency treatment in a Hospital described above. In the
case of an emergency admission, you should contact the
Review Organization within 48 hours after the admission. For
an admission due to pregnancy, you should call the Review
Organization by the end of the third month of pregnancy. CSR
should be requested, prior to the end of the certified length of
stay, for continued Hospital Confinement.

Covered Expenses incurradll not include the first $750 of
Hospital chargemade for each separate admission to the
Hospital unless PAC is received: prior to the date of
admission; or in the case of an emergency admission, within
48 hours after the date of admission.

Covered Expenseascurred for which benefits would
otherwise be payable under this plan for the charges listed
belowwill not include:

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

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

PAC and CSR are performed through a utilization review
program by a Review @anization with which @nahas
contracted.

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

Outpatient Certification Requirements i Out-of-Network

Outpatient Certification refers to the process used to certify
the Medical Necessity of outpatient diagnostic testing and

outpatient procedures, including, but not limitedttmse

listed in this section when performed as an outpatient in a
FreeStanding Surgical Facility, Other Health Care Facility or
a Physician's office. You or your Dependent should call the
toll-free number on the back of your I.D. card to determine if
Outpatient Certification is required prior to any outpatient
diagnostic testing or outpatient procedures. Outpatient
Certification is performed through a utilization review
program by a Review Organization with which Cigna has
contracted. Outpatient Certifition should only be requested
for nonemergency procedures or services, and should be
requested by you or your Dependent at least four working
days (Monday through Friday) prior to having the procedure
performed or the service rendered.

Covered Expensascurredwill not include the first $75@or
charges made for amutpatient diagnostic testing or
outpatientprocedure performed unless Outpatient Certification
is received prior to the date the testing or procedure is
performed.

Covered Expenses incurredll not include expenses incurred
for charges made fautpatient diagnostic testing or outpatient
procedures for which Outpatient Certification was performed,
but, which was not certified as Medically Nesary.

In any case, those expenses incurredvaich payment is
excluded by the terms set forth above will not be considered as
expensesicurred for the purpose of any other part of this

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

Outpatient Diagnostic Testing and Outpatient Procedures
Including, but not limited to:

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

1 Home Health Care Services.
1 Medical Pharmaceuticals.
1 Radiation Therapy.

HC-PAC122 01-21

Prior Authorization/Pre -Authorized

The term Prior Authorization means thgproval that a
Participating Provider must receive from the Review
Organization, prior to services being rendered, in order for
certain services and benefits to be covered under this policy.

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

1 inpatient Hospital servicegxcept for 48/96 hour maternity
stays.
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1 inpatient services at any participating Other Health Care
Faclity.

residential treatment.

outpatient facility services.

partial hospitalization.

advanced radiological imaging.
non-emergency Mbulance
certain Medical Pharmaceuticals.
home health care services.
radiation therapy.

transplant services.

= =a =4 =4 4 -a -a -a A

HC-PRAS5 01-22

V1

Covered Expenses

The term Covered Expenses means expenses incurred by a
person while covered under this plam the charges listed
below for:

1 preventive care serviceand

1 services or supplies that are Medically Necessary for the
care and treatment of an Injury or Zi8iess, as determined
by Cigna.

As determined by Cigna, Covered Expenses may also include

all charges made by an entity that has directly or indirectly

contracted with Cigna to arrange, through contracts with
providers of services and/or supplies, for the provision of any
servicesand/or supplies listed belovny applicable

Copayments, Deductibles olimits are shown in The

Schedule.

Covered Expenses

1 charges for inpatient Room and Board and other Necessary
Services and Supplies made by a Hospital, subject to the
limits as shown in The Schedule.

1 charges for inpatient Room and Board and other Necessary
Services and Supplies made by an Other Health Care
Facility, including a Skilled Nursing Facility, a
Rehabilitation Hospital or a subacute facility as shown in
The Schedule.

1 charges for licensed Ambulance service to the nearest
Hospital where the needeckedical care and treatment can
be provided.

1 charges for outpatient medical care and treatment received
at a Hospital.

charges for outpatient medical care and treatment received
at a FreeStanding Surgical Facility.

charges for Emergency Services.
charges foUrgent Care.

charges by a Physician or a Psychologist for professional
services.

charges by a Nurse for professional nursing service.

charges for anesthetics, including, but not limited to
supplies and their administration.

charges for diagnosticnay.

charges for advanced radiological imaging, including for
example CT Scans, MRI, MRA and PET scans and
laboratory examinations;pay, radiation therapy and
radium and radioactive isotope treatment and other
therapeutic radiological procedures.

charges fochemotherapy.
charges for blood transfusions.
charges for oxygen and other gases and their administration.

charges for Medically Necessary foot care for diabetes,
peripheral neuropathies, and peripheral vascular disease.

charges for screening prostagedfic antigen (PSA)
testing.

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

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

charges for abortion when a Physician certifies in writing
that the pregnancy would endanger the life of the mother, or
when the expenses are incurred to treat medical
complications due to abortion.

charges for the following prevéwe care services as
defined by recommendations from the following:

1 the U.S. Preventive Services Task Force (A and B
recommendations);

1 the Advisory Committee on Immunization Practices
(ACIP) for immunizations;

fthe American Academty of Ped
Schedule of the Bright Futures Recommendations for
Pediatric Preventive Health Care;

fthe Uniform Panel of the Se.

on Heritable Disorders in Newborns and Children; and
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1 with respect to women, evidenagormed preventive
care ad screening guidelines supported by the Health
Resources and Services Administration.

Detailed information is available at www.healthcare.gov.
For additional information on immunizations, visit the
immunization schedule section of www.cdc.gov.

charges fomedical diagnostic services to determine the
cause of erectile dysfunction. Penile implants are covered
for an established medical condition that clearly is the cause
of erectile dysfunction, such as postoperative prostatectomy
and diabetes. Penile implardre not covered as treatment

of psychogenic erectile dysfunction.

charges for surgical and nsargical treatment of
Temporomandibular Joint Dysfunction (TMJ).

1 charges for acupuncture.

charges for hearing aids and associated exam for device
testing andifting, including but not limited to semi
implantable hearing devices, audiant bone conductors and
Bone Anchored Hearing Aids (BAHAS). A hearing aid is
any device that amplifies sound.

Medically Necessary orthognathic surgery to repair or
correct a severfacial deformity or disfigurement.

charges made for an acquired brain injury including:
cognitive rehabilitation therapy; cognitive communication
therapy; neurocognitive therapy and rehabilitation;
neurobehavioral, neurophysiological, neuropsychological
and psychophysiological testing and treatment;
neurofeedback therapy and remediation; fa@site

transition services and community reintegration services,
including outpatient day treatment services or other-post
acute care treatment services; and reaseratpenses
related to periodic revaluation of the care of an individual
covered under the plan who has incurred an acquired brain
injury, has been unresponsive to treatment, and becomes
responsive to treatment at a later date, at which time the
cognitiverehabilitation services would be a covered benefit.

charges made for an annual screening by all forms of low
dose mammography for the presence of occult breast cancer
for women 35 years of age and older. Coverage will also be
provided for a diagnostic manogram. Diagnostic imaging
means an imaging examination using mammography,
ultrasound imaging, or magnetic resonance imaging that is
designed to evaluate: a) a subjective or objective
abnormality detected by a Physician in a breast; b) an
abnormality seeby a Physician or patient on a screening
mammogram; ¢) an abnormality previously identified by a
Physician as probably benign in a breast for which follow
up imaging is recommended by a Physician; or d) an
individual with a personal history of breast cancedense
breast tissue. Low dose mammography means-thg x
examination of the breast using equipment dedicated

specifically for mammography, including array tube,

filter, compression device, and screens with an average
radiation exposure delivery t#ss than on rad mikdreast

and with two views for each breast, digital imaging or breast
tomosynthesis. Breast tomosynthesis means a radiologic
mammography procedure that involves the acquisition of
projection images over a stationary breast to produxssc
sectional digital thre€imensional images of the breast

from which applicable breast cancer screening diagnoses
may be determined.

charges for a minimum of 48 hours of inpatient care
following a mastectomy and a minimum 24 hours following
a lymph noe dissection for the treatment of breast cancer.
A shorter period of inpatient care may be deemed
acceptable if the insured consults with the Physician and
both agree it is appropriate.

charges for or in connection with a medically recognized
screening exa for the detection of colorectal cancer for
each insured who is at least 45 years of age and at normal
risk for developing colon cancer. Coverage will include: all
colorectal cancer examinations, preventive services, and
laboratory tests assignedeithegrade A or B by the U.S.
Preventive Services Task Force for averdgk individuals,
including services that may be assigned a grade of A or B in
the future; and an initial a colonoscopy or other medical test
or procedure for colorectal cancer screening a followup
colonoscopy if the results of the initial colonoscopy, test, or
procedure are abnormal.

charges made for or in connection with annual diagnostic
examinations for the detection of prostate cancer, regardless
of Medical Necessity; and a prostspecific antigen (PSA)

test for a man who is at least 50 years of age and
asymptomatic or at least 40 years of age with a family
history of prostate cancer, or another prostate risk factor.

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

charges for administration of newborn screening tests,
including for the cost of a newborn screening test kit as
dictated by the Department of State Health Services.

charges for ldspital Confinement of a mother and her
newborn child for 48 hours following an uncomplicated
vaginal delivery, or for 96 hours following an
uncomplicated cesarean delivery. After consulting with her
attending Physician the mother may request an earlier
discharge if it is determined that less time is needed for
recovery. If Medical Necessity requires the mother and/or
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newborn to remain confined for longer than 48 hours, the 1 These benefits may not be subject to a greater Deductible,
additional confinement will be covered. If the mother is Copayment, or Coinsurance than for the same seuvider
discharged prior to the 4& 96 hours described above, a this plan provided through a fateface consultation. Such
postpartum home care visit will be covered. Postpartum coverage will not include charges for a Telemedicine
home care services include parent education; assistance and medical service or a Telehealth service provided by an
training in breast feeding and bottle feeding; and the audiconly telephone consultation, a textly email
performance of any necessary and appropriate clirésts.t message or a facsimile tmission.

1 charges for complications of pregnancy. 1 The term Telemedicine medical service is defined as a

1 charges for a drug that has been prescribed for the treatment health care service delivered by a Phy§|C|an I|c¢nsed in
of a covered chronic, disabling or lifareatening Sickness, Texas, or provided by a health professional acting under
provided that drug is Food and Drug Administraction Phys!c!an|superVI8|on, and_actlrrg within the scope of the
approved for at least one indiaatiand is recognized for Physician's or heditprofessional’s license to a patient at a
treatment in one of the standard reference compendia (The different physical location than the Physician using
United States Pharmacopoeia Drug Information, The telecommunications or information technology.
American Medical Association Drug Evaluations, or the 1 The term Telehealth service is defined as a health service,
American Hospital Formulary Service Drug Information) or other than a telemedicine medical service, delivesed b
supported bwrticles in accepted, pesgviewed medical health professional licensed, certified, or otherwise entitled
literature. Coverage will also be provided for any medical to practice in Texas and acting within the scope of the
services necessary to administer the drug. license, certification, or entitlement to a patient at a different

1 charges for immunizations for children from birth through physical location than the health professional using
age 5. These immunizations will include: diphthaeri telecommunictons or information technology.
Haemophilus influenzae type bB; hepatitis B; measles; 1 charges for diagnostic and surgical treatment for conditions
mumps; pertussis; polio; rubella; tetanus; varicella (chicken effecting temporomandibular joint and craniomandibular
pox); rotavirus; and any other children's immunizations disorders which are a result of: an accident; trauma; a
required by the State Board of Health. A Deductible, congenital defect; a developmental defect; or aglagy.

Copayment, or Coinsurancerist required for
immunizations.

1 charges made for reconstructive surgery of craniofacial
abnormalities for a child who is younger than 18 years of T
age to improve the function of, or to attempt to create a
normal appearance for an abnormal structure camged
congenital defects, developmental deformities, trauma,

Hearing Aids and Cochlear Implants for Children

Coverage will be provided for Medically Necessary hearing
aids and cochlear implants for children 18 years and
younger so long as they are Medically Necessary. Such
coverage shall include:

tumors, infection or disease. 1 fitting and dispensing services and the provision of ear

1 charges for a screening test for hearing loss from birth m_g'o_'s as necessary to maintain optimal fit of the hearing
through the date the child is 30 days old, and necessary aas;
diagnostic followup care related to the screening fesm 1 treatment related to hearing aids/cochlear implants,
birth through the date the child is 24 months old without including coverage for habilitation and rehabilitation; and
application of a deductible. 1 external speech processor amhtroller with necessary

1 charges for a medically acceptable bone mass measurement replacements every three years (for cochlear implants).
to detect low bone mass and to determine your risk of Coverage for hearing aids will be limited to one hearing aid
osteoporosis and fractures associated with ostesfsor in each ear every three years. Coverage for cochlear

1 charges for the necessary care and treatment of loss or implants will be limited to one cochlear implant in each ear
impairment of speech. with internal replacement (medically or audiologically

necessary).

1 charges made by a hearing aid fitter or dispenser, Physician,
or audiologist for an audiometric exam and for a hearing aid
evaluation test. Coverage also includes one hganid, of
an approved functional design

1 charges for a service provided through Telemedicine or
Telehealth are covered.

..i.n a ersonds | ifeti me.
Diabetes P

1 The following benefits will apply to insulin and namsulin
dependent diabetics as well as covered individuals who
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have elevated blood sugar levels due to pregnancy or other
medical conditions:

1 Diabetes Equipment and Supplies:

1 blood glucose monitors, including those designed to be used
by the legally blind;

test strips specified for use with a corresponding glucose
monitor;

1 lancets and lancet devices;

visual reading strips andine testing strips and tablets
which test for glucose, ketones and protein;

1 insulin and insulin analog preparations;

injection aids, including devices used to assist with insulin
injection and needleless systems;

1 insulin syringes;
1 biohazard disposal coriteers;

insulin pumps, both external and implantable, and
associated appurtenances which include insulin infusion
devices, batteries, skin preparation items, adhesive supplies,
infusion sets, insulin cartridges, durable and disposable
devices to assist iln¢ injection of insulin, and other

required disposable supplies;

repairs and necessary maintenance of insulin pumps (not
otherwise provided under warranty) and rental fees for
pumps during the repair and maintenance. This shall not
exceed the purchase geiof a similar replacement pump;

prescription and neprescription medications for
controlling blood sugar level;

podiatric appliances, including up to two pair of therapeutic
footwear per year, for the prevention of complications
associated with diabetpand

1 glucagon emergency Kkits.

1 If determined as medically necessary by a treating
physician, new or improved treatment and monitoring
equipment or supplies (approved by the FDA) shall be
covered.

The training program for diabetes salhnagement shalkb
recognized by the American Diabetes Association and shall
be performed by a certified diabetes educator (CDE), a
multidisciplinary team coordinated by a CDE (e.g., a
dietician, nurse educator, pharmacist, social worker), or a
licensed healthcare professal (e.g., physician, physician
assistant, registered nurse, registered dietician, pharmacist)
determined by his or her licensing board to have recent
experience in diabetes clinical and educational issues. All
individuals providing training must be ciigd, licensed or
registered to provide appropriate health care services in
Texas.

1
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Selfmanagement training shall include the development of
an individual plan, created in collaboration with the
member, that addresses:

nutrition and weight evaluation;

medcations;

an exercise regimen;

glucose and lipid control;

high risk behaviors;

frequency of hypoglycemia and hyperglycemia;
compliance with applicable aspects of sedfe;
follow-up on referrals;

psychological adjustment;

general knowledge of diabetes;
sdf-management skills; and

referral for a funduscopic eye exam.

This training shall be provided/covered upon the initial
diagnosis of diabetes or, the written order of the
practitioner/physician when a change in symptoms or
conditions warrant a change ireteelfmanagement regime
or, the written order of a practitioner/physician that periodic
or episodic continuing education is needed.

Clinical Trials

Charges made for routine patient care costs in connection
with a phase I, phase Il, phase Il or phasellNical trial if

the clinical trial is conducted in relation to the prevention,
detection or treatment of a life threatening disease or
condition and is approved by: the Centers for Disease
Control and Prevention of the United States Department of
Health aad Human Services; the National Institutes of
Health; the United States Food and Drug Administration;
the United States Department of Defense; the United States
Department of Veterans Affairs; or an institutional review
board of an institution in this seathat has an agreement
with the Office for Human Research Protections of the
United States Department of Health and Human Services.

Routine patient care costs means the costs of any Medically
Necessary health care service for which benefits are
provided under a health benefit plan, without regard to
whether the enrollee is participating in a clinical trial.
Routine patient care costs do not include: the cost of an
investigational new drug or device that is not approved for
any indication by the United Stst Food and Drug
Administration, including a drug or device that is the
subject of the clinical trial; the cost of a service that is not a
health care service, regardless of whether the service is
required in connection with participation in a clinicahlyi

the cost of a service that is clearly inconsistent with widely
accepted and established standards of care for a particular
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diagnosis; a cost associated with managing a clinical trial; the absorptive surface functional length, and motility of the

or the cost of a health care service that is specifically gastrointestinal tracts, phenylketonuria (PKU) or an

excluded fom coverage under a health benefit plan. inheritable diseas
Virtual Care Internal Prosthetic/Medical Appliances
Dedicated Virtual Providers Charges for internal prosthetic/medical appliances that provide
Includes charges for the delivery of réiahe medical and perm.anent or temporary internal functpnal supports for non .
healthrelated services, consultations and remote monitoring functional body parts are covered. Medically Necessary repair,
by dedicated virtual providers as medically apprdpria maintenance or replacemefta covered appliance is also
through audio, video and secure interbased technologies. covered.
Includes charges for the delivery of mental health and
substance use disordeslated services, consultations, and HC-COV1122 01-23
remote monitoring by dedicated virtual providers as ViM
appropriate through audiwideo and secure interneased Home Health Care Services

technologies. Charges for skilled care provided by certain health care

Virtual Physician Services providers during a visit to the home, when the home is
Includes charges for the delivery of réiahe medical and determined to be a medically appropriate settingtfer t
healthrelated services, consultations and remote monitoring services. A visit is defined as a period of 2 hours or less.

as medically appropriate through audio, video and secure Home Health Care Services are subject to a maximum of 16
internetbased technologies that are similar to office visit hours in total per day.

services provided in a fade-face setting. Home Health Care Services are covered when skilled care is
Includes charges for the delivery of réiahe mental health required under any of the following conditions:

and substance use disorder consultations and services, via 1 therequired skilled care cannot be obtained in an outpatient
secure telecommunications techrgiés that shall include facility.

video capabnlty, teleph_one and mt_ernet, when such . 1 confinement in a Hospital or Other Health Care Facility is
consultations and services are delivered by a behavioral

. o ) . . ! X not required.
provider and are similar to office visit services provided in a . )
faceto-face setting. fthe patientds home is determ

medically appropriate placto receive specific services.
Covered services include:

Convenience Care Clinic

Convenience @re Clinics provide for common ailments and

routine services, including but not limited to, strep throat, ear 1 skilled nursing services provided by a Registered Nurse
infections or pink eye, immunizations and flu shots. (RN), Licensed Practical Nurse (LPN), Licensed Vocational
Nurse (LVN) and an Advanced Practice Registered Nurse
(APRN).

1 services provided by health care providers such asigdly

Nutritional Counseling

Charges for nutritional counseling when diet is a part of the
medlcalman.a_gement of a medical or behavioral condition. therapist, occupational therapist and speech therapist,
Enteral Nutr!t!on ) ) 1 services of a home health aide when provided in direct
Enteral Nutrition neans medical foods that are specially support of those nurses and health care providers.

formulated for enteral feedings or oral consumption. : . . .
) i ) 1 necessary consumable medical supplies and home infusion
Coverage includes medically approved formulas prescribed by therapy administered or used &yealth care provider.

a_Phy3|C|an for tratment of |nb0_rn errors of me_tak_)ollsm_ (e.g., Note: Physical, occupational, and other Outpatient Therapy
disorders of amino &t or organic acid metabolisnmcluding Services provided in the home are covered under the

Medically Nepessary amino aqld base_d .elem.ental formulas Outpatient Therapy Services benefit shown in The Schedule.
and the services associated with administration of the formulas

when prescribed by the tremgj Physician, regardless of the The following are excluded from coverage:

formula delivery method, that are used for the diagnosis and 1 services providedyba person who is a member of the
treatment of: immunoglobulin E and non immunoglobulin E patientos family, even when
mediated allergies to multiple food proteins; severe food provider.

protein induced enterocolitis syndrome; eosinbphi
disorders, as evidenced by the results of a biopsy; and
impaired absorption of nutrients caused by disorders affecting

1 services provided by a person who normally resides in the
patientdés house, even when t
provider.
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1 nonskilled care, Custodial Séces, and assistance in the
activities of daily living, including but not limited to eating,
bathing, dressing or other services; sfe activities;
homemaker services; and services primarily for rest,
domiciliary or convalescent care.

Home Health Car8ervices, for a patient who is dependent
upon others for noskilled care and/or Custodial Services, is
provided only when there is a family member or caregiver
present in the home at the time of the health care visit to
provide the nosskilled care andfoCustodial Services.

HC-COV1123 01-22
Hospice Care Services

Charges for services for a person diagnosed with advanced
illness having a life expectancy of twelve or fewer months.
Services provided by a Hospice Care Program are available to
those who haw ceased treatment and to those continuing to
receive curative treatment and therapies.

Hospice Care Programs rendered by Hospice Facilities or
Hospitals include services:

1 by a Hospice Facility for Room and Board and Services and
Supplies;

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

1 by a Physician for professional services;

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

1 for pain relief treatment, including drugs, mediaraand
medical supplies;

Hospice Care Programs rendered by Other Health Care
Facilities or in the Home include services:

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

1 for parttime or intermittent srvices of an Other Hdth
Professional;

1 physical, occupational and speech therapy;
1 medical supplies;

1 drugs and medicines lawfully dispensed only on the ewritt
prescription of a Physician;

1 laboratory services;

but only to the extent such charges would have been
payable underhie policy if the person had remained or been
Confined in a Hospital or Hospice Facility.

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

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

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

9 services or supplies not listed in the Hospice Care Program;

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

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

HC-COV1180 01-22

Mental Health and SubstancdJse DisorderServices

Mental Health Servicesare services that are requiredrteat

a disorder that impairs the behavior, emotional reaction or
thought processes. In determining benefits payable, charges
made for the treatment of any physiological conditions related
to Mental Health will not be considered to be charges made
for treament of Mental Health.

SubstanceUse Disorderis defined as the psychological or
physical dependence on alcohol or other maftdring drugs

that requires diagnosis, care, and treatment. In determining
benefits payable, charges made for the treatmentyof a
physiological conditions related to rehabilitation services for
alcohol or drug abuse or addiction will not be considered to be
charges made for treatment of Substddse Disorder.

Inpatient Mental Health Services

Services that are provided by a Hoapwhile you or your
Dependent is Confined in a Hospital for the treatment and
evaluation of Mental Health. Inpatient Mental Health Services
include Mental Health Residential Treatment Services.

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

Mental Health Residential Treatment Center means an
institution which specializes in theeatment of psychological

and social disturbances that are the result of Mental Health
conditions; provides a subacute, structured, psychotherapeutic
treatment program, under the supervision of Physicians;
provides 24hour care, in which a person livesan open

setting; and is licensed in accordance with the laws of the
appropriate legally authorized agency as a residential
treatment center.
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A person is considered confined in a Mental Health
Residential Treatment Center when she/he is a registered bed
patent in a Mental Health Residential Treatment Center upon
the recommendation of a Physician.

Outpatient Mental Health Services

Services of Providers who are qualified to treat Mental Health
when treatment is provided on an outpatient basis, whbile

or your Dependent isat Confined in a Hospital, and is
provided in an individual, group or Mental HeaRhrtial
Hospitalization ointensive Outpatient Therapy Program.
Covered services include, but are not limited to, outpatient
treatment of conditions su@s: anxiety or depression which
interfere with daily functioning; emotional adjustment or
concerns related to chronic conditions, such as psychosis or
depression; emotional reactions associated with marital
problems or divorce; child/adolescent problemsaiduct or
poor impulse control; affective disorders; suicidal or
homicidal threats or acts; eating disorders; or acute
exacerbation of chronic Mental Health conditions (crisis
intervention and relapse prevention) and outpatient testing and
assessment.

Mental Health Partial Hospitalization Services are rendered
not less than 4 hours and not more than 12 hours in any 24
hour period by a certified/licensed Mental Health program in
accordance with the laws of the appropriate legally authorized
agency.

A Mentd Health Intensive Outpatient Therapy Program
consists of distinct levels or phases of treatment that are
provided by a certified/licensed Mental Health progiam
accordance with the laws of the appropriate, legally authorized
agency Intensive Outpatientherapy Programs provide a
combination of individual, family and/or group therapy in a
day, totaling nine or more hours in a week

Inpatient SubstanceUse DisorderRehabilitation Services

Services provided for rehabilitation, whiyjeu or your
Dependenis Confined in a Hospital, when required for the

diagnosis and treatment of abuse or addiction to alcohol and/or

drugs. Inpatient Substantkse DisordeServices include
Residential Treatment services.

SubstanceUseDisorder Residential Treatment Services
areservices provided by a Hospital for the evaluation and
treatment of the psychological and social functional
disturbances that are a result of subacute Substisee
Disorderconditions.

SubstanceUse DisorderResidential Treatment Center

means an indtition which specializes in the treatment of
psychological and social disturbances that are the result of
SubstancéJse Disorderprovides a subacute, structured,
psychotherapeutic treatment program, under the supervision of
Physicians; provides 2dour cae, in which a person lives in

an open setting; and is licensed in accordance with the laws of

the appropriate legally authorized agency as a residential
treatment center.

A person is considered confined in a Substasee Disorder
Residential Treatment @ter when she/he is a registered bed
patient in a Substandg¢se DisordeResidential Treatment
Center upon the recommendation of a Physician.

Outpatient Substance Use Disorder Rehabilitation Services

Services provided for the diagnosis and treatment of
Substance Use Disorder addiction to alcohol and/or drugs,
while you or your Dependent igot Confined in a Hospital,
including outpatient rehabilitation in an individual, or a
Substancé&Jse DisordePartial Hospitalization olntensive
Outpatient Therapyrgram.

Substance Use Disorder Partial Hospitalization Services are
rendered no less than 4 hours and not more than 12 hours in
any 24hour period by a certified/licensed Substance Use
Disorder program in accordance with the laws of the
appropriate legallauthorized agency.

A SubstancéJse Disordetntensive Outpatient Therapy
Program consists of distinct levels or phases of treatment that
are provided by a certified/licensed Substadse Disorder
programin accordance with the laws of the appropriatalkyg
authorized agencyntensive Outpatient Therapy Programs
provide a combination of individual, family and/or group
therapy in a day, totaling nine, or more hours in a week.

SubstanceUse DisorderDetoxification Services

Detoxification and related meditancillary services are

provided when required for the diagnosis and treatment of
addiction to alcohol and/or drugSignawill decide, based on

the Medical Necessity of each situation, whether such services
will be provided in an inpatient or outpaties#tting.

Exclusions

The following are specifically excluded from Mental Health
and Substancdgse DisordeServices:

1 treatment of disorders which have been diagnosed as
organic mental disorders associated with permanent
dysfunction of the brain.

1 developmetal disorders, including but not limited to,
developmental reading disorders, developmental arithmetic
disorders, developmental language disorders or
developmental articulation disorders.

counseling for activities of an educational nature.
counseling for brderline intellectual functioning.
counseling for occupational problems.
counseling related to consciousness raising.
vocational or religious counseling.

1.Q. testing.

= =4 =4 -4 -8 -4
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custodial care, including but not limited to geriatric day
care.

psychological testingn children requested by or for a
school system.

occupational/recreational therapy programs even if
combined with supportive therapy for agdated cognitive
decline.

HC-COVv481 12-15

Durable Medical Equipment

1

charges made for purchase or rental of Digrdedical
Equipment that is ordered or prescribed by a Physician and
provided by a vendor approved big@afor use outside a
Hospital or Other Health Care Facility. Coverage for repair,
replacement or duplicate equipment is provided only when
required de to anatomical change and/or reasonable wear
and tear. All maintenance and repairs that result from a

1 Other Equipment: centrifuges, needleless injectors, heat
lamps, heating padstyounits, cryotherapy machines,
ultraviolet cabinets, that emit Ultraviolet A (UVA) rays
sheepskin pads and boots, postural drainage board, AC/DC
adaptors, scales (baby and adult), stair gliders, elevators,
saunas, cervical and lumbar traction devicgsrase
equipment and diathermy machines.

HC-COV1124 02-21

External Prosthetic Appliances and Devices

1 chargesnade or ordered by a Physician for: the initial
purchase and fitting of external prosthetic appliances and
devices available only by prescriptiovhich are necessary
for the alleviation or correction of Injurgickness or
congenital defect.

External prosthetic apjpinces and devicésclude
prostheses/pgihetic appliances and devicesthoses and

persondsemithespeasonds r es p odBofigApvicgs;braces; and splints.

Durable Medical Equipment is defined as items which are
designed for and able to withstand repeatecbysmore than

one person; customarily serve a medical purpose; generally
are not useful in the absence of Injury or Sickness; are
appropriate for use in the home; and are not disposable. Such
equipment includes, but is not limited to, crutches, hospital
beds, ventilators insulin pumps angvheel chairs.

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

1

Bed Related Items:bed trays, over the bed tables, bed
wedges, pillows, custom bedroom equipmemattresses,
including nonpower mattresses, custom mattresses and
posturepedic mattresses.

Bath Related Items:bath lifts, nonportable whirlpools,
bathtub rails, toilet rails, raised toilet seats, bath benches,
bath stools, hand held showers, paraffithbabath mats,
and spas.

Fixtures to Real Property: ceiling lifts and wheelchair
ramps.

1 Car/Van Modifications.
1 Air Quality Items: room humidifiers, vaporizers arair

purifiers.

Prosthese/Prosthetic Appliances and Devices

Prostheses/prosthetic appliances and devices are defined as
fabricated replacements for missing body parts.
Prostheses/prosthetic appliances and devices include, but are
not limited to:

1 limb prostheses;

1 terminal deicessuch as hands or hooks;
1 speech prostheses; and

q facial prostheses.

Orthoses and Orthotic Devices

Orthoses and orthotic devices are defined as orthopedic
appliances or apparatuses used to support, align, prevent or
correct deformities. Coverage is provided ¢ustom foot
orthoses and other orthoses as follows:

1 Non-foot orthose$ only the following norfoot orthoses
are covered:

1 rigid and semtrigid custom fabricated orthoses;
1 semirigid prefabricated and flexible orthoses; and

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

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

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

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

49

myCigna.com



§:2Cigna®

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

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

The following are specifically excluded orthoses and orthotic
devices:

1 prefabricated foot orthoses;

1 cranial banding and/or cranial orthoses. Other similar
devices are edluded except when used postoperatively for
synostotic plagiocephaly. When used for this indication, the
cranial orthosis will be subject to the limitations and
maximums of the External Prosthetic Appliances and
Devices benefit;

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

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

1 nonfoot orthoses primarily for improved athletic
performance or sports participation.

Braces

A Brace is defined as an orthosis or orthopedic appliance that
supports or holds in correct position any movable part of the
body and that allows for motion of that part.

The following braces are specifically excluded: Copes
scoliosis braces.

Splints

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

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

1 replacement due to regular wear. Replagerfer damage
due to abuse or misuse by the person will not be covered.

1 replacement required because anatomic change has rendered

the external prosthetic appliance or device ineffective.
Anatomic change includes significant weight gain or loss,
atrophy antbr growth.

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

Coverage for replacement is limited as follows:

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

1 no more than once every 12 months for persongeagés of
age and under.

The following are specifically excluded external prosthetic
appliances and devices:

1 external and internal power enhancemént&xternal
prostheticdevicesor

T microprocessor controlled prostheses and orthoses; and
1 myoelectric pragtheses and orthoses

HC-COV1125 01-22

V1

Infertility Services

1 chargegnade for services related to diagnosis of infertility
and treatment of infertility once a condition of infertility has
been diagnosed. Services include, but are not limited to:
approved surgeries and other therapeutic procedures that
have been demonstrated in existing pesiewed,
evidencebased, scientific literature to have a reasonable
likelihood of resulting in pregnancy; laboratory tests; sperm
washing or preparation; artifidiamsemination;and
diagnostic evaluations.

Infertility is defined as:

1 the inability of oppositesex partners to achieve
conception after at least one year of unprotected
intercourse;

1 the inability of oppositesex partners to achieve
conception after six onths of unprotected intercourse,
when the female partner trying to conceive is age 35 or
older;

1 the inability of a woman, with or without an oppossiex
partner, to achieve conception after at least six trials of
medically supervised artificial insemiia over a one
year period; and

1 the inability of a woman, with or without an oppossex
partner, to achieve conception after at least three trials of
medically supervised artificial insemination over a six
month period of time, when the female partnginyy to
conceive is age 35 or older.

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

However, the following are specifically excluded infertility
services:

1 Infertility drugs;

1 In vitro fertilization (IVF); gamete intrafadipian transfer
(GIFT); zygote intrafallopian transfer (ZIFT) and variations
of these procedures;

1 Reversal of male and female voluntary sterilization;
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1 Infertility services when the infertility is caused by or
related to voluntary sterilization;

1 Donor charge and services;
1 Cryopreservation of donor sperm and eggs; and

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

HC-COV733 01-19

Outpatient Therapy Services
Charges for the following therapy services:

Cognitive Therapy, Occupational Therapy, Osteopathic
Manipulation, Physical Therapy, Pulmonary
Rehabilitation, Speech Therapy

1 Charges for therapy services are covered when provided as
part of a program of treatment.

Cardiac Rehabilitation

1 Charges for Phase Il cardiac rehahtiitn provided on an
outpatient basis following diagnosis of a qualifying cardiac
condition when Medically Necessary. Phase Il is a Hospital
based outpatient program following an inpatient Hospital
discharge. The Phase Il program must be Physician directed
with active treatment and EKG monitoring.

Phase Il and Phase IV cardiac rehabilitation is not covered.
Phase Il follows Phase Il and is generally conducted at a
recreational facility primar
achieved through Phasesndall. Phase IV is an

advancement of Phase Il which includes more active
participation and weight training.

Chiropractic Care Services

1 Charges for diagnostic and treatment services utilized in an
office setting by chiropractic Physicians. Chiropractic
treatment includes the conservative management of acute
neuromusculoskeletal conditions through manipulation and
ancillary physiological treatment rendered to specific joints
to restore motion, reduce pain, and improve function. For
these services you haveetit access to qualified
chiropractic Physicians.

Coverage is provided when Medically Necessary in the most
medically appropriate setting to:

fRestore function (called Adar
1 To restore function that has been impaired or lost.

1 To reduce pain as result of Sickness, Injury, or loss of a
body part.

e

1 Improve, adapt or attain function (sometimes called
Ahabilitativeo):
1 To improve, adapt or attain function that has been
impaired or was never achieved as a result of congenital
abnormality (birth defegt

1 To improve, adapt or attain function that has been
impaired or was never achieved because of mental health
and substance use disorder conditions. Includes
conditions such as autism and intellectual disability, or
mental health and substance use disocdaditions that
result in a developmental delay.

Coverage is provided as part of a program of treatment when
the following criteria are met:

TThe individual 6s condi
improving in response to therapy, and maximum
improvement is yet to be attained.

1 There is an expectation that the anticipated improvement is
attainable in a reasonable and generally predictable period
of time.

1 The therapy is provided by, or under the direct supervision
of, a licensed health care professiloaeting within the
scope of the license.

1 The therapy is Medically Necessary and medically
appropriate for the diagnosed condition.

Coverage for occupational therapy is provided only for
purposes of enabling individuals to perfothe activities of

flaflyjiving gfter grinjury r JICkESSt he patient b's
Therapy services that are not covered include:

1 sensory integration therapy

1 treatment of dyslexia.

1 maintenance or preventive treatment provided to prevent
recurrence ortomairitan t he pati ent 6s

1 charges foChiropractic Care not provided in an office
setting.

1 vitamin therapy.
Coverage is administered according to the following:

1 Multiple therapy services provided on the same day
constitute one day of service for each therapy type.

1 A separate Copayment apdito the services provided by
each provider for each therapy type per day.
habilitativeod):

tion h

cu

HC-COV982 01-21

Breast Reconstruction and Breast Prostheses

1 charges made for reconstructive surgery following a
mastectomy; benefits include: surgical services for
reconstructiorof the breast on which surgery was
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performed; surgical services for reconstruction of the non
diseased breast to produce symmetrical appearance;
postoperative breast prostheses; and mastectomy bras and
prosthetics, limited to the lowest cost alternativailable

that meets prosthetic placement needs. During all stages of
mastectomy, treatment of physical complications, including
lymphedema therapy, are covered.

Reconstructive Surgery

1 charges made for reconstructive surgery or therapy to repair
or correct asevere physical deformity or disfigurement
which is accompanied by functional deficit; (other than
abnormalities of the jaw or conditions related to TMJ
disorder) provided that: the surgery or therapy restores or
improves function; reconstruction is rerpd as a result of
Medically Necessary, neoosmetic surgery; or the surgery
or therapy is performed prior to age 19 and is required as a
result of the congenital absence or agenesis (lack of
formation or development) of a body part. Repeat or
subsequentusgeries for the same condition are covered
only when there is the probability of significarmiditional
improvement as determined by the utilization review
Physician.

HC-COV631 1217

Transplant Servicesand Related Specialty Care

Chargesmade for humaorgan and tissugansplant services
which include solid organ and bone marrow/stem cell
procedures at designated facilities throughout the United
States or its territoried.his coverage is subject to the
following conditions and limitations.

Transplanter vi ces include the
and Hospital services; inpatient immunosuppressive
medications; and costs for organ or bone marrow/stem cell
procurement. Transplant services are covered only if they are
required to perform any of the folving human to human

organ or tissue transplants: allogeneic bone marrow/stem cell,
autologous bone marrow/stem cell, cornea, heart, heart/lung,
kidney, kidney/pancreas, liver, lung, pancreas or intestine
which includes small bowdiver or multi-visceral.

Implantation procedures are also covered for artificial heart,
percutaneous ventricular assist device (PVAD), extracorporeal
membrane oxygenation (ECMO) ventricular assist device
(VAD) and intraaortic balloon pump (IABP) are also covered.

1 All transplantservices and related specialty care services,
other than cornea transplants, are covered when received at
Cigna LifeSOURCE Transplant Network® facilities.

1 Transplant services and related specialty care services
received at Participating Provider facilitiggecifically
contracted with Cigna for those transplant services and

reci

related specialty care services, other than Cigna
LifeSOURCE Transplant Network® facilities, are payable
at the InNetwork level.

1 Transplant services and related specialty care services
received at any other facility, including n®articipating
Provider facilities and Participating Provider facilities not
specifically contracted with Cigna for transplant services
and related specialty care services, are covered at the Out
of-Network levé.

1 Cornea transplants received at a facility that is specifically
contracted with Cigna for this type of transplant are payable
at the InNetwork level.

Coverage for organ procurement costs are limited to costs
directly related to the procurement of anamgfrom a cadaver

or a live donor. Organ procurement costs shall consist of
hospitalization and surgery necessary for removal of an organ
and transportation of a live donor (refer to Transplant and
Related Specialty Care Trdwervices) Compatibility testing
undertaken prior to procurement is covered if Medically
Necessary. Costs related to the search for, and identification of
a bone marrow or stem cell donor for an allogeneic transplant
are also covered.

Advanced cellular therapy, including but not iied to,

immune effector cell therapies and Chimeric Antigen Receptor
Therapy (CART) cellular therapy, is covered when performed
at a Cigna LifeSOURCE Transplant Network® facility with

an approved stem cell transplant program. Advanced cellular
therapy reeived at Participating Provider facilities

specifically contracted with Cigna for advanced cellular
therapy, other than Cigna LifeSOURCE Transplant Network®
facilities, are payable at the-Metwork level. Advanced

cellular therapy received at any othacifity, including non
Bartigippting Rroviges faciliteaand Pargcipatigg; Peowder
facilities not specifically contracted with Cigna for advanced
cellular therapy, covered at the @GaftNetwork level.

Transplant and Related Specialty Care Travel Services

Charges made for netaxable travel expenses incurred by you
in connection with a preapproved organ/tissue transplant are
covered subject to the following conditions and limitations:

1 Transplant and related specialty care travel benefits are not
availablefor cornea transplants.

1 Benefits for transportation and lodging are available to the
recipient of a preapproved organ/tissue transplant and/or
related specialty care from a designated Cigna
LifeSOURCE Transplant Network® facility.

1 The term recipient is digfed to include a person receiving
authorized transplant related services during any of the
following: evaluation, candidacy, transplant event, orpost
transplant care.
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1 Travel expenses for the person receiving the transplant will
include charges for: trapertation to and from the
designated Cigna LifeSOURCE Transplant Network®
facility (including charges for a rental car used during a
period of care at the designated Cigna LifeSOURCE
Transplant Network® facility); and lodging while at, or
traveling to androm, the designated Cigna LifeSOURCE
Transplant Network® facility.

1 In addition to your coverage for the charges associated with
the items above, such charges will also be considered
covered travel expenses for one companion to accompany
you. The term conmgmion includes your spouse, a member
of your family, your legal guardian, or any person not
related to you, but actively involved as your caregiver who
is at least 18 years of age.

1 The following are specifically excluded travel expenses: any
expenses that reimbursed would be taxable income, travel
costs incurred due to travel within 60 miles of your home;
food and meals; laundry bills; telephone bills; alcohol or
tobacco products; and charges for transportation that exceed
coach class rates.

These bends for Transplant Services and Related Specialty
Care, and for Transplant and Related Specialty Care Travel
Services are only available when the covered person is the
recipient of an organ/tissue transplant. Travel expenses for the
designated live donoof a covered recipient are covered
subject to the same conditions and limitations noted above.
Charges for the expenses of a donor companion are not
covered. No transplant and related specialty care services or
travel benefits are available when the codgrerson is the
donor for an organ/tissue
plan would cover all donor costs.

HC-COV1126 01-22

Medical Pharmaceuticals

The plan covers charges made for Medical Pharmaceuticals
that are administered in an Inpatientisgt, Outpatient
setting, P h gr !1ia covesed gesson's fiome. ¢ e

Benefits under this section are provided only for Medical
Pharmaceuticals which, due to their characteristics (as
determined by Cigna), are required to be administered, or the
administration of which must be directly supervised, by a
qualified Physiciaror Other Health Professiondenefits
payable under this section include Medical Pharmaceuticals
whose administration may initially, or typically, require
Physicianor Other HealttProfessionabversight but may be
selfadministered under certain conditions specified in the
productdés FDA |l abeling.

t r a ROLligifed &y an increagedn the cogtpfa Mpdicy ¢

Certain Medical Pharmaceuticals are subject to prior
authorization requirements or other coverage conditions.
Additionally, certain Medial Pharmaceuticals are subject to
step therapy requirements. This means that in order to receive
benefits for such Medical Pharmaceuticals, you are required to
try a different Medical Pharmaceutical and/or Prescription
Drug Product first.

Utilization managment requirements or other coverage
conditionsare based oa number of factorayhich may
includeclinical and economic factors. Clinical factors may
include, but are not | imited
evaluations of the place in therapy, relative sedetrelative
efficacy of Medical Pharmaceuticals as well as whether
certain supply limits or othertilization management
requirements should apply. Economic factors may include, but
are not | imited to, the Medic
including, but notimited to, assessments on the cost
effectiveness of the Medical Pharmaceuticals and available
rebates. Regardless of its eligibility for coverage under your
plan, whether a particular Prescriptibnug Product is
appropriate for you or any of your Depemdsis a

determination that is made by yor your Dependengind

the prescribing Physician.

The coverage criteria for a Medical Pharmaceutical may
change periodically for various reasons. For example, a
Medical Pharmaceutical may be removed from thekataa

new Medical Pharmaceutical in the same therapeutic class as a
Medical Pharmaceutical may become available, or other
market events may occur. Market events that may affect the
coverage status of a Medical Pharmaceutical include, but are

! recip
Pharmaceutical.

HC-COV1168 01-22

Gene Therapy

Charges for gentherapy products and services directly
related to their administration are covered when Medically
Necessary. Gene therapy is a category of pharmaakutic
products approved by the U.S. Food and Drug Administration
(FDA) to treat or cure a disease by:

1 replacing a diseasgausing gene with a healthy copy of the
gene.

 inactivating a diseaseausing gene that may not be
functioning properly.

1 introducing a nevor modified gene into the body to help
treat a disease.

Each gene therapy product is specific to a particular disease
and is administered in a specialized manner. Cigna determines
which products are in the category of gene therapy, based in
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part on the nare of the treatment and how it is distributed
and administered.

Coverage includes the cost of the gene therapy product;
medical, surgical, and facility services directly related to
administration of the gene therapy product; and professional
services.

Gene therapy products and their administration are covered
when prior authorized to be received alNatwork facilities
specifically contracted with Cigna for the specific gene
therapy service. Gene therapy products and their
administration received at othfacilities are not covered.

Gene Therapy Travel Services

Charges made for netaxable travel expenses incurred by you
in connection with a prior authorized gene therapy procedure
are covered subject to the following conditions and
limitations.

Benefits br transportation and lodging are available to you
only when you are the recipient of a prior authorized gene
therapy; and when the gene therapy products and services
directly related to their administration are received at a
participating InNetwork facilty specifically contracted with
Cigna for the specific gene therapy service. The term recipient
is defined to include a person receiving prior authorized gene
therapy related services during any of the following:
evaluation, candidacy, event, or post care

Travel expenses for the person receiving the gene therapy
include charges for: transportation to and from the gene
therapy site (including charges for a rental car used during a
period of care at the facility); and lodging while at, or
traveling to andrbm, the site.

In addition to your coverage for the charges associated with
the items above, such charges will also be considered covered
travel expenses for one companion to accompany you. The
term companion includes your spouse, a member of your
family, your legal guardian, or any person not related to you,
but actively involved as your caregiver who is at least 18 years
of age.

The following are specifically excluded travel expenses: any
expenses that if reimbursed would be taxable income, travel
costs hcurred due to travel within 60 miles of your home;
food and meals; laundry bills; telephone bills; alcohol or
tobacco products; and charges for transportation that exceed
coach class rates.

HC-COV873 01-20
Clinical Trials

This plan covers routine patiecare costs and services related
to an approved clinical trial for a qualified individual. The

individual must be eligible to participate according to the trial
protocol anckither of the following conditionsnust be met:

1 the referring health care profémsal is a participating
health care provider and
participation in such trial would be appropriate; or

1 the individual provides medical and scientific information
establ i shing gphracipatianimehe ilicad i v i
trial would be appropriate.

In addition to qualifying as an individual, the clinical trial
must also meet certain criteria in order for patient castsco
and services to be covered.

The clinical trial must be a phase |, phase I, phase lll, or
pha IV clinical trial conducted in relation to the prevention,
detection, or treatment of cancer or otheriifeeatening
disease or condition that meeisy of the following criteria:

1 itis afederally funded trial. The study or investigation is
approved ofunded (which may include funding through in
kind contributions) by one or more of the following:

1 National Institutes of Health (NIH).

1 Centers for Disease Control and Prevention (CDC).

1 Agency for Health Care Research and Quality (AHRQ).
1 Centers for Mediare and Medicaid Services (CMS).

1 a cooperative group or center of any of the entities
described above or the Department of Defense (DOD) or
the Department of Veterans Affairs (VA).

1 a qualified norgovernmental research entity identified in
NIH guidelines br center support grants.

1 any of the following: Department of Energy, Department
of Defense, Department of Veterans Affairdydfth of
the following conditions are met:

1 the study or investigation has been reviewed and
approved through a system of peeriegwcomparable
to the system of peer review of studies and
investigations used by the National Institutes of Health
(NIH); and

1 the study or investigation assures unbiased review of
the highest scientific standards by qualified individuals
who have no intest in the outcome of the review.

has

1 the study or investigation is conducted under an
investigational new drug application reviewed by the U.S.
Food and Drug Administration (FDA).

1 the study or investigation is a drug trial that is exempt
from having such amiestigational new drug application.
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The plan does not cover any of the following services
associated with a clinical trial:

1 services that are not considered routine patient care costs
and services, including the following:

1 the investigational drug, devicitem, or service that is
provided solely to satisfy datallection and analysis
needs.

1 an item or service that is not used in the direct clinica
management of the individual.

1 a service that is clearly inconsistent with widely accepted
and establishedandards of care for a particular
diagnosis.

1 an item or service provided by the research sponsors free of
charge for any person enrolled in the trial.

1 travel and transportation expenses, unless otherwise covered
under the plan, including but not limitedttee following:

1 fees for personal vehicle, rental car, taxi, medical van,
ambulance, commercial airline, train.

1 mileage reimbursement for driving a personal vehicle.
1 lodging.
1 meals.

1 routine patient costs obtained aftnetwork when Oubf-
Network benefitglo not exist under the plan.

Examples of routine patienaiee costs and services include:
radiological services.

laboratory services.

intravenous therapy.

anesthesia services.

Physician services.

office services.

Hospital services.

Room and Board, and miieal supplies that typically would
be covered under the plan for an individual who is no
enrolled in a clinical trial.

Clinical trials conducted by Owgf-Network providers will be
covered only when the following conditions are met:

= =4 =4 4 -4 -a -a A

1 In-Network providersare not participating in the clinical
trial; or

1the c¢clinical trial is conducted outside the individual 6s
of residence.

HC-COV1128 01-22
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Prescription Drug Benefits
The Schedule

For You and Your Deperdents

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

You and your Dependents will pay 100% of the cost of any Prescription Drug Product excluded from coverage un
plan. The amount you and your Dependent pays for any excludedipiesddrug Product to the dispensing Pharmacy
will not count towards your Deductible, if any, or @ftPocket Maximum.

Coinsurance

The term Coinsurance means the percentage of the Prescription Drug Charge for a covered Prescription DrugtPr]
you or your Dependent are required to pay under this plan in addition to the Deductible, if any.

NETWORK NON-NETWORK
BENEFIT HIGHLIGHTS PHARMACY PHARMACY
Lifetime Maximum Refer to the Medical Benefits Refer to the Medical Benefits
Schedule Schedile
Out-of-Pocket Maximum
Individual Refer to the Medical Benefits Refer to the Medical Benefits
Schedule Schedule
Family Refer to the Medical Benefits Refer to the Medical Benefits
Schedule Schedule

Maintenance Drug Products

Maintenance Drugroducts may be filled in an amount up to a consecutive 90 day supply per Prescription Order ¢
at a retail Network Pharmacy or home delivery Network Pharmacy.

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

Prescription Drug Products at The amount you pay for up to a The amount you pay for up to a
Retail Pharmacies consecutive 3e&day supply at a consecutive 3e&day supply at a non
Network Pharmacy Network Pharmacy
Tier 1
Generic Drugs on the Prescription 25%, subject to a minimum &5 and | In-network coverage only
Drug List a maximum of $50, then the Plan pa
100%
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BENEFIT HIGHLIGHTS

Tier 2

Brand Drugs designated as
preferred on the Prescription Drug
List

NETWORK

PHARMACY

30%, subject to a minimum of $25
and a maximum of $150, then the
Plan pays 100%

NON-NETWORK
PHARMACY

In-network caverage only

Tier 3

Brand Drugs designated as ron
preferred on the Prescription Drug
List

35%, subject to a minimum of $50
and a maximum of $250, then the
Plan pays 100%

In-network coverage only

Tier 4

Self-Administered Injectable
SpecialtyPrescription Drug
Products

30%, subject to a minimum of $75
and a maximum of $350, then the
Plan pays 100%

In-network coverage only

Prescription Drug Products at
Retail Pharmacies

The amount you pay for up to a
consecutive 9&day supply at a
Network Pharmacy

The amount you pay for up to a
consecutive 9&day supply at a non
Network Pharmacy

Specialty Prescription Drug Products

are limited to up to a consecutiday38upply per Prescription Order or Refill.

Tier 1

Generic Drugs on ther@scription
Drug List

25%, subject to a minimum of $10
and a maximum of $100, then the
Plan pays 100%

In-network coverage only

Tier 2

Brand Drugs designated as
preferred on the Prescription Drug
List

30%, subject to a minimum of $50
and a mximum of $300, then the
Plan pays 100%

In-network coverage only

Tier 3

Brand Drugs designated as ron
preferred on the Prescription Drug
List

35%, subject to a minimum of $100
and a maximum of $500, then the
Plan pays 100%

In-network coveragerdy

Tier 4

Self-Administered Injectable
Specialty Prescription Drug
Products

Specialty Prescription Drug Productg
are limited to up to a consecutive 30
day supply per Prescription Order or
Refill.

In-network coverage only
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BENEFIT HIGHLIGHTS

Prescription Drug Products at
Home Delivery Pharmacies

NETWORK

PHARMACY

The amount you pay for up to a
consecutive 9eday supply at a
Network Pharmacy

NON-NETWORK
PHARMACY

The amount you pay for up to a
consecutive 9eday supply at a non
Network Pharmacy

Specialty Prescription Drug Products are limited toap tonsecutive 3@ay supply per Prescription Order or Refill ar

are subject to the same Copayment

or Coinsurance that applies to retail Pharmacies.

Tier 1

Generic Drugs on the Prescription
Drug List

25%, subject to a minimum of $10
and a maximunof $100, then the
Plan pays 100%

In-network coverage only

Tier 2

Brand Drugs designated as
preferred on the Prescription Drug
List

30%, subject to a minimum of $50
and a maximum of $300, then the
Plan pays 100%

In-network coverage only

Tier 3

Brand Drugs designated as Ron
preferred on the Prescription Drug
List

35%, subject to a minimum of $100
and a maximum of $500, then the
Plan pays 100%

In-network coverage only

Tier 4

Self-Administered Injectable
Specialty Prescription Drug
Praducts

Specialty Prescription Drug Productg
are limited to up to a consecutive 30
day supply per Prescription Order or
Refill.

In-network coverage only
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Prescription Drug Benefits

Covered Expenses

Your plan provides benefits for Prescription DRigpducts on

the Prescription Drug List that are dispensed by a Pharmacy.
Details regarding your plands
purposes of the Prescription Drug Benefit include Medically
Necessary Prescription Drug Products ordered by a Physician,
Limitations, and Exclusions are provided below and/or are
shown in The Schedule.

If you or any one of your Dependents, while insured for
Prescription Drug Benefits, incurs expenses for charges made
by a Pharmacy for Medically Necessary Prescription Drug
Products ordered by a Physician, your plan provides coverage
for those expenses as shown in The Schedule. Your benefits
may vary depending on which of the Prescription Drug List
tiers the Prescription Drug Product is listed, or the Pharmacy
that provides té Prescription Drug Product.

Coverage under your pl alsd s
includes Medically Necessary Prescription Drug Products
dispensed pursuant to a Prescription Order or Refill issued to
you or your Dependents by a licensed dentistHer

prevention of infection or pain in conjunction with a dental
procedure.

When you or a Dependent are issued a Prescription Order or
Refill for Medically Necessary Prescription Drug Products as
part of the rendering of Emergency Services and Cigha
deternines that it cannot reasonably be filled by a Network
Pharmacy, the prescription will be covered pursuant to the, as
applicable, Copayment or Coinsurance for the Prescription
Drug Product when dispensed by a Network Pharmacy.

Cigna shall offer to each ediee at the therturrent benefit

l evel and until the enroll eebd
Prescription Drug Product that was approved or covered under
the plan for a medical condition or mental illness, regardless

of whether the Prescription Drug Product hasribremoved

from the Prescription Drug List. Cigha may, however, move a
Prescription Drug Product to a lower casiare tier at any

time during the plan year.

Prescription Drug List Management

Your plands Prescription Drug
Prescription Drug Products that are Generic Drugs, Brand
Drugs or Specialty Prescription Drug Products. Determination

of inclusion of a Prescription Drug Product to a certain

coverage tier on the Prescription Drug List and utilization
management requiremisror other coverage conditioase

based ora number of factorg/hich may includeclinical and
economic factors. Clinical factors may include, but are not
l'imited to, the

Pr

P&T Committeebds

therapy, relative safety or relativefieacy of the Prescription
Drug Product, as well as whether certain supply limits or other
utilization management requirements should apply. Economic
factors may include, but are not limited to, the Prescription
Drug Product's acquisition cost includingitimot limited to,
assessments on the cost effectiveness of the Prescription Drug
Pr&ocv amd awailabl& nelatesn Regasdless oflits etighpilityf far r
coverage under the plan, whether a particular Prescription
Drug Product is appropriate for you or any of your
Dependents is a determination that is made by you or your
Dependent and the prescribing Physician.

Prescription Drug Lisbf a Prescription Drug Product may
change periodically for various reasons. For example, a
Prescription Drug Product may be removezhi the market, a
New Prescription Drug Product in the same therapeutic class
as a Prescription Drug Product may become available, or other
market events may occur. Market events that may affect the
coverage status of a Prescription Drug Product includgteaie

not limited to, an increase in the acquisition cost of a
lgrgsgriptiprbD{ug Breduch Asue\éesug @f goyerage; changes,
for the purposes of benefits the plan may require you to pay
more or less for that Prescription Drug Product, to obtain the
Prescripion Drug Product from a certain Pharmacy(ies) for
coverage, or try another covered Prescription Drug Product(s).
Please access the Prescription Drug List through the website
shown on your ID card or call member services at the
telephone number on your I&ard for the most upo-date tier
status, utilization management, or other coverage limitations
for a Prescription Drug Product.

Cigna shall limit changes to the Prescription Drug List that
negatively impacts enroll ees
Changedo the Prescription Drug List that negatively impact
enrollees include removing a Prescription Drug Product from
the Prescription Drug List, moving a Prescription Drug
Brodlct t6 &'highef ddshdtétier oadding a pfid? ¥
authorization, step therapy or autigy limit requirement to the
Prescription Drug Product. Cigna may, however, add
Prescription Drug Products to the Prescription Drug List,
move Prescription Drug Products to a lower igre tier or
remove any prior authorization or other utilization
management requirements from a Prescription Drug Product
during the plan year. You will receive at least sixty (60) days
nofice @f any Rres¢riptipnaDgug List Ghangedor whigh, Cigpagish t

required to provide notice to enrollees.

HC-PHR619M 01-23
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Limitations

For most Prescription Drug Products you and your Dependent
pay only the cost sharing detailed in The Schedule of
Prescription Drug Benefits. However, in the event you or your
Dependent insist on a more expensive Brand Drug where a
Therapeutic Equivalent&heric Drug is available, you may be
financially responsible for an Ancillary Charge, in addition to
any required Brand Drug Copayment and/or Coinsurance. In
this case, the Ancillary Charge will not apply to your
Deductible, if any, or Out of Pocket Maximm However, in

the event your Physician determines that the Generic Drug is
not an acceptable alternative for you (and indicates Dispensed
as Written on the Prescription Order or Refill), you will only

be responsible for payment of the appropriate BrandgDr
Coinsurance and/or Copayment after satisfying your
Deductible, if any.

Your plan includes a Brand Drug for Generic Drug dispensing
program. This program allows certain Brand Drugs to be
dispensed in place of the Therapeutic Equivalent Generic
Drug at he time your Prescription Order or Refill is processed
by a participating Pharmacy. Brand Drug for Generic Drug
substitution will occur only for certain Brand Drugs included
in the program. When this substitution program is applied, the
participating Pharicy will dispense the Brand Drug to you in
place of the available Generic Drug. You will be responsible
for payment of only a Generic Drug Copayment and/or
Coinsurance, after satisfying your Deductible, if any.

Prior Authorization Requirements

Coverage focertain Prescription Drug Products prescribed to
you requires your Physician to obtain prior authorization from
Cigna or its Review Organization. The reason for obtaining
prior authorization from Cigna is to determine whether the
Prescription Drug Produd@ Medically Necessary in
accordance with Cigna's coverage criteria. Coverage criteria
for a Prescription Drug Product may vary based on the clinical
use for which the Prescription Order or Refill is submitted,
and may change periodically based on chaingesithout
limitation, clinical guidelines or practice standards, or market
factors.Your Physician may also request a renewal of a prior
authorization at least 60 days before it expires. If at all
possible, Cigna will review and provide a determination
before the existing authorization expires, if the request was
received before the expiration.

If Cigna or its Review Organization reviews the
documentation provided and determines that the Prescription
Drug Product is not Medically Necessary or otherwise
excluded, your plan will not cover the Prescription Drug
Product. Cigna, or its Review Organization, will not review
claims for excluded Prescription Drug Products or other
services to determine if they are Medically Necessary, unless
required by law.

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

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

If a prior authorization request is approved, your Physician
will receive confirmation. The authorizatiavill be processed
in the claim system to allow you to have coverage for the
Prescription Drug Product. The length of the authorization
may depend on the diagnosis and the Prescription Drug
Product. The authorization will at all times be subject to the
parbs terms of coverage for th
which may change from time to time. When your Physician
advises you that coverage for the Prescription Drug Product
has been approved, you can contact a Pharmacy to fill the
covered Prescription Order Refill.

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

Step Therapy

Certain Prescription Drug Products are subject to step therapy
requirements. This means that in order to receive benefits fo
such Prescription Drug Products you are required to try a
different Prescription Drug Product(s) first unless you satisfy
the planbs exception criteria
Physician may request an exception to a step therapy protocol
applicable to @rescription Drug Product otherwise covered

by the plan. The exception request must document why your
Physician believes that the preferred Prescription Drug
Product alternative(s) are not clinically appropriate for you to
use in treatment. Provided youymur Physician submit
sufficient information to Cigna with the exception request,
Cigna will respond to the exception request within 72 hours of
receipt of the request. If your Physician also expresses a
reasonable belief that you require the Prescripbloug

Product on an emergent basis, then Cigna will respond to the
exception request within 24 hours of receipt. Cigna will assess
the documentation provided by your Physician against the
terms of the applicable exception criteria, which will be made
avalable to the member or prescriber upon request. If Cignha
denies the exception request,
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determination, 0 as defined
appeal the determination. You may identify whether a
particular PrescriptioDrug Product is subject to step therapy
requirements at the website shown on your ID card or by
calling member services at the telephone number on your ID
card. These requirements do not apply to prescription drugs
associated with the treatment of stdger advanced,
metastatic cancer or associated conditions.

by

Supply Limits

Benefits for Prescription Drug Products are subject to the
supply limits that are stated in The Schedule. For a single
Prescription Order or Refill, you may receive a Prescription
Drug Product up to the stated supply limit.

Some products are subject to additional supply limits, quantity
limits or dosage limits based on coverage criteria that ha

been approved based on consideration of the P&T

Commi tteedbds cl i ni cteribharebubjecttdo n g s
periodic review and modification. The limit may restrict the
amount dispensed per Prescription Order or Refill and/or the
amount dispensed per month's supply, or may require that a
minimum amount be dispensed.

You may determine whetharPrescription Drug Product has
been assigned a dispensing supply limit or similar limit or
requirement at the website shown on your ID card or by
calling member services at the telephone number on your ID
card.

Prescription drug coverage shall provide $gnchronization
of prescription drug refills on at least one occasion per insured
per year, provided all of the following conditions are met:

A the prescription drugs are
coverage policy or have been approved by a formulary
exceptions process;

A the prescription drugs are

defined by the plan and have available refill quantities at the
time of synchronization;

A the medications are not Sch
substances;
Ay ou o rndsnomeet allDtdizatoon management

criteria to the prescription drugs at the time of
synchronization;

A the prescription drugs are
split into shortfill periods to achieve synchronization;
A the pr es cmothave special hdndlinggos d o

sourcing needs as determined by the plan that require a single,
Designated Pharmacy to fill or refill the prescription; and

A you agree to the synchroniz

WHheh r@cedsargté germi $yraciergnizatiom,dhe plan shalma y
apply a porated daily cossharing rate to any medication
dispensed by a Network Pharmacy. No dispensing fees shall
be prorated, and all dispensing fees shall be based on the
number of prescriptions filled or refilled.

You may determine whether a Prescription doRroduct has
been assigned a dispensing supply limit or similar limit or
requirement at the website shown on your ID card or by
calling member services at the telephone number on your ID
card.

Prescription Eye Drops

Coverage for a refill for prescriptiogye drops shall be
provided if the:

A refi requested no ear|
supp&( Is |%o?n§ éhe %2pd day after a 60 day supply is
|spensegJ or the 6grd day after a 90 day supply is dispensed,;

A prescri bi ngsoRtheosiginal presariptiom d i ¢
that additional quantities are needed;

A

refill requested does not e
guantities needed;
A refill is dispensed within

A prescription ey eitudderdghpplanar e

Specalty Prescription Drug Products

Benefits are provided for Specialty Prescription Drug

Productslf you require Specialty Prescription Drug Products,
¥ou May beedigected yo aDesignated Paaimasy wighiwhami ¢ a
Cigna has an arrangementamvide those Specialty

Prescription Drug Products.

PResignatedPhasmacies medi cati ons as

If you require certain Prescription Drug Products, including,

but not limited to, Specialty Prescription Drug Products, we
@ay dineat you tp a Designagted Bharmacy with \wwherm wedave
an arrangement to provide those Prescription Drug Products. If
you are directed to a Designated Pharmacy and you choose not
to obtain your Prescription Drug Product from a Designated
Pharmacy, you may not receive coverage for the Prescription
Drug Producbr be subject to the neldetwork Pharmacy
Behefitaif ahyOfdr that Prastript®Druly Prédtict. Redefto P €
The Schedule for further information.

e

New Prescription Drug Products

New Prescription Drug Prodiganay or may not be placed on
aPrescription Drug Listier upon market entryCignawill use
fedsbnAblk efforts to makdier placementlecision for a New
Prescription Drug Product within six months of its market
availability. Cigna ser placementlecision shall be based on
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consideration of, without limitt i on, t he P&T C obemiitsfdr Bresoription Drug Products. In addititheg

clinical review of the New Prescription Drug Product and exclusiondisted below apply to benefits for Prescription Drug
economic factors. If a New Prescription Drug Product not Products. When an exclusion or limitation applies to only

listed on the Prescription Drug List is approved by Cigna or its  certain Prescription Drug Products, you can access the
Review Organization as Medically Necessary inittierim, Prescription Drug Listhrough the website shown on your 1D
the New Prescription Drug Product shall be covexteithe card or call member services at the telephone number on your
applicable coverage tias set forth in The Schedule. ID card for information orwhich Prescription Drug Products

are excluded.

1 coverage for Prescription Drug Products for the amount
dispensed (days' supply) which exceeds the applicable
supply limit, or is less than any applicable supply minimum

Your Paymehtg set forth in The Schedule, or which erds quantity limit(s)
Covered Prescription Drug Products purchased at a Pharmacy or dosage limit(s) set by the P&T Committee.

are subject to any applicable Deductilil@payments or
Coinsurance shown in The Schedule, as well as any
limitations or exclusions set forth in this plan. Please refer to
The Schedule for any required Copayments, Coinsurance,

Deductibles or Oubf-Pocket Maximums.
1 Prescription Drug Products dispensed outside the

Coinsurance ) _ jurisdiction of the United States, exd¢eys required for
Your plan requireshiat you pay a Coinsurance amount for emergency or tgentCare treatment.

covered Prescription Drug Products as set forth in The
Schedule. After satisfying any applicable annual Deductible
set forth in The Schedule, your costs under the plan for a
covered Prescription Drug Product dispensgd BNetwork
Pharmacy and that is subject to a Coinsurance requirement
will be the lowest of the following amounts:

1 the amount that results from applying the applicable

HC-PHR522M 01-22

1 more than one Prescription Order or Refill for a given
prescription supply period for the same Prescription Drug
Product prescribed by one or more Physicians and
dispensed by one or moréd&macies.

1 Prescription Drug Products which are prescribed, dispensed
or intended to be taken by or administetegou while you
are a patient in a licensed Hospital, Skilled Nursing Facility,
rest home, rehabilitation facility, or similar institution which
operates on its premises or allows to be operated on its
premises a facility for dispensing pharmaceuticatipobs.

Coinsurance percentage set forth in The Schedule to the 1 Prescription Drug Products furnished by the local, state or
federal government (except for a Network Pharmacy owned

Prescription Drug Charge; or _ or operated by a local, state or federal government).
1 theNet wor k Pharmacyds submitted

. 1 any%rsoc}jua &ispgnsr,]eg for%nteJ Bqugsg] gf glp%etite
(U&C) Charge, if any. : : .
: ) suppression (anorectics) oeight loss.
When a treatment regimen contains more than one type of rescription and nomrescription supolies other than
Prescription Drug Products that are packaged together for your 1 Eu Iieg covered a?;pPrei 'ﬁ)n Dru pgroducts
or your Dependent's convenience, any applicable Copayment . pp. $¢. . 9 a
or Coirsurance may apply to each Prescription Drug Product. 1 vitamins, except prenatal vitamins that require a

You will need to obtain prior approval from Cigna or its Prrsgsgt?g;) qus(r)erd:jirrg(rj Eef;gag?;?;;:g\llae\:vage for such
Review Organization for any Prescription Drug Product not P q y '

listed on the Prescription Drug List that is not otherwise 1 medications used for cosmetic antragingpurposes,
excluded. If Cigna or its Réaw Organization approves including, without limitation, medications used to reduce
coverage for the Prescription Drug Product because it meets wrinkles, medicatios used to promote hair growahd fade
the applicable coverage exception criteria, the Prescription cream products.
Drug Product shall be covered at the applicable coverage tier ¢ Prescription Drug Products as a replacement for a
as set forth in The Schedule. previousy dispensed Prescription Drug Product that was
lost, stolen, broken or destroyed.
HC-PHRA20 o121 1 Prescription Drug Products used for the treatment of
infertility.
T Medi cal Phar maceuticals cove
Exclusions medical benefits.

Coverage exclusions listed under fitiexclusions Expenses
Not Covered and Generimitationsd section also apply to
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any ingredient(s) in a compoundBdescription Drug
Product that has not been approved by the U.S. Food and
Drug Administration (FDA).

medications available owhe-counter that do not require a
Prescription Order or Refill by federal or state law before
being dispensed, unless statdemteral law requires

coverage of such medications or the etfercounter

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

certain Prescription Drug Products that are a Therapeutic
Equivalent or Therapeutislternative to an ovethe-

counter drug(s), or are available in o¥ee-counter form.
Such coverage determinations may be made periodically,
and benefits for a Prescription Drug Product that was
previously excluded under this provision may be reinstated
at any time.

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

medications used for travel prophylaxis unless specifically
identified on the Prescription Drug List.

immunization agentwjrus detection testing, virus antibody
testing,biological products for allergy immunization,
biological sera, blood, blogalasma and other blood
products or fractions unless specifically identified on the
Prescription Drug List.

certain Prescription Drug Products that are a Therapeutic
Equivalent or Therapeutic Alternative to another covered
Prescription Drug Product(s). Sucoverage determinations
may be made periodically, and benefits for a Prescription
Drug Product that was previously excluded under this
provision may be reinstated at any time.

medications that are experimenialvestigational or
unproven as describeddire r t he A Gener al
Limitationso section of

HC-PHR620 01-23

Reimbursement/Filing a Claim
Retail Pharmacy

When you or your Dependents purchase your Prescription
Drug Products through a Network Pharmacy, you pay any
appicable Copayment, Coinsurance, or Deductible shown in
The Schedule at the time of purchageu do not need to file

a claim form for a Prescription Drug Product obtained at a
Network Pharmacy unless you pay the full cost of a

your

Prescription Drug Product atNetwork Pharmacy and later
seek reimbursement for the Prescriptidrug Product under

the planFor example, if you must pay the full cost of a
Prescription Drug Product to the retail Network Pharmacy
because you did not have your ID card, then you nuishi

a claim to Cigna for any reimbursement or benefit you believe
is due to you under this plai, under this example, your
payment to the retail Network Pharmacy for the covered
Prescription Drug Product exceeds any applicable copay, then
you will bereimbursed the difference, if any, between the
applicable copay and threscription Drug Charder the
Prescription Drug Product.

HC-PHR273 01-19

V1

Exclusions, Expenses Not Covered and
General Limitations

Exclusions and Expenses Not Covered

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

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

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

care for military service disabilities treatable through
governmental services if you are legally entitled to such
treatment andztilities are reasonably ailable.

treatment of an Injury or Sickness which is due to war,
declared, or undeclared.

1 charges which you are not obligated to pay and/or for which
E x You aredot billed. Fhis @xclusion includes, but is not
bitel ip5s certi ficate.

1 any instance where Cigna determinest th provider or
Pharmacy did not bill you for or has waived, reduced, or
forgiven any portion of its charges and/or any portion of
any Copayment, Deductible, and/or Coinsurance
amount(s) you are required to pay for an otherwise
Covered Expense (as showm Bhe Schedule) without
Cigna's express consent.

charges of a neRarticipating Provider who has agreed to
charge you at an inetwork benefits level or some other
benefits level not otherwise applicable to the services
received.
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1 In the event that Cigna tlemines that this exclusion
applies, then Cigna in its sole discretion shall have the
right to:

1 require you and/or any provider or Pharmacy
submitting claims on your behalf to provide proof
sufficient to Cigna that you have made your required
costshare pyment(s) prior to the payment of any
benefits by Cigna.

1 deny the payment of benefits in connection with the
Covered Expense regardless of whether the provider or
the Pharmacy represents that you remain responsible
for any amounts that your plan does noter, or

1 reduce the benefits in proportion to the amount of the
Copayment, Deductible, and/or Coinsurance amounts
waived, forgiven or reduced, regardless of whether the
provider or Pharmacy represents that you remain
responsible for any amounts that yolarpdoes not
cover.

1 charges or payment for healthcaetated services that
violate state or federal law.

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

for or in connection with experimental, investigational or
unproven services.

Experimental, investigational and unproven services are
medical, surgical, diagnosticsychiatric, substance use
disorder or other health care technologies, supplies,
treatments, procedures, drug or Biologic therapies or
devices that are determined by the utilization review
Physician to be:

1 not approved by the U.S. Food and Drug Administrati
(FDA) or other appropriate regulatory agency to be
lawfully marketed;

1 not demonstrated, through existing pesriewed,
evidencebased, scientific literature to be safe and
effective for treating or diagnosing the condition or
Sickness for which its use proposed;

1 the subject of review or approval by an Institutional
Review Board for the proposed use except as provided in
the ACIinical Trial so

1 the subject of an ongoing phase I, Il or Il clinical trial,
except for routine pagint care costs related to qualified
clinical trials as
of this plan.

In determining whether any such technologies, supplies,
treatments, drug or Biologic therapies, or devices are
experimental, investigational, dor unproven, the
utilization review Physician may rely on the clinical

secti

providedfT

coverage policies maintained by Cigna or the Review
Organization. Clinical coverage policies may incorporate,
without limitation and as applicable, criteria relating to U.S.
Food anddrug Administratiorapproved labeling, the
standard medical reference compendia and-pméewed,
evidencebased scientific literature or guidelines.

cosmetic surgery and therapies. Cosmetic surgery or therapy
is defined as surgery or therapy performeitprove or
alter appearance or sefteem.

the following services are excluded from coverage
regardless of clinical indicationmacromastia or
gynecomastia surgeries; abdominoplasty; panniculectomy;
rhinoplasty; blepharoplastyedundant skin surgery;

removal of skin tags; acupressuceaniosacral/cranial
therapy;dance therapy; movement therapy; applied
kinesiology; rolfing;prolotherapyand extracorporeal shock
wave lithotripsy (ESWL) for musculoskeletal and
orthopedic conditions.

dental treatment dhe teeth, gums or structures directly
supporting the teeth, including dentakrXys, examinations,
repairs, orthodontics, periodontics, casts, splints and
services for dental malocclusion, for any condition. Charges
made for sevices or supplies providddr or in connection

with an accidental Injury to teeth are covered provided a
continuous course of dental treatment is started within six
months of an accident.

for medical and surgical services intended primarily for the
treatment or control of obesitilowever, treatment of
clinically severe obesity, as defined by the Body Mass
Index (BMI) classifications of the National Heart, Lung,
and Blood Institute (NHLBI) guideline is covered only at
approved centers if the services are demonstrated, through
existing peefreviewed, evidencbased, scientific literature
and scientifically based guidelines, to be safe and effective
for treatment of the condition. Clinically severe obesity is
defined by the NHLBI as a BMI of 40 or greater without
comorbidities, or 389 with comorbidities. The following
are specifically excluded:

1 medical and surgical services to alter appearances or
physical changes that are the result of any surgery
performed for the management of obesity or clinically
severe (morbid) obesity; and

f weiglt foss pragrams oy tregtents, whether prescribed or
recommended by a Physician or under medical
supervision.

[eports; gyaluations,|phypical @@minaons, of | s o s ec

hospitalization not required for health reasons, including but

not limited to employment, insunae or government

licenses, and coudrdered, forensic or custodial

evaluations, unless otherwise covered under this plan.
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courtordered treatment or hospitalization, unless treatment
is prescribed by a Physician and is a covered service or
supply underhis plan.

for treatment of erectile dysfunction. However, penile
implants are covered when an established medical condition
is the cause of erectile dysfunction, anorgasmy, and
premature ejaculation.

medical and Hospital care and costs for the child of you
Dependent child, unless the child is otherwise eligible under
this plan.

nonmedical counseling and/or ancillary services, including
but not limited to Custodial Services, educational services,
vocational counseling, training and, rehabilitation seryices
behavioral training, biofeedback, neurofeedback, hypnosis,
sleep therapy, return to work services, work hardening
programs and driver safety courses.

therapy or treatment intended primarily to improve or
maintain general physical condition or for thepgmse of
enhancing job, school, athletic or recreational performance,
including but not limited to routine, long term, or
maintenance care which is provided after the resolution of
the acute medical problem and when significant therapeutic
improvement is noexpected.

consumable medical supplies other than ostomy supplies
and urinary catheters. Excluded supplies include, but are not
limited to bandages and other disposable medical supplies,
skin preparations and test strips, except as specified in the
AHomMeal th Care Serviceso or
and Breast Prostheseso secti

private Hospital rooms and/or private duty nursing except as
provided under the Home Health Care Services provision.

personal or comfort items such as persongd &és

provided on admission to a Hospital, television, telephone,
newborn infant photographs, complimentary meals, birth
announcements, and other articles which are not for the
specific treatment of an Injury or Sickness.

artificial aids, including but @t limited to corrective
orthopedic shoes, arch supports, elastic stockings, garter
belts,corsets, dentures and wigs.

aids or devices that assist with regrbal communications,
including but not limited to communication boards,-pre
recorded speech devidaptop computers, desktop
computers, Personal Digital Assistants (PDAs), Braille
typewriters, visual alert systems for the deaf and memory
books.

eyeglass lenses and frames, contact lenses and associated
services (exams and fittings) (except for th&ahset after
treatment of keratoconus or followirgtaract surgery).

1

routine refractionsgye exercises and surgical treatment for
the correction of a refractive error, including radial
keratdomy.

all nonrinjectable prescription drugs, unless Physician
administration or oversight is required, injectable
prescription drugs to the extent they do not require
Physician supervision and are typically considered self
administered drugs, negrescription drugs, and
investigational and experimental drugs, ex@pprovided
in this plan.

routine foot care, including the paring and removing of
corns and calluses and toenail maintenance. However, foot
care services for diabetes, peripheral neuropathies and
peripheral vascular disease are covered when Medically
Necessary.

membership costs and fees associated with health clubs,
weight loss programs or smoking cessation programs.

genetic screening or pimplantations genetic screening.
General populatiofvased genetic screening is a testing
method performed in the adasce of any symptoms or any
significant, proven risk factors for genetically linked
inheritable disease.

dental implants for any condition.

1 fees associated with the collection, storage or donation of

blood or blood products, except for autologous donation
anticipation of scheduled services when medical
management review determines the likelihood of excess

A Bob IR Sid suck Fr?s& ﬁaﬂslﬁjeéli(rf]n 1 arf ekpBced adjunct to

0§h?ger)9f t h

p

1 blood administration for the purpose of general

improvement in physical conditio

1 cost of biologicals that are immunizations or medications

for the purpose of travel, or to protect against occupational
hazards and risks.

1 health and beauty aids, cosmetics and dietary supplements.

all nutritional supplements, formulae, enteral feedings
supplies and specially formulated medical foods, whether
prescribed or not except for infant formula needed for the
treatment of inborn errors of metabolism.

 for or in connection with an Injury or Sickness arising out

il

of, or in the course of, any emplogmt for wage or profit.

charges related to an Injury or Sickness payable under
workerb6s compensation or si

massage therapy.

1 products and supplies associated with the administration of

medications that are available to be covered under the
Presciption Drug Benefit. Such products and supplies
include but are not limited to therapeutic Continuous
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1

Glucose Monitor (CGM) sensors and transmitters and
insulin pods.

abortions, unless a Physician certifies in writing that the
pregnancy would endanger tlife of the mother, or the
expenses are incurred to treat medical complications due to
abortion.

expenses incurred by a participant to the extent
reimbursable under automobile insurance coverage.
Coverage under this plan is secondary to automobile no
faultinsurance or similar coverage. The coverage provided
under this plan does not
Coverageo under Michigan
replace Personal Injury Protection (PIP) coverage prowded
under an automobile insurance polisgued to a Michigan
resident. This plan will cover expenses only not otherwise
covered by the PIP coverage.

charges made by a Physician/practitioner for broken
appointments, phone calls, email or internet evaluations
unless otherwise specified in the coae services section of
your document.

General Limitations

No payment will be made for expenses incurredytar or any
one of your Dependents:

1

HC-EXC507M

for charges by a Hospital owned or operated by or which
provides care or performs services for, the UnitedeStat
Government, if such charges are directly related to a
military-serviceconnected Injury or Sickness.

any charges related to care provided through a public
program, other than Medicaid.

for charges which would not have been made if the person
did not hae coverage.

to the extent that they are more than Maximum
Reimbursable Charges.

to the extent of the exclusions imposed by any certification
requirement shown in this plan.

expenses for services, supplies, care, treatment, drugs or
surgery that are not Méezhlly Necessary.

charges by any Physician or Other Health Professional who
is a member of youiamily or your Dependentfamily.

expenses incurred outside the United States other than
expenses for Medically Necessary emergency or urgent care
while tempoarily traveling abroad.

01-22

Coordination of Benefits

This section applies if you or any one of your Dependents is
covered under more than one Plan and determines how
benefits payable from all such Plans will be coordinated. You
should fileall claims with each Plan.

Definitions

For the purposes of this section, the following terms have the
meanings set forth below:

Plan

C on ﬁlgj bf th¥ bIBwin @é{ Brdvides beﬁe‘ﬁts di §’eﬁ/|lce§ fr

Raffcard dtrEdinfehtO r ©

1 Group insurance and/or grotiype coerage, whether
insured or selfnsured which neither can be purchased by
the general public, nor is individually underwritten,
including closed panel coverage.

1 Coverage under Medicare and other governmental benefits
as permitted by law, excepting Medicaidl Medicare
supplement policies.

1 Medical benefits coverage of group, greype, and
individual automobile contracts.

EachPlanor part of a Plan which has the right to coordinate
benefits will be considered a separate Plan.

Closed Panel Plan

A Plan thatprovides medical or dental benefits primarily in

the form of services through a panel of employed or
contracted providers, and that limits or excludes benefits
provided by providers outside of the panel, except in the case
of emergency or if referred bypaovider within the panel.

Primary Plan

The Plan that determines and provides or pays benefits
without taking into consideration the existence of any other
Plan.

Secondary Plan

A Plan that determines, and may reduce its benefits after
taking into consideation, the benefits provided or paid by the
Primary Plan. A Secondary Plan may also recover from the
Primary Plan the Reasonable Cash Value of any services it
provided to you.

Allowable Expense

The amount of charges considered for payment under the Plan
for a Covered Service prior to any reductions due to
coinsurance, copayment or deductible amounts. If Cigna
contracts with an entity to arrange for the provision of
Covered Services through
health care providers, the amatmat Cigna has agreed to pay
that entity is the allowable amount used to determine your
coinsurance or deductible payments. If the Plan provides
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benefits in the form of services, the Reasonable Cash Value of
each service is the Allowable Expense andpaid benefit.

Examples of expenses or services that are not Allowable
Expenses include, but are not limited to the following:

1 An expense or service or a portion of an expense or service
that is not covered by any of the Plans is not an Allowable
Expense.

1 If you are confined to a private Hospital room and no Plan
provides coverage for more than a semiprivate room, the
difference in cost between a private and semiprivate room is
not an Allowable Expense.

1 If you are covered by two or more Plans that provide
services or supplies on the basis of reasonable and
customary fees, any amount in excess of the highest
reasonable and customary fee is not an Allowable Expense.

1 If you are covered by one Plan that provides services or
supplies on the basis of reasonabld emstomary fees and
one Plan that provides services and supplies on the basis of
negotiated fees, the Primary Plan's fee arrangement shall be
the Allowable Expense.

1 If your benefits are reduced under the Primary Plan (through
the imposition of a higher payment amount, higher
coinsurance percentage, a deductible and/or a penalty)
because you did not comply with Plan provisions or because
you did not use a preferred provider, the amount of the
reduction is not an Allowable Expense. Such Plan
provisions intude second surgical opinions and
precertification of admissions or services.

Reasonable Cash Value

An amount which a duly licensed provider of health care
services usually charges patients and which is within the range
of fees usually charged for the sassevice by other health

care providers located within the immediate geographic area
where the health care service is rendered under similar or
comparable circumstances.

Order of Benefit Determination Rules

A Plan that does not have a coordination of bienetile
consistent with this section shall always be the Primary Plan.
If the Plan does have a coordination of benefits rule consistent
with this section, the first of the following rules that applies to
the situation is the one to use:

1 The Plan thatavers you as an enrollee or amgloyee
shall be the Primary Plan and the Plan that covers you as a
Dependent shall be the Secondary Plan;

1 If you are a Dependent child whose parents are not divorced
or legally separated, the Primary Plan shall be the Plan
which covers the parent whose birthday falls first in the
calendar year as an enrollee anjoyee;

1 If you are the Dependent of divorced or separated parents,
benefits for the Dependent shall be determined in the
following order:

q first, if a court decree st that one parent is responsible
for the child's healthcare expenses or health coverage and
the Plan for that parent has actual knowledge of the terms
of the order, but only from the time of actual knowledge;

1 then, the Plan of the parent with custodytwf thild;

1 then, the Plan of the spouse of the parent with custody of
the child;

1 then, the Plan of the parent not having custody of the
child; and

1 finally, the Plan of the spouse of the parent not having
custody of the child.

1 The Plan that covers you asactive Employee (or as that
Employee's Dependent) shall be the Primary Plan and the
Plan that coers you as lai@ff or retired Employee (or as
that Employee's Dependent) shall be the Secondary Plan. If
the other Plan does not have a similar provision asa,
result, the Plans cannot agree on the order of benefit
determination, this paragraph shall not apply.

1 The Plan that covers you under a right of continuation
which is provided by federal or state law shall be the
Secondary Plan and the Plan thatere you as an active
Employee or retiree (or as thamloyee's Dependent) shall
be the Primary Plan. If the other Plan does not have a
similar provision and, as a result, the Plans cannot agree on
the order of benefit determination, this agaph shall not
apply.

1 If one of the Plans that covers you is issued out of the state
whose laws govern this Policy, and determines the order of
benefits based upon the gender of a parent, and as a result,
the Plans do not agree on the order of benefit determination,
the Plan with the gender rules shall determine the order of
benefits.

If none of the above rules determines the order of benefits, the
Plan that has covered you for the longer period of time shall
be primary.

When coordinating benefits with Medicare, thisrPbeill be

the Secondary Plan and determine benefits after Medicare,
where permitted by the Social Security Act of 1965, as
amended. However, when more than one Plan is secondary to
Medicare, the benefit determination rules identified above,

will be used tadetermine how benefits will be coordinated.

Effect on the Benefits of This Plan

If this Plan is the Secondary Plan, this Plan may reduce
benefits so that the total benefits paid by all Plans are not more
than 100% of the total of all Allowable Expenses.
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Recovery of Excess Benefits

If Cigna pays charges for benefits that should have been paid
by the Primary Plan, or if Cigna pays charges in excess of
those for which we are obligated to provide under the Policy,
Cigna will have the right to recover the adtpayment made

or the Reasonable Cash Value of any services.

Cigna will have sole discretion to seek such recovery from any
person to, or for whom, or with respect to whom, such
services were provided or such payments made by any
insurance company, healdre Plan or other organization. If

we request, you must execute and deliver to us such
instruments and documents as we determine are necessary to
secure the right ofecovery.

Right to Receive and Release Information

Cigna, without consent or notice to yauay obtain
information from and release information to any other Plan
with respect to you in order to coordinate your benefits
pursuant to this section. You must provide us with any
information we request in order to coordinate your benefits
pursuant tdhis setion. This request may occur in connection
with a submitted claim; if so, you will be advised that the
"other coverage" information, (including an Explanation of
Benefits paid under the Primary Plan) is required before the
claim will be processedf payment. If no response is
received withirb5 days of the request, the claim will be
closed If the requested information is subsequently received,
the claim will be processed.

Coordination of Benefits with Medicare

If you, your spouse, or your Dependeane covered under this
Plan and qualify for Medicare, federal law determines which
Plan is the primary payer dnwhich is the secondary payer.
The primary payer always determines covered benefits first,
without considering what any other coverage wily.pehe
secondary payer determines its coverage only after the
Primary Plan has completed its determination.

When Medicare is the Primary Payer

Medicare will be the primary payer and this Plan will be the
secondary payer, e v e m Medfcarey o u
or you receive services from a provider who does not accept
Medicare payments, in the following situations:

1 COBRA or State Continuatioryou, your spouse, or your
covered Dependent qualify for Medicare for any reason and
are covered under thidah due to COBRA or state
continuation of coverage.

1 Retirement or Termination of Employmeivtou, your
spouse, or your covered Dependent qualify for Medicare for
any reason and are covered under this Plan due to your
retirement or termination of employment

1 Disability: You, your spouse, or your covered Dependent
qualify for Medicare due to a disability, you are an active

Employee, and your Employer has fewer than 100
employees.

1 Age: You, your spouse, or your covered Dependent qualify
for Medicare due to aggou are an active Employee, and
your Employer has fewer than 20 employees.

1 End Stage Renal Disease (ESRDuU, your spouse, or
your covered Dependent qualify for Medicare due to End
Stage Renal Disease (ESRD) and you are an active or
retired Employee. fiis Plan will be the primary payer for
the first 30 months. Beginning with the*3month,
Medicare will be the primary payer.

When This Plan is the Primary Payer

This Plan will be the primary payer and Medicare will be the
secondary payer in the followirgituations:

1 Disability: You, your spuse, or your covered Dependent
qualify for Medicare due to a disability, you are an active
Employee, and your Employer has 100 or more employees.

1 Age: You, your spouse, or your covered Dependent qualify
for Medicare de to age, you are an active Employee, and
your Employer has 20 or more employees.

1 End Stage Renal Disease (ESR®uU, your spouse, or
your covered Dependent qualify for Medicare due to End
Stage Renal Disease (ESRD) and you are an active or
retired Emploge. This Plan is the primary payer for the first
30 months. Beginning with the 3month, Medicare will be
the primary payer.

IMPORTANT : If you, your spouse, or your Dependent do
not elect to enroll in Medicare Parts A and/or B when first
eligible, or youreceive services from a provider who does
not accept Medicare payments, this Plan will calculate
payment based on what should have been paid by
Medicare as the primary payer if the person had been
enrolled or had received services from a provider who
accepts Medicare payments. A person is considered
eligible for Medicare on the earliest date any coverage
under Medicare could beome effective.
Failure to Enroll in Medicare _
I?onot efect to enrol |l i .

you, your spouse, or your Dependent do not enroll in
Medicare Parts Aand/orBdumg t he personés
Medicare enrollment period, or the person opts out of
coverage, the person may be subject to Medicare late
enrollment penalties, which can causesiaylin coverage and
result in higher Medicare premiums when the person does
enroll. It can also result in a reduction in coverage under
Medicare Parts A and B. If you are planning to retire or
terminate employment and you will be eligible for COBRA,
state Continuation, or retiree coverage under this Plan, you
should enroll in Medicaredfore you terminate employment to
avoid penalties and to receive the maximum coverage under
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Medicare. Please consult Medicare or the Social Security
Administration for more information.

Assistance with Medicare Questions

. . . . th
For more i nf or malesandregdatondvie di catn

contact Medicare tofiree at 3800MEDICARE (1-800-633

4227) or awww.medicare.govYou may also contact the

Social Security Administration teffee at 1800-772-1213, at
www.ssa.goyor call your local Social Security T
Administraton office.

HC-COB273 01-21

recovery of proceeds for the plan (not to exceedtbimd of
the planbés recovery amount)
agreement, amounts awarded and apportioned by a court to
e, Participantds attorneys a
¢ Quisrogation recovery (not to exceed-thied of the
pl anés recovery amo u(ilt )

referred to hereinafter

the total cost of any benefitgid, provided or assumed
under the plan as a direct result of the tortious conduct of
such party, less the Recovery Fees (as applicable).

A Patrticipant or his/her representative shall execute such
documents as may be required
subrogatbn rights.

(the
as (

1 Right of Reimbursement: The plan is also granted a right of

Expenses For Which A Third Party May
Be Responsible
This plan does not cover:

1 Expenses incurred by you (hereinafter referred to as a
"Participant,”) for which a party may be responsible as a
result of having caused or contrtbd to an Injury or
Sickness except for expenses relating to other benefits plans
that provide insurance coverage for the Participant
(excluding Part B of Medicare). 1

1 Expenses incurred by a Participant to the extent any
payment is received for them eithérettly or indirectly
from a third party tortfeasor or as a result of a settlement,
judgment or arbitration award in connection with any
automobile medical, automobile 4fiault, uninsured or
underinsured motorist, homeowners, workers'
compensation, goverrgnt insurance (other than Medicaid),
or similar type of insurance or coverage.

Subrogation/Right of Reimbursement

If a Participant incurs a Covered Expense for which, another
party may be responsible or for which the Participant may
receive payment as detxed above:

1 Subrogation: The plan shall, to the extent permitted by law,
be subrogated to all rights, claims or interests that a
Participant may have against such party and shall
automatically have a lien upon the proceeds of any recovery 1
by a Participanfrom such party to the extent proceeds do
not exceed the ASubrogation
defined as the lesser of: 1

fone half of the Participanto
less (as applicable) (i) fees and pro rata shares of expenses
incurred inconnection with the recovery action to be paid to
the Participantébés attorneys
between the plan and those attorneys, (i) in the absence of
an agreement, any amounts awarded by a court to the
Participant 6s attota grasergcevery r o m
from such party that constitute reasonable fees for the

reimbursement from the proceeds of any recovery whether
by settlement, judgment, or otherwise. This right of
reimbursement is cumulative with and not exclusive of the
subrogation righgranted in paragraph 1, but only to the
extent the proceeds of any recovery do not exceed the
Subrogation Limit Amount.

Lien of the Plan
By accepting benefits under this plan, a Participant:

grants a lien and assigns to the plan an amount equal to the
bendits paid under the plan for any recovery amounts
obtained by or on behalf of the Participant, not to exceed the
Subrogation Limit Amount, against any recovery made by

or on behalf of the Participant which is binding on any
attorney or other party who reggents the Participant

whether or not an agent of the Participant or of any

insurance company or other financially responsible party
against whom a Participant may have a claim provided that
such lien and assignment shall not apply to (a) reasonable
fees ad pro rata shares of expenses incurred in connection
with the recovery action to
attorneys pursuant to an agreement between the plan and
those attorneys or (b) amounts awarded by a court to the
Parti ci pant 0 sstitidetréaasonablefges fortthie a t
recovery of proceeds for the plan (not to exceedtbind of
the planbs recovery amount) ;

agrees that this lien shall constitute a charge against the
proceeds of any recovery and the plan shall be entitled to

L assert & sediynirdevent théreon; whi ch i s

agrees to hold the proceeds of any recovery in trust for the

s begefitof¢he plan ¢éodhe extent gf any pagrment snade ly thp a

plan.

Additional Termts ¢
ur s nt. 0O a a
ﬁ) No aduﬁjt 8art|C|pant hereunaer ma?/

reemen :
assign any rights that it

may have to recover medioatpenses from any third party
or Htlger [FIFOQ far 8r§ity to any minor Dependent of said
adult Participant without the prior express written consent
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of the plan.
decedent so,
settlements or recoveries.

The planés
mi nor s o,

righ

amms @ nc

1 No Participant shall make any settlement, which specifically
reduces or excludes, or attempts to reduce or exclude, the
benefits provided by the plan.

1fThe plandés right of
proceedsecovered by the Participant. This right of
recovery shall not be defeated nor reduced by the

recovery

t of ancequitable liervaad/or corrstauttive trasp aslwgll ag o
o impnetiveaatiegf. or di sabl ed pers

1 Participants must assist the plan in pursing any subrogation
or recovery rights bproviding requested information.

HC-SuB84
shall

10-16

be a or | ien agains

pri

application of anyse a | | e dWhidvlaed eDo ct r i n eRBgyment of Benefits

ARi mes Doctrineo, or any oth
defeat the plands r eproceels y r
exclusively to normedical expense damages.

1 No Participant hereunder shall incur any expenses on behalf
of the plan in pursuit of +th
specifically; no court costs, attorneys' fees or other
representatives' fees may bededued fr om t he
recovery without the prior express written consent of the
plan, except for (a) reasonable fees and pro rata shares of
expenses incurred in connection with the recovery action to
be paid to the Participantds
agreement between the plan and those attorneys or (b)
amounts awarded by a court t
that constitute reasonable fees for the recovery of proceeds
for the plan (notto exceedotehi rd of t he
amount). This right shafiot be defeated by any-salled
AFund Doctrinedo, fACommon Fun
Fund Doctrineo.

1 The plan shall recover the full amount of benefits provided
hereunder without regard to any claim of fault on the part of
any Participant, whether uadcomparative negligence or
otherwise.

1 In the event that a Participant shall fail or refuse to honor its
obligations hereunder, then the plan shall be entitled to
recover any costs incurred in enforcing the terms hereof
including, but not limited to, atton ey 6 s f ee s, I i
costs, and other expenses. The plan shall also be entitled to
offset the reimbursement obligation against any entitlement
to future medical benefits hereunder until the Participant has
fully complied with his reimbursement lidpations
hereunder, regardless of how those future medical benefits
are incurred.

1 Any reference to state law in any other provision of this
plan shall not be applicable to this provision, if the plan is
governed by ERISA. By acceptance of benefits utiaker
plan, the Participant agrees that a breach hereof would cause
irreparable and substantial harm and that no adequate
remedy at law would exist. Further, the Plan shall be
entitled to invoke such equitable remedies as may be
necessary to enforce the texwrf the plan, including, but not
limited to, specific performance, restitution, the imposition

pl A6

F\s"sic};]ntﬁmééhf:ahd ng?nénlE df BeRefits PUT POTr ting t

by "a ocat t he.
%(0% may not asglgn to any party, mc'lucrilm%, but not limited to,
a provider of healthcare services/items, your right to benefits
under this plan, nor ay you assign any administrative,

StatuRoly, P& rightd & talis@s of h&tibn8/dLMmeyehave
under ERISA, including, but not limited to, any right to make

Pal c@ifh RrSplan benefits, to request plan or other documents,

to file appeals of denied claims aigyances, or to file
lawsuits under ERISA. Any attempt to assign such rights shall
be void and unenforceable under all circumstances.
Yo% tmrEly,O hE)V\?e\?eX guthc?rigercisgnua ?orpl)gy anty ﬂealt%c%re
Benefit, U@derIDﬂ?:{i[p?l'WCaiP ricipgting orNgny ¢ o neys
Participatig Provider When you authorize the payment o
! altf}c%rq:bgr_\gfgera)garticipating or No_ﬁ’articipating
rovider, youwauthorize the payment of the entire amount of
e qgrgaf&tstdpeiowg claimolfra prﬁv'dgrﬂ'sgvrernaéd 6 s
ecause of accepting dugdie payments from you and C¥gna,
it is the providerds responsi
overpayment to you. Cigna may pay all healthdsmeefts for
Covered Expensadirectlyto a Participating Provider without
your authorization. You may not interpret efyr upon this
discrete authorization or permission to pay any healthcare
benefitsto a Participating or NoRarticipating Provideas the
authority to assign any other rights under this policy to any
party, including, but not limited to, a provider of htbabre
denvigeslitenson, cour t

Even if the payment of healthcare benefits to a-Non
Participating Provider has been authorized by you, Cigha may,
at its option, make payment of benefits to you. When benefits
are paid to you or your Dependent, you or your Dependents
are responsible for reimbursing the NBarticipating

Provider.

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

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

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

Payment as described above will releagm@from all
liability to the extehof any payment made.

Recovery of Overpayment

When an overpayment has been made by Cigna, Cigna will
have the right at any time to: recover that overpayment from
the person to whom or on whose behalf it was made; or offset
the amount of that overpaymenoin a future claim payment.

In addition, your acceptance of benefits under this plan and/or
assignment of Medical Benefits separately creates an equitable
lien by agreement pursuant to which Cigna may seek recovery
of any overpayment. You agree that Ciginaseeking

recovery of any overpayment as a contractual right or as an
equitable lenby agreement, may pursue the general assets of
the person or entity to whom or on whose behalf the
overpayment was made.

Calculation of Covered Expenses

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

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

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

HC-POB132 01-19

Termination of Insurance

Employees
Your insurance will cease on the earliest date below:

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

1 the last day fowhich you have made any required
contribution for therisurance.

1 the date the policy is caréed.

1 the date your Active Service enelscept as described
below.

Any continuation of insurance must be based on a plan which
precludes intvidual selection.

Temporary Layoff or Leave of Absence

If your Active Service ends due to temporary layoff or leave
of absence, your insurance will be continued until the date as
determined by your Employer.

Injury or Sickness

If your Active Service ends due to an Injury ackess, your
insurance will be continued while you remain totally and
contiruously disabled as a result of the Injury or Sickness.
However,yourinsurance will not continue past the date your
Employercancels youmsurance.

Dependents

Your insurance foall of your Dependents will cease on the
earliest date below:

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

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

1 the date Dependentdarance is cancelled.

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

HC-TRM128 12-17

Rescissions

Your coverage may not be rescinded (retroactively teatei)
by Cignaor the plan spnsor unlesghe plan sponsor or an
individual (or a person seeking coverage on behalf of the
individual) performs an act, practice or omissibat
constitutes fraud; ahe plan sponsor or individual (or a
person seeking coverage on behalf of the indiafdmakes an
intentional misrepresentation of material fact.

HC-TRM80 01-11

Medical Benefits ExtensionDuring
Hospital Confinement

If the Medical Benefits under this plan ceaseyiou or your
Dependent, and you or your Depender@mfined in a
Hospital on that date, Medical Benefits will be paid for
Covered Expenses incurred in connection with that Hospital
Confinement. However, no benefits will be paid after the
earliest of:

1 the date you exceed the Maximum Benefit, if any, shown in
the Schedule;

1 thedate you are covered for medical benefits under another
group plan;

1 the dateyou or your Dependent i longer Hospital
Confined; or
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1 3 months from the date your Medical Benefits cease.

The terms of this Medical Benefits Extension will not apply to
a childborn as a result of a pregnancy which exists when your
Medical Benefitease or your Dependent's Medical Benefits
cease.

HC-BEX44 01-13

Medical Benefits Extension Upon Policy
Cancellation

If the Medical Benefits under this plan cease for you or your
Dependent due to cancellation of the policy, and you or your
Dependent is Totally Disabled on that date due to an Injury or
Sickness, Medical Benefits will be paid for Covered Expenses
incurred in connection with that Injury or Sickness. However,
no benefis will be paid after the earliest of:

1 the date you exceed the Maximum Benefit, if any, shown in
the Schedule;

1 the date you are covered for medical benefits under another
group policy;

1 the date you are no longer Totally Disabled;

1 90 days from the date yoMedical Benefits cease; or

1 90 days from the date the policy is canceled.

Totally Disabled

You will be considered Totally Disabled if, because of an
Injury or a Sikness:

1 you are unable to perform the basic duties of your
occupation; and

1 you are not perfaning any other work or engaging in any
other occupation for wage or profit.

Your Dependent will be considered Totally Disabled if,
because of amjury or a Sickness:

1 he is unable to engage in the normal activities of a person of
the same age, sex andlabj or

1 in the case of a Dependent who normally works for wage or
profit, he is not performing such work.

HC-BEX17 04-10

Vi

Federal Requirements

The following pages explain your rights and responsibilities
under federal laws and regulations. Some statay have
similar requirements. If a similar provision appears elsewhere

in this booklet, the provision which provides the better benefit
will apply.

HC-FED1 1010

Notice of Provider Directory/Networks

Notice Regarding Provider Directories and Provider
Networks

A list of network providers is available to you without charge
by visiting the website or by calling the phone number on your
ID card. The network consists of providers, including
hospitals, of varied specialties as well as general practice,
affiliated or contracted with Cigna or an organization
contracting on its behalf.

Notice Regarding Pharmacy Directories and Pharmacy
Networks

A list of network pharmacies is available to you without
charge by visiting the website or by calling the phone number
on your ID card. The network consists of pharmacies affiliated
or contracted with Cigna or an organization contracting on its
behalf.

HC-FED78 10-10

Qualified Medical Child Support Order
(QMCSO)

Eligibility for Coverage Under a QMCSO

If a Qualified Medi@l Child Support Order (QMCSO) is

issued for your child, that child will be eligible for coverage as
required by the order and you will not be considered a Late
Entrant for Dependent Insurance.

You must notify your Employer and elect coverage for that
child, and yourself if you are not already enrolled, within 31
days of the QMCSO beingsued.

Qualified Medical Child Support Order Defined

A Qualified Medical Child Support Order is a judgment,

decree or order (including approval of a settlement agreement)
or administrative notice, which is issued pursuant to a state
domestic relations law (including a community property law),
or to an administrative process, which provides for child
support or provides for health benefit coverage to such child
and relates tbenefits under the group health plan, and
satisfies all of the filowing:

fthe order recognizes or
group health benefits for which a participant or beneficiary
is eligible;
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1 the order specifies your name and last knowrresk] and
the childds name and | ast
name and address of an official of a state or political
subdivision may be
address;

1 the order provides a description of the coverage to be
provided, or e manner in which the type of coverage is to
be determined;

1 the order states the period to which it applies; and

1 if the order is a National Medical Support Notice completed
in accordance with the Child Support Performance and
Incentive Act of 1998, suchdlice meets the requirements
above.

The QMCSO may not require the health insurance policy to
provide coverage for any type or form of benefit or option not
otherwise provided under the policy, except that an order may
require a plan to comply with Statens regading health care
coverage.

Payment of Benefits

Any payment of benefits in reimbursement for Covered
Expenses paid by the chi
| egal guardian, shall be
parent or legal gudian, or a state official whose name and
address have been substituted for the name and address of the
child.

HC-FED4 10-10

Special Enrollment Rights Under the Health
Insurance Portability & Accountability Act
(HIPAA)

If you or your eligible Dependen)(sxperience a special
enrollment event as described below, you or your eligible
Dependent(s) may be entitled to enroll in the Plan outside of a
designated enrollment period upon the occurrence of one of
the special enrollment events listed below. If yoai dready
enrolled in the Plan, you may request enrollment for you and
your eligible Dependent(s) under a different option offered by
the Employer for which you are currently eligible. If you are
not already enrolled in the Plan, you must request special
enrollment for yourself in addition to your eligible
Dependent(s). You and all of your eligible Dependent(s) must
be covered under the same option. The special enroliment
events include:

1 Acquiring a new DependentlIf you acquire a new
Dependent(s) througimarriage, birth, adoption or
placement for adoption, you may request special enrollment
for any of the following combinations of individuals if not

k n o Bnmployea ahd spasise;, Dependenechilt(ren) bndy;t

| d, or
mad e

already enrolled in the Plan: Employee only; spouse only;
t he
Employee and Dependent child(ren); Employee, spouse and

substit ut e Depdndentchildiren). Enlollmert éf Bependentichildieg is

limited to thenewborn oradopted children or children who
became Dependent children of the Employee due to
marriage.

Loss of eligibility forSt at e Medi cai d or Clt
Health Insurance Program (CHIP). If you and/or your
Dependent(s) were covered under a state Medicaid or CHIP
plan and the coverage is terminated due to a loss of

eligibility, you may request special enrollment for yourself

and ay affected Dependent(s) who are not already enrolled

in the Plan. You must request enrollment within 60 days

after termination of Medicaid or CHIP coverage.

Loss of eligibility for other coverage (excluding

continuation coverage)If coverage was declinathder

this Plan due to coverage under another plan, and eligibility
for the other coverage is lost, you and all of your eligible
Dependent(s) may request special enroliment in this Plan. If
required by the Plan, when enrollment in this Plan was
previguslydeciiped, itgnyisf hayepaep deglined ip wrigng r e n
vith a stageenithatthe geasonfor decliping prrofimeert ¢
was due to other health coverage. This provision applies to
loss of eligibility as a result of any of the following:

1 divorce or legal separation;

1 cesation of Dependent status (such as reaching the
limiting age);

1 death of the Employee;
1 termination of employment;

1 reduction in work hours to below the minimum required
for eligibility;

1 you or your Dependent(s) no longer reside, live or work
intheother@nds net work service 8
coverage is available under the other plan;

1 you or your Dependent(s) incur a claim which meets or
exceeds the lifetime maximum limit that is applicable to
all benefits offered under the other plan; or

1 the other plan mlonger offers any benefits to a class of
similarly situated individuals.

Termination of Employer contributions (excluding

continuation coverage)If a current or formeEmployer
ceases all contributions tow
Dependent 0s ,speécialenrollmeatwayrba g e
requested in this Plan for you and all of your eligible
Dependent(s).

Exhaustion of COBRA or other continuation coverage.
Special enrollment may be requested in this Plan for you
and all of your eligible Dependent(s) upon exeunsof
COBRA or other continuation coverage. If you or your
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Dependent(s) elect COBRA or other continuation coverage A. Coverage elections
following loss of coverage under another plan, the COBRA  pgr section 125 regulations, you are generally allowed to

or other continuation coverage must be exhausted before enroll for orchange coverage only before each annual benefit
any special enrollment rigs exist under this Plan. An period. However, exceptions are allowed:
individual is considered to have exhausted COBRA or other

continuation coverage onif/such coverage ceasehie to
failure of theEmployer or other responsible entity to remit

1 if you meet Special Enrollment criteria and enroll as
described in the Special Enrollment section; or

premiums on a timely basighen the person nohger 1 if your Employer agrees, anjgu meet the criteria shown in
resides or works in the ot her thefdiavingdSectiesngB througheandzenrell for on ahahget h e
no other COBRA or continuation coveraga#able under coverage within the time period established by your

the plan; owhen the individual incurs a claim that would Employer.

meet or exceed a lifetime maximum limit on all benefits and g change of status
there is nather COBRA or other continuation coverage

available to the individual. This does not include A change in status is defined as:

terminationofafEmp | oyer 6s | i mi t ed p e M ichange iplegal marital status due to marriage, death of a
contributions toward COBRA or other continuation spouse, divorce, annulitear legal separation;

coverage as provided under any severance or other 1 change in number of Dependents due to birth, adoption,
agreement. placement for adoption, or death of a Dependent;

1 Eligibility for employment assistance under State 1 change in employment status of Employee, spouse or
Medi caid or Childrends Heal t hpdpdhdehtti@ tbemminitibonodsta’d dhemployment,
(CHIP). If you and/or your Dependent(s) become eligible strike, lockout, beginnimor end of unpaid leave of absence,
for assistance with group health plan premium payments including under the Family and Medical Leave Act
under a state Medicaid or CHIP plan, you may request (FMLA), or change in wdtsite;

special enrollment for yourself and any affected
Dependent(s) who are not already enrolled in the Plan. You
must request enrollment within 60 days after the date you
are determined to be eligible fossistance.

Except as stated above, special enrollmentust be
requested within 30 days after the occurrence of the

1 changes in employment status of Employee, spouse or
Dependent resulting in eligibility or ineligibility for
coverage;

1 change in residencd Employee, spouse or Dependent to a
l ocation outside of the Empl

special enrollment eventlf the special enrollment event is and

the birth or adoption of a Dependent child, coverage will 1 changes which cause a Dependent to become eligible or
be effective immediately on the date of birth, adoption or ineligible for coverage.

placement for adgtion. Coverage with regard to any other C. Court order

special enroliment event will be effectivao later than the
first day of the first calendar month following receipt of
the request for special enrollment.

Domestic Partners and their children (if not legal childven D. Medicare or Medicaid eligibility/entitiement

the Employee) are not eligible for special enrollment. The Employee, spouse or Dependent cancels or reduces
coverage due to entittement to Medicare or Medicaid, or

enrolls or increases coverage due to loss aliége or
HC-FED96 0417 Medicaid eligbility.

E. Change in cost of coverage
If the cost of benefits increases or decreases during a benefit

A change in coverage due to and consistent with a court order
of the Employee or other person to cover a Dependent.

Effect of Section 125 Tax Regulations on This period, your Employer may, in accordance with plan terms,
Plan automatically change your elective conttibn.

Your Employer has chosen to administer this Plan in When the change in castsignificant, you may either
accordance with Section 125 regulations of the Internal increase your aaribution or elect lessostly coverage. When
Revenue Code. Per shiegulation, you may agree to a pretax a significant overall reduction is made to the benefit option
salary reduction put toward the cost of your benefits. you have elected, you may elect another available benefit
Otherwise, you will receive your taxable earnings as cash option. When a new benefit option is addgou may change
(salary). your election to the new benefit option.
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F. Changes in coverage of spouse or Dependent under Coverage for Maternity Hospital Stay

another employ e. ros p_l an Under federal law, group health plans and health insurance
You may make a coverage election change if the plan of your  jsgyers offering group health insurance coverage generally

spouse or Dependent: incurs a change such as adding or may not restrict benefits for any hospital length of stay in
deletng a benefit option; allows election changes due to connection with childbirth for the mother or newborn child to
Special EnrolimentChange in Status, Court Order or less than 4®ours following a vaginal delivery, or less than 96
Medicare or Medicaid Eligibility/Entitlement; or this Plan and hours following a delivery by cesarean section. However, the
the other plan have different periods of coverage or open plan or issuer may pay for a shorter stay if the attending
enroliment jeriods. provider €.g.,your physician, nurse midwife, or physician

G. Reduction in work hours assistant), after conkation with the mother, discharges the

I f an Employeeds work hours amoéherrorengvx(p%rrée@r.bel ow 30
hours/week (even if it does not result in the Employee losing Also, under federal law, plans and issuers may not set the level

eligibility for the Empl oyer 6efbepaiitg & pubfgpecket costs sadthatanydateeppron of y e e
(and family) intend to enroll in another plan that provides the 48hour (or 96hour) stay is treated in a manner less

Minimum Essential Coverage (MEC). The new coverage must  favorable to the mother or newborn than any earlier portion of

be effective no later than the 1st day of the 2nd month the stay.

following the month that includes the date the original In addition, a plan or issuer may not, under federal law,
coverage is revoked. require that a physician or other health care provider

H. Enrollment in a Qualified Health Plan (QHP) obtain authorization for prescribing a length of stay of up

The Employee must be eligibler a Special Enroliment to 48 hours(or 96 hours). However, to use certain

Period to enroll in a QHP through a Marketplace or the providers or facilities, orto reduce your ou'eo_f-_poc_ket

Employee wants to enroll in a QHP through a Marketplace COSts, you may be req_u_lred_ to obtain precertification. For
during the Marketplaceds an nu/RPmaliongnpregeqificafion copiagtyourplan j 4. an
the disenrollment from the group plan corresponds to the administrator.

intended enrollment of the Employee (and family) in a QHP

through a Marketplace for new coverage effective beginning HC-FEDLO 1010

no later than the day immediately following the last day of the

original coverage.

Wo me n 6 s H eCancdr Rights Actl

HC-FED95 0417 (WHCRA)

Do you know that vyour plan, a

o ) Health and Cancer Rights Act of 1998, provides benefits for

Eligibility for Coverage for Adopted Chil dren mastectomyrelated services including all stages of
Any child who is adopted by you, including a child who is reconstruction and surgery to achieve symmetry between the
placed with you for adoption, will be eligible for Dependent breasts, prostheses, and complications resulting from a
Insunce, if otherwise eligible as a Dependepbn the date mastectomy, including lymphedema? Call Member Services at
of placement with you. A child will be considered placed for the toll free number listed on your ID card for more
adoptionwhen you become legally obligated to support that information.
child, totally or partially, prior to that childds adoptio
If a child placed for adoption is not adopted, all health HC-FED12 1010
coverage ceases when the placement ends, and will not be
continued.

The provisionsin he fAException for Newbornso section of
this document that describe requirements for enrollment and

effective date ofrisurance will also apply to an adopted child

or a child placed with you for adoption.

HC-FED67 09-14

75 myCigna.com



§:2Cigna®

Group Plan Coverage Instead of Medicaid

If your income and ligid resources do not exceed certain
limits established by law, the state may decide to pay
premiums for this coveragastead of for Medicaid, if it is
cost effective. This includes premiums for continuation
coverage required by federal law.

HC-FED13 10-10

Requirements ofFamily and Medical Leave Act
of 1993 (as amended) (FMLA)

Any provisions of lhe policy that provide forcontinuation of
insurance dung a leave of absence; arginstatement of
insurance fdowing a return to Active Service; are moddie

by the following provisions of the federal Family and Medical
Leave Act of 1993, as amended, wheppliable:

Continuation of Health Insurance During Leave

Your health insurance will be continued during a leave of
absence if:

1 that leave qualifies as adve of absence under the Family
and Medical Leave Act of 1993, as amended; and

1 you are an eligible Employee under the terms of that Act.

The cost of your health insurance during such leave must be
paid, whether entirely by your Employer or in part by wod
your Employer.

Reinstatement of Canceled Insurance Following Leave

Upon your return to Active Service following a leave of
absence that qualifies under the Family and Medical Leave
Act of 1993, as amended, any canceled insurance (health, life
or disabiity) will be reinstated as of the date of yoeturn.

You will not be required to satisfy any eligibility or benefit
waiting period to the extent that they had been satisfied prior
to the start of such leave of absence.

Your Employer will give you detadld information about the
Family and Medical Leave Act of 1993, as amended.

HC-FED93 10-17

Uniformed Services Employment and Re
Employment Rights Act of 1994 (USERRA)

The Uniformed Services Employment and-&maployment
Rights Act of 1994 (USERRA) sets rdicements for
continuation of health coverage andemployment in regard
to an Employeeds military
requirements apply to medical and dental coveraggdior

and your Dependent§hey do not apply to any Life, Shert
term or Longterm Disability or Accidental Death &
Dismemberment coverage you may have.

Continuation of Coverage

For leaves of less than 31 days, coverage will continue as
described in the Termination section regarding Leave of
Absence.

For leaves of 31 days or more, ymay continue coverage for
yourselfand your Dependentss follows:

You may continue benefits by paying the required premium to
your Employer, until the earliest of the following:

1 24 months from the last day of employment with the
Employer;

1 the day after yo fail to return to work; and
1 the date the policy cancels.

Your Employer may charge y@and your Dependentg to
102% of the total premium.

Reinstatement of Benefits (applicable to all coverages)

If your coverage ends during the leave of absence begause
do not elect USERRA at the expiration of USERRA and you
are reemployed by your current Employer, coverage for you
and your Dependents may be reinstatgaif gave your
Employer advance written or verbal notice of your taily
service leave, antthe duration of all military leaves while you
are employed with your current Employer does not exceed 5
years.

You and your Dependentsill be subject to only the balance

of a waiting period that was not yet satisfied before the leave
began. However, if an Injy or Sickness occurs or is
aggravated during the military leave, full Plan limitations will
apply.

If your coverage under this plan terminates as a result of your
eligibility for military medical and dental coverage and your
order to active duty is canesl before your active duty service
commences, these reinstatement rights will continue to apply.

HC-FED18 10-10

Claim Determination Procedures

The following complies with federal law. Provisions of
applicable laws of your state may supersede.

ProceduresRegarding Medical Necessity Determinations

In general, health services and benefits must be Medically
Necessary to be covered under the plan. The procedures for
determining Medical Necessity vary, according to the type of

| e a YeRicedf berfll R uds@E ahe thpl 8f Hicdith plan.

76

myCigna.com



§:2Cigna®

Medical Necessity determinations are made on a preservice,
concurrent, or postservice basis, as described below:

Certain services require prior authorization in order to be
covered. Thédookletdescribes who is responsible for
obtaining this review. You or your authorized representative
(typically, your health care pfessional must requegtrior
authorizatioraccording to the procedures described below, in
thebookl et ,
documents as apipable.

When services or benefits are determined to beoatred

you or your representative will receive a written description of
the adverse determination, and may appeal the determination.
Appeal procedures are described inltbeklet,in your

provid esrnétwork participation documeras applicableand

in the determination notices.

Note: An oral statement made to you by a representative of
Cigna or its designee that indicates, for example, a particular
service is a Covered Expense, is authorizeddwerage by

the plan, or that you are eligible for coverage is not a
guarantee that you will receive benefits for services under this
plan. Cigna will make a benefit determination after a claim is
received from you or your authorized representative tlhad
benefit determination will be based on, your eligibility as of
the date services were rendered to you and the terms and
conditions of the plan in effect as of the date services were
rendered to you.

Preservice Determinations

When you or your represetitae requesta requiredorior
authorization Cignawill notify you or your representative of

the determination within 15 days after receiving the request.
However, if more time is needed due to matters beyond

Ci g rcantras, Cignawill notify you or yourrepresentative
within 15 days after receiving your request. This notice will
include the date a determination can be expected, which will
be no more than 30 days after receipt of the request. If more
time is needed because necessary information is misimg

the request, the notice will also specify what information is
needed, and you or your representative must provide the
specified information t&€Cignawithin 45 days after receiving

the notice. The determination period will be suspended on the
dateCignasends such a notice of missing information, and the
determination period will resume on the date you or your
representative responds to the notice.

If the determination periods above would seriously jeopardize
your life or health, your ability to regamaximum function,

or in the opinion of a health care professional with knowledge
of your health condition, cause you severe pain which cannot
be managed without the requested services, Cigna will make
the preservice determination on an expedited bagisiaCaill
defer to the determination of the treating health care
professional regarding whether an expedited determination is
necessary. Cigna will notify you or your representative of an

expedited determination within 72 hours after receiving the
request.

However, if necessary information is missing from the
requestCignawill notify you or your representative within 24
hours after receiving the request to specify what information is
needed. You or your representative must provide the specified
informationto Cignawithin 48 hours after receiving the

a n d s metworly participationr o v i d enotide.Cignawill notify you or your representative of the

expedited benefit determination withd® hours after you or
your representative responds to the notice. Expedited
determinations may be provided dyafollowed within 3 days
by written or electronic notification.

If you or your representativa&ttempts to request a preservice
determination, bufails to followC i g rpeodedures for
requesting a required preservice determinat@ignawill

notify youor your representative of the failure and describe
the proper procedures for filing within 5 days (or 24 hours, if
an expedited determination is required, as described above)
after receiving the request. This notice may be provided orally,
unless you or ur representative requests written notification.

Concurrent Determinations

When an ongoing course of treatment has been approved for
you and you wish to extend the approval, you or your
representative must request a required concucmrdrage
determinabn at least 24 hours prior to the expiration of the
approved period of time or number of treatments. When you
or your representative requests such a determin&igna

will notify you or your representative of the determination
within 24 hours after regving the request.

Postservice Determinations

When you or your representative requesteverage
determinatioror a claim payment determinatiafter services
have been rendere@jgnawill notify you or your

representative of the determination withindys after

receiving the request. However, if more time is needed to
make a determination due to matters bey@rid g ncantiod
Cignawill notify you or your representative within 30 days
after receiving the request. This notice will include the date a
determination can be expected, which will be no more than 45
days after receipt of the request.

If more time is needed because necessary information is
missing from the request, the notice will also specify what
information is needed, and you or your repréaative must
provide the specified information @ignawithin 45 days

after receiving the notice. The determination period will be
suspended on the dafignasends such a notice of missing
information, and the determination period will resume on the
dat you or your representative responds to the notice.

Notice of Adverse Determination

Every notice of an adverse benefit determination will be
provided in writing or electronically, and will include all of
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the following that pertain to the determinatiorfoirmation
sufficient to identify the claim including, if applicable, the

date of service, provider and claim amount; diagnosis and
treatment codes, and their meanings; the specific reason or
reasons for the adverse determination including, if applicable,
the denial code and its meaning and a description of any
standard that was used in the denial; reference to the specific
plan provisions on which the determination is based; a
description of any additional material or information necessary
to perfect the @im and an explanation of why such material
or information i s necessary,;
procedures and the time limits applicable, including a
statement of a claimantos ri
section 502(a) of ERISA folloing an adverse benefit
determination on appeal, (if applicable); upon request and free
of charge, a copy of any internal rule, guideline, protocol or
other similar criterion that was relied upon in making the
adverse determination regarding your claim; and

explanation of the scientific or clinical judgment for a
determination that is based on a Medical Necessity,
experimental treatment or other similar exclusion or limit; a
description of any available internal appeal and/or external
review process(esinformation about any office of health
insurance consumer assistance or ombudsman available to
assist you with the appeal process; and in the case of a claim
involving urgent care, a description of the expedited review
process applicable to such claim.

HC-FED104 01-19

Appointment of Authorized Representative

You may appoint an authorized representative to assist you in
submitting a claim or appealing a claim denial. However,
Cigna may require you to designate your authorized
representative in writing ugjna form @proved by Cigna. At

all times, the appointment of an authorized representative is
revocable by you. To ensure that a prior appointment remains
valid, Cigna may require you to-sgpoint your authorized
representative, from time to time.

Cigna eserves the right to refuse to honor the appointment of
a representative if Cigna reasonably determines that:

1 the signature on an authorized representative form may not
be yours, or

1 the authorized representative may not have disclosed to you
all of the rédevant facts and circumstances relating to the
overpayment or underpayment of any claim, including, for
example, that the billing practices of the provider of medical
services may have jeopardized your coverage through the
waiver of the cossharing amoustthat you are required to
pay under your plan.

If your designation of an authorized representative is revoked,
or Cigna does not honor your designation, you may appoint a
new authorized representative at any time, in writing, using a

form approved by Ciga.

HC-FED88 01-17

Medical - When You Have a Complaint or an
Appggiscription of the plands

Fof the pyrppsep qf this section, apy;referepce g Faui o p
"your" also refers to a representative or providesignated by
you to act on your behalf; unless otherwise noted.

We want yu to be completelyadisfied with the servicegou
receive. That is why we have established a process for
addressing your concerns and solving your problems.

Start With Customer Service

We are here to listen and help. If you have a concern
regarding a peson, a service, the quality of care, contractual
benefits, or a rescission of coverage, you may call the toll
free number on your ID card, explanation of benefits, or
claim form and explain your concern to one of our Customer
Service representatives. Youagnalso express that concern
in writing.

We will do our best to resolve the matter on your initial
contact. If we need more time to review or investigate your
concern, we will get back to you as soon as possible, but in
any case within 30 days. If you aret satisfied with the

results of a coverage decision, you may start the appeals
procedure.

Internal Appeals Procedure

To initiate an appeal of an adverse benefit determination, you
must submit a request for an appeal to Cigna within 180 days
of receipt ofa denial noticelf you appeah reduction or
termination in coverage for an ongoing course of treatment
that Cigna previously approved, you will receive, as required
by applicable law, continued coveragengimg the outcome of
an appeal.

You should statéhe reason why you feel your appeal should
be approved and include any information supporting your
appeal. If you are unable or choose not to write, you may ask
Cigna to register your appeal by telephone. Call or write us at
the tolHfree number on you card, explanation of benefits,

or claim form.

Your appeal will be reviewed and the decision made by
someone not involved in the initial decision. Appeals
involving Medical Necessity or clinical appropriateness will
be considered by a health care profasal.
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We will respond in writing with a decision within 30 calendar
days after we receive an appeal for a required preservice or
concurrent care coverage determination or a postservice
Medical Necessity determination. We will respond within 60
calendar day after we receive an appeal for any other
postservice coverage determination. If more time or
information is needed to make the determination, we will
notify you in writing to request an extension of up to 15
calendar days and to specify any addition&drimation

needed to complete the review.

In the event any new or additional information (evidence) is
considered, relied upon or generated by Cigna in connection
with the appeal, this information will be provided
automatically to you as soon as possiblé sufficiently in
advance of the decision, so that you will have an opportunity
to respond. Also, if any new or additional rationale is
considered by Cigna, Cigna will provide the rationale to you
as soon as possible and sufficiently in advance of theidaci
so that you will have an opportunity to respond.

You may request that the appeal process be expediteas if
time frames under this process would seriously jeopardize
your life, health or ability to regain maximum functionality or
in the opinion of yar health care providerould cause you
severe pain which cannot be managed without the requested
services.

If you request that your appeal be expedited, you may also ask
for an expedited external Independent Review at the same
time, if the time to completan expedited lev&ne appeal

would be detrimental to your medical condition.

When an appeal is expedited, Cigna will respond orally with a
decision within 72 hours, followed up in writing.

External Review Procedure

If you are not fully satisfied with #hdecision of Cigna's

internal appeal review and the appeal involves medical
judgment or a rescission of coverage, you may request that
your appeal be referred to an Independent Review
Organization (IRO). The IRO is composed of persons who are
not employedy Cigna, or any of its affiliates. A decision to
request an external review to an IRO will not affect the
claimant's rights to any other benefits under the plan.

There is no charge for you to initiate an external review. Cigna
and your benefit plan wikhbide by the decision of the IRO.

To request a review, you must notify the Appeals Coordinator
within 4 months of your receipt of Cigna's appeal review
denial. Cigna will then forward the file to a randomly selected
IRO. The IRO will render an opinion with45 days.

When requested, and if a delay would be detrimental to your
medical condition, as determined by Cigna's reviewer, or if
your appeal concerns an admission, availability of care,
continued stay, or health care item or service for which you
received emergency services, but you have not yet been

discharged from a facility, the external review shall be
completed within 72 hours.

Notice of Benefit Determination on Appeal

Every notice of a determination on appeal will be provided in
writing or electrocally and, if an adverse determination, will
include: information sufficient to identify the claim including,

if applicable, the date of service, provider and claim amount;
diagnosis and treatment codes, and their meanings; the
specific reason or reasoftg the adverse determination
including, if applicable, the denial code and its meaning and a
description of any standard that was used in the denial;
reference to the specific plan provisions on which the
determination is based; a statement that the elains entitled

to receive, upon request and free of charge, reasonable access
to and copies of all documents, records, and other Relevant
Information as defined below; a statement describing any
voluntary appeal procedures offered by the plan and the
claimant's right to bring an action under ERISA section
502(a), if applicable; upon request and free of charge, a copy
of any internal rule, guideline, protocol or other similar
criterion that was relied upon in making the adverse
determination regarding yoappeal, and an explanation of the
scientific or clinical judgment for a determination that is based
on a Medical Necessity, experimental treatment or other
similar exclusion or limit; and information about any office of
health insurance consumer assistasrcembudsman available

to assist you in the appeal process. A final notice of an adverse
determination will include a discussion of the decision.

You also have the right to bring a civil action undggetion
502(a) of ERISA if you are not satisfied withetdecision on
review. You or your plan may have other voluntary alternative
dispute resolution options such as Mediation. One way to find
out what may be available is to contact your local U.S.
Department of Labor office and your State insurance
regulatoy agency. You may also contact the Plan
Administrator.

Relevant Information

Relevantinformation is any document, record or other
information which: was relied upon in making the benefit
determination; was submitted, cottesied or generated in the
course dmaking the benefit determination, without regard to
whether such document, record, or other information was
relied upon in making the benefit determination; demonstrates
compliance with thedministrative processes and safeguards
required by federal lawn making the benefit determination;

or consitutes a statement of policy or guidance with respect to
the plan cacerning the denied treatment option or benefit for
the claimant's diagnosis, without regard to whether such
advice or statement was relied nda making the benefit
determiration.
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Legal Action Who is Entitled to COBRA Continuation?

If your plan is governed by ERISA, you have therighttobring Onl y a fiqual i fied beneficiary
a civil action under section 502(a) of ERISA if you are not elect to continue health insurance coverage. A qualified
satisfied with the outcome of the Appeals Procedure. In most beneficiary may include the following individuals who were
instances, you mayon initiate a legal action against Cigna covered by the Plan on the day the qualifyingnéwecurred:
until you have completed the appeal proceddesiever, no you, your spouse, and your Dependent children. Each
action will be brought at all unless brought within three years qualified beneficiary has their own right to elect or decline
after proof of claim is required under the Plan. However, no COBRA continuation coverage even if you decline or are not
action will be brought at allnless brought within 3 years after eligible for COBRA contination.

a claim is submitted for H\etwork Services or within three The following individuals are not qlified beneficiaries for
years after proof of claim is required under the Plan for Out purposes of COBRAantinuation: domestic partners
of-Network services. grandchildren (unless adopted by you), stepchildren (unless

adopted by you). Although these individuals do not have an
independent right to elect COBRA continuation coverage, if

HC-FED110 01-21
you elect COBRA continuation coverage for yourself, you
may also cover your Dependents even if they are not
) . ) considered qualified beneficiaries under COBRA. However,
COBRA Continuation Rights Under Federal such individual sé coverage wi
Law continuation coverage terminatei€lTsections titled
For You and Your Dependents fiSecondary Qualifying EverisndfiMedicare Extension For

Your Dependentsare not gplicable to these individuals.

What is COBRA Continuation Coverage? o
Secondary Qualifying Events

Under federal law, you and/or your Dependents must be given

the opportunity to continue health insurance when there is a If, as a result of your termination of employment or reduction
Aiqual ifying evento that woul dinwakheussyour Depepdgal(Ravesiected GQBRA a ge u
the Plan. You and/grour Dependents will be permitted to continuation coveage and one or more Dependents experience
continue the same coverage under which you or your another COBRA qualn‘y_mg event, the aff_ected Dependent(s)
Dependents were covered on the day before the qualifying may elect to extend their COBRAmimuation coverage for
eventac urred, unless you move o ud addionajlfmqnths(f mopthsdf the sgopndanyeyest

area or the plan is no longer available. You anydéor occurs within the dlsabll|lw extension period) for a maximum
Dependents cannot change coverage options until the next of 35 months from the initial qualifying event. The.sggond

open enroliment period. qualifying event must occur before the end of the initial 18

months of COBRA continuation coverage or within the

When is COBRA Continuation Available? disability extension pésd discussed below. Under no

For you and your Dependents, COBRA continuation is circumstances will COBRA continuation coverage be
available for up to 18 months from the date of the following available for more than 36 months from the initial qualifying
qualifying eventsfithe event would result in a loss of event. Secondary qualifying events are: your death; your
coverage under the Plan: divorce or legal separation; or, for a&gendent child,dilure
1 your termination of employment for any reason, other than to continue to qualify as a Dependent under the Plan.
gross misconduct; or Disability Extension
1 your reduction in work hours. If, after electing COBRA continuation coverage due to your
For your Dependents, COBRA continuation coverage is termiration of employment or reduction in work hours, you or
available for up to 36 monthsoim the date of the following one of your Dependents istdrmined by the Social Secty
qualifying events if the event would result in a loss of Administration (SSA) to be totally disabledder Title Il or
coverage under the Plan: XVI of the SSA, you and all of your Dependents who have

our death: elected COBRA continuation coverage may extend such
Ty _ ' . continuation for an additional 11 months, for a maximum of
1 your divorce or legal separation; or 29 months from the itial qualifying event.

1 for a Dependent child, failure to continue to qualify as a
Dependent under the Plan.
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To qualify for the disability extension, all of the following Moving Out of Employerods Serv
requirements must be satisfied: a Service Area
1 SSA must determine that the disability occurred prior to or I f you and/ or your Dependents

within 60 days after the disabled individual elected COBRA
continuation coveige; and

1 A copy of the written SSA determination must be provided
to the Plan Administrator within 60 calendar days after the
date the SSA determination is made AND before the end of
the initial 18month continuation period.

If the SSA later determines thiéie individual is no longer
disabled, you must notifthe Plan Administratowithin 30
days after the date the final detgénation is made by SSA.
The 1Etmonth disability extension will terminate for all
covered persons on the first day of the monthithatore than Dependents with the following notices:

30 days after the date the SSA makes a final determination 1 An initial notification of COBRA continuation rights must

that the disabled individual is no longer disabled. be provided within 90 days a

All causes for ATerminati on of co@@dRmer Ge Plan beginsdor theoPha first becormes d

service area or the Employer eliminates a service area in your
location, yourCOBRA continuation coverage under the plan
will be limited to outof-network coverage only. inetwork
coverage is not available
area. If the Employer offers another benefit option through
Cigna or another carrier whiclaic provide coverage in your
location, you may elect COBRA continuation coverage under
that option.

Empl oyeréds Notification
Your Employer is required to provide you and/or your

out

Requi

below will also apply to the period of disability extension.
Medicare Extension for Your Dependents

When the qualifying event is your termination of employment
or reduction in work hours and you became enrolled in
Medicare (Part A, Part B or both) within the 18 months before
the qualifying event, COBRA continuation coverageyfour
Dependents will last for up to 36 months after the date you
became enrolled in Medicare. Your COBRA continuation
coverage will last for up to 18 months from the date of your
termination of employment oeduction in work hours.

Termination of COBRA Continuation

COBRA continuation coverage will be terminated upon the
occurrence of any of the following:

1 the end of the COBRA continuation period of 18, 29 or 36
months, as applable;

1 failure to pay the required premium within 30 calendar days
after the duelate;

1 cancellationoft he Empl oyer 0 s;

1 after electing COBRA continuation coverage, a qualified
beneficiary enrolls in Medicare (Part A, Part B, or both);

1 after electing COBRA continuation coverage, a qualified
beneficiary becomes coveradder another group health
plan, unless the qualified beneficiary has a condition for
which the new plan limits or excludes coveragdar a pre
existing condition provision. In such case coverage will
coninue until the earliest othe end of the applitde
maximum period;the date the prexisting condition
provisionis no longer applicable; d¢he occurrence of an
event described in one of the first three bullets above;

1 any reason the Plan would terminate coverage of a
participant or beneficiary who i®ot receiving continuation
covaage (e.g., fraud).

policy

subject to COBRA continuation requirements, if later). If
you and/or your Dependents experience a qualifyiregnev
before the end of that &y period, the initial notice must
be provided within the time frame required for the COBRA
continuation coverage election notice as explained below.

1 A COBRA continuation coverage election notice must be
provided to you andfoyour Dependents within the
following timeframes:

1 if the Plan provides that COBRA continuation coverage
and the period within which an Employer must notify the
Plan Administrator of a qualifying event starts upon the
loss of coverage, 44 days after lofsaverage under the
Plan;

1 if the Plan provides that COBRA continuation coverage
and the period within which an Employer must notify the
Plan Administrator of a qualifying event starts upon the
occurrence of a qualifying event, 44 days after the
qualifying event occurs; or

wii inh the c43é o anraulemployer plan, no later than 14 days
after the end of the period in which Employers must
provide notice of a qualifying event to the Plan
Administrator.

How to Elect COBRA Continuation Coverage

The COBRA coverage ettion notice will list the individuals
who are eligible for COBRA continuation coverage and
inform you of the applicable premium. The notice will also
include instructions for electing COBRA continuation
coverage. You must notifyne Plan Administratoof your
election no later than the due date stated on the COBRA
election notice. If a written electiorotice is required, it must
be postmarked no later than the due date stated on the
COBRA election notice. If you do not make proper
notification by the da date shown on the notice, you and your
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Dependents will lose the right to elect COBRA continuation
coverage. If you reject COBRA continuation coverage before
the due date, you may change your mind as long as you
furnish a conpleted election form beforedhdue date.

Each qualified beneficiary has an independent right to elect
COBRA continuation coverage. Continuation coverage may
be elected for only one, several, or for all Dependents who are
qualified beneficiaries. Parents may elect to continue coverage
on behalf of their Dependent children. You or your spouse
may elect continuation coverage on behalf of all the qualified
beneficiaries. You are not required to elect COBRA
continuation coverage in order for your Dependents to elect
COBRA contination.

How Much Does COBRA Continuation Coverage Cost?

Each qualified beneficiary may be required to pay the entire
cost of continuation coverage. The amount may not exceed
102% of the cost to the group health plan (including both
Employer and Employee contributiorfey coverage of a
similarly situated active Employee or family membene
premium during the Zinonth disability extension may not
exceed 150% of the cost to the group health plan (including
both employer and employee contributions) for coverage of a
similarly situated active Employee or family member.

For examplelf the Employee alone elects COBRA
continuation coverage, the Employee will be charged 102%
(or 150%)of the active Employee premium. If the spouse or
one Dependent child alone elects COBRAtoaration
coverage, they will be charged 10266 150%)of the active
Employee premium. If more than one qualified beneficiary
elects COBRA continuation coverage, they will be charged
102%(or 150%)of the applicable family gmium.

When and How to Pay COBRA Premiums
First payment for COBRA continuation

If you elect COBRA continuation coverage, you do not have
to send any payment with the election form. However, you
must make your first payment no later than 45 calendar days
after the date of your electiofT his is the date the Election
Notice is postmarked, if mailed.) If you do not make your first
payment within that 45 days, you will lose all COBRA
continuation rights under the Plan.

Subsequent payments

After you make your first payment for COBRA contation
coverage, you will be required to make subsequent payments
of the required premium for each additionadnthof

coverage. Payment is due the first day of each montkf

you make a payment on or before its due date, your coverage
under the Plan wlicontinue for that coverage period hout

any break.

Grace periods for subsequent payments

Although subsequent payments are dughieyfirst day of the
month you will be given a grace period of 30 days after the
first day of the coverage period to madachmonthly

payment. Your COBRA continuation coverage will be

provided for each coverage period as long as payment for that
coverage period is made before the end of the grace period for
that payment. However, if your payment is received after the
due dag, your coveragender the Plan may be suspended
during this time. Any providers who contact the Plan to
confirm coverage during this time may be informed that
coverage has been suspended. If payment is received before
the end of the grace period, your ecage will be reinstated

back to the beginning of the coverage period. This means that
any claim you submit for benefits while your coverage is
suspended may be denied and may have to be resubmitted
once your coverage is reinstated. If you fail to make a
payment before the end of the grace period for that coverage
period, you will lose all rights to COBRA continuation
coverage under the Plan.

You Must Give Notice of Certain Qualifying Events

If you or your Dependent(s) experience one of the following
qualifying events, you must notitype Plan Administrator

within 60 calendar days after the later of the date the
qualifying event occurs or the date coverage would cease as a
result of the qualifying event:

1 Your divorce or legal separation; or
1 Your child ceaset qualify as a Dependent under the Plan.

1 The occurrence of a secondary qualifying event as discussed
under fASecondary Qualifying
must be received prior to the end of the initial 4829
month COBRA period).

(Alsorefertothes e ct i on
additional notice requirements.)

Notice must be made in writing and must include: the name of
the Plan, name and address of the Employee covered under the
Plan, name and address(es) of the qualified beneficiaries
affected by the qualifying event; the qualifying event; the date
the qualifying event occurred; and supportinguoentation

(e.g., divorce decree, birth certificate, disability detegatim,

etc.).

Newly Acquired Dependents

If you acquire a new Dependehrough marriage, birth,
adoption or placement for adoption while your coverage is
being continued, you may cover such Dependent under your
COBRA continuation cowage.However, only your newborn
or adopted Dependent child is a qualified beneficiaryraag
continue COBRA continuation coverage for the remainder of
the coverage period following your early termination of
COBRA coverage or due to a secondary qualifying event.

titled fADi sabi
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COBRA coverage for your Dependent spouse and any
Dependent children who are not yathildren (e.g.,
stepchildren or grandchildren) will cease on the date your
COBRA coverage ceases and they are not eligible for a
secondary qualifying event.

COBRA Cont i
Bankruptcy

If you are covered as a retiremd a proceeding in bankruptcy
is filed with respect to the Employer under Title 11 of the
United States Code, you may be entitled to COBRA
continuation coverage. If the bankruptcy results in a loss of
coverage for you, your Dependents or your survivingusp
within one year before or after such proceeding, you and your
covered Dependents will become COBRA qualified
beneficiaries with respect to the bankruptcy. You will be
entitled to COBRA continuation coverage until your death.
Your surviving spouse arcbvered Dependent children will

be entitled to COBRA continuation coverage for up to 36
months following your death. However, COBRA conttion
coverage will cease upon the occurrence of any of the events
|l isted under ATer mi nathboen of

Interaction With Other Continuation Benefits

You may be eligible for other continuation benefits under state
law. Refer to the Termination section for any other
continuation benefits.

nuation for Ret i

HC-FED66 07-14

Definitions
Active Service
You will be considereth Active Service:

1 on any of your Employer's scheduled work days if you are
performing the regular duties of your work on a-tirhe
basis on that day either at your Employer's place of business
or at some location to which you are required to travel for
your Employer's business.

1 on a day which is not one of your Employer's scheduled
work days if you were in Active Service on the preceding
scheduled work day.

HC-DFS1095 12-17

rees

Ambulance

Licensed ambulance transportation services involve the use of
specidly designed and equipped vehicles for transporting ill or
injured patients. It includes ground, air, or sea transportation
when Medically Necessary and clinically appropriate.

Foll owing Employerds

HC-DFS1480 01-21

Ancillary Charge

An additional cost, outside of plan cosashg detailed in The
Schedule of Prescription Drug Benefits, which may apply to
some Prescription Drug Products when you request a more
expensive Brand Drug when a lower cost, Therapeutic
Equivalent, Generic Drug is available. The Ancillary Charge
is theamount by which the cost of the requested Brand Drug
exceeds the cost of the Generic Drug.

HC-DFS1553

COBRA Contii
Biologic

A virus, therapeutic serum, toxin, antitoxin, vaccine, blood,
blood component or derivative, allergenic product, protein
(except any cheiwally synthesized polypeptide), or analogous
product, or arsphenamine or derivative of arsphenamine (or
any other trivalent organic arsenic compound), used for the
prevention, treatment, or cure of a disease or condition of
human beings, as defined un@sction 351(i) of the Public
Health Service Act (42 USC 262(i)) (as amended by the
Biologics Price Competition and Innovation Act of 2009, title
VII of the Patient Protection and Affordable Care Act, Pub. L.
No. 111148, § 7002 (2010), aras may be amende
thereafter).

01-21

nuationo a

HC-DFS80 10-16

Biosimilar

A Biologic that is highly similar to the reference Biologic
product notwithstanding minor differences in clinically
inactive components, and has no clinically meaningful
differences from the reference Biologicterms of its safety,
purity, and potency, as defined under Section 351(i) of the
Public Health Service Act (42 USC 262(i)) (as amended by
the Biologics Price Competition and Innovation Act of 2009,
title V11 of the Patient Protection and Affordable Caret A
Pub. L. No. 111148, § 7002 (2010), and as may be amended
thereafter).

HC-DFS841 10-16
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Brand Drug

A Prescription Drug Product that Cigna identifies as a Brand
Drug product across its boakK-business, principally based on
available data resourcesg¢inding, but not limited to, First
DataBank or another nationally recognized drug indicator
source, that classify drugs or Biologics as either brand or
generic based on a number of factors. Not all products
identified as a "brand name" by the manufactupbigrmacy,

or your Physician may be classified as a Brand Drug under the
plan.

HC-DFS812 10-16

Business Decision Team

A committee comprised of voting and reating
representatives across various Cigna business units such as
clinical, medical and busingdeadership that is duly

authaized by Cigna to effect changesgarding coverage
treatment oPrescription Drug Products and Medical
Pharmaceuticalsased on clinical findings provided by the
P&T Committee, including, but not limited tohanges
regardiry tier placement and application of utilization
management tBrescription Drug Products and Medical
Pharmaceuticals.

HC-DFS1494 07-20

Charges

The term chargesmeans the actual billed charges; except
whenCigna has contracted directly or indirectly todifferent
amount including where Cigna has directly or indirectly
contracted with an entity to arrange for the provision of
services and/or gplies through contracts with providers of
such services and/or supplies.

HC-DFS1193 01-19

Chiropractic Care

The term Chiropractic Care means the conservative
management of acute neuromusculoskeletal conditions
through manipulation and ancillary physiological treatment
rendered to specific joints to restore motion, reduce pain and
improve function.

HC-DFS1717 01-22

Convenience CareClinics

Convenience Care Clinics are staffed by nurse practitioners
and physician assistants and offer customers convenient,
professional walkn care for common ailments and routine
services. Convenience Care Clinics have extenders fzad
are located in or near eagyaccess, popular locations
(pharmacies, grocery and frsanding locations) with or
without appointment.

HC-DFS1629 07-21

Custodial Services

Any services that are of a sheltering, protective, or
safeguarding natur&uch services may include a stay in an
institutional setting, ahome care, or nursing services to care
for someone because of age or mental or physical condition.
This service primarily helps the person in daily living.
Custodial care also can provide rigad services, given mainly
to maintain the personds curr
cannot be intended to greatly improve a medical condition;
they are intended to provide care while the patient cannot care
for himself or herself. Custodial Sereginclude but are not
limited to:

1 Services related to watching or protecting a person;

1 Services related to performing or assisting a person in
performing any activities of daily living, such as: walking,
grooming, bathing, dressing, getting in or out efib
toileting, eating, preparing foods, or taking medications that
can be self administered, and

1 Services not required to be performed by trained or skilled
medical or paramedical personnel.

HC-DFS4 0410

Vi

Dependent

Dependents are:

1 your lawful spouseand

1 any child of yours who is
1 less than 26 years old.

1 26 or more years old, unmarried, and primarily supported
by you and incapable of sedfistaining employment by
reason of mental or physical disability which arose while
the child was covered as a Degdent under this Plan, or
while covered as a dependent under a prior plan with no
break in coverage.

Proof of the child's condition and dependence may be
required to be submitted to the plan within 31 days after
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the date the child ceases to qualify abovenirtime to respect to @regnant woman, the health of the woman or her
time, but not more frequently than once a year, the plan unborn child) in serious jeopardy; serious impairment to

may require proof of the continuation of such condition bodily functions; or serious dysfunction of any bodily organ or
and dependence. part.

The term child means a child born to you; a child legally
adopted by you; the child for whom you are the legal

HC-DFS1766 01-23
guadian; the child who is the subject of a lawsuit for adoption
by you; the child who is supported pursuant to a court order
imposed on you (including a qualified medical child support Emergency Services
Order) or your grandchild who is your Dependent for federal Emergency 8rvices means, with respect 10 Emergency
income tax pysoses at the time of application. It also Medical Condition, a medical screening examination that is
includes a stepchild. within the capability of the emergency department of a
Benefits for a Dependent child will continue until the last day Hospital or of an independent freestanding emergency facility,
of the calendar month in which the limiting age is reached. including ancillary services routinely available to the

emergency épartment to evaluate such Emergency Medical
Condition, and such further medical examination and
treatment, to the extent they are within the capabilities of the
staff and facilities available at the Hospital or emergency
department, as are required3fabilize the patient.

Anyone who is eligible as an Employee will not be considered
asa Dependent or Dependent spouse unless the Dependent or
Dependent spouse declines Employee coverage. A child under
age 26 may be covered as either an Employee or as a
Dependent child. You cannot be covered as an Employee
while also covered as a Dependeh&io Employee.

No one may be considered as a Dependent of more than one ~ HcDFs1764 01-23
Employee.

Employee
HC-DFS1718M 0122 The term Employee means a ftithe Employee of the

Employer who is currently in Active Service. The term does
not include Employees who are pame or temporary or who

Designated Pharmacy normally work less than 30 hours aeftefor the Employer.

A Network Pharmacy that has entered into an agreement with
Cigna, or with an entity contracting on Cignabdts behalf, to
provide Presdption Drug Products or services, including, HC-DFS1094 1217
without limitation, specific Prescription Drug Products, to plan
enrollees on a preferred or exclusive basis. For example, a

. . . ! Employer
Designated Pharmacy may provide enrollees certain Specialty ) )
Prescription Drug Productlat have limited distribution The term Employer means the plan sponsoriseliring the
availability, provide enr ol | elegefigdescipedinihisbgoklet gnyvgase bghalf,Clggaiss y p
of Prescription Drug Products or provide enrollees with providing claim administration services.
Prescription Drug Products on a preferred cost share basis. A
Pharmacy that is a Network Pharmacy is rettassarily a HC.DFS1615 0122

Designated Pharmacy.

HC-DFS1614 01-22

Emergency Medical Condition

Emergency Medical Condition means a medical condition,
including a mental health condition or substance use disorder,
manifesting itself by acute symptoms of sufficient sayeri
(including severe pain) such that a prudent layperson, who
possesses an average knowledge of health and medicine, could
reasonably expect the absence of immediate medical attention
to result in placing the health of the individual (or, with
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Essential Health Benefits available data resources, including, but not limited to, First

Essential health benefits means, to the extent covered under ~ DataBank or another nationally recognized drug indicator

the plan, expenses incurred with respect to covered services, in  SOUrce, that classify drugs Biologics (including Biosimilars)

at least the following categories: ambulatory patient services, &S either brand or generic based on a number of factors. Not
emergency services, hospitalization, maternity and newborn all products identified as a
care, metal health and substance use disorder services, Pharmacy or your Physician may be classified as a Generic
including behavioral health treatment, prescription drugs, Drug under the plan. A Biosimilar mag llassified as a
rehabilitative and habilitative services and devices, laboratory ~ G€neric Drug for the purposes of benefits under the plan even
services, preventive and wellness services and chronic disease | f 1t is identified as a fibra
management and petfia services, including oral and vision Pharmacy or your Physician.

care.
HC-DFS816 10-16

HC-DFS411 01-11
Hospice Care Program

Expense Incurred The term Hospice Care Program means:

An expense is incurred when the service or the supply for 1 a coordnated, interdisciplinary program to meet the

which it is incurred is provided. physical, psychological, spiritual and social needs of dying

persons and their families;
HC.DES10 0210 1 a program that provides palliative and supportive medical,

nursing and other health services through home or inpatient
care during the iliness;

1 a program for persons who have a Terminal lliness and for
the families of those persons.

V1

Free-Standing Surgical Facility

The term FreeStanding Surgial Facility means an institution
which meets all of the following requirements:

1 it has a medical staff of Physicians, Nurses and licensed
anesthesiologists;

1 it maintains at least two operating rooms and one recovery
room;

HC-DFS51 04-10
V1

Hospice Care Services
The term Hospice Care Services mgany services provided

1 it maintains diagnostic laboratoand xray facilities; i ) X o Vs
ith ) ‘ ) by: a Hospitala Skilled Nursing Facilityr a similar
T it has equipment for emergency care; institution, a Home Health Care Agey, a Hospice Facility,
1 it has a blood supply; or any other licensed facility or agency under a Hospice Care
1 it maintains medical records; Program.
1 it has agreements with Hospitals for immediate acceptance
of patients who need Hospital Confinement on an inpatient HC-DFS52 0410
basis; and vi
1 itis licensedm accordance with the laws of the appropriate
legally authorized agency. Hospice Facility
A FreeStanding Surgical Facility, unless specifically noted The term Hospice Facility means an institution or part of it
otherwise, is covered with the same cost share as an which:

ient Facility. L . . .
Outpatient Facility 1 primaiily provides care for Terminally Il patients;

{1 is accredited by the National Hospice Organization;
HeprsLas oLz 1 meets standards establisheddigna and
Generic Drug

A Prescription Dug Product that Cigna identifies as a Generic
Drug product at a boe&f-business level principally based on
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1 fulfills any licensing requirements of the state or locality in
which it operates.

04-10
V1

HC-DFS53

Hospital
The term Hospital means:

1 an institution liensed as a hospital, whiahaintains, on
the premises, all facilities necessary for medical and
surgical treanent;provides such treatment on an inpatient
basis, for compensation, under the sujsion of
Physicians; andprovides 24hour service by Registered
Graduate Nurses;

1 an institution which qualifies as a hospital, a psychiatric
hospital or a tuberculosis hospital, and a provider of
services under Medicare, if such institution is accredited as
a hospital bytie Joint Commission on the Accreditation of
Healthcare Organizations; or

1 an institution which: specializes in treatment of Mental
Health and Substance Use Disorder or other related illness;
provides residential treatment programs; and is licensed in
accorance with the laws of the appropriate legally
authorized agency.

The term Hospitatloesnot include an institution which is
primarily a place for rest, a place for the aged, or a nursing
home.

HC-DFS1485 01-21
Hospital Confinement or Confined in a Hospitl
A person will be considered Confined in a Hospital if he is:

1 aregistered bed patient in a Hospital upon the
recommendation of a Physician;

1 receiving treatment favental Health an&ubstancé)se
DisorderServices in aMental Health oiSubstancé&Jse
DisorderResidential Treatment Center.

12-15

HC-DFS807

Injury
The term Injury means an accidental bodily injury.

04-10
Vi

HC-DFS12

Maintenance Drug Product

A Prescription Drug Product that is prescribed for use over an
extended period of time for the &tenent of chronic or lorg

term conditions such as asthma, hypertension, diabetes and
heart disease, and is identified principally based on
consideration of available data resources, including, but not
limited to, First DataBank or another nationally redagd

drug indicator source and clinical factors. For the purposes of
benefits, the Ilist of your pl
does not include compounded medications, Specialty
Prescription Drug Products or Prescription Drug Products,
such as certain neoticsthat a Pharmacy cannot dispense
above certain supply limits per Prescription Drug Order or
Refill under applicable federal or state law. You may
determine whether a drug is a Maintenance Medication by
calling member services at the telephone nurobeyour ID

card.

HC-DFS8&47 10-16

Maintenance Treatment

The term Maintenance Treatment means:

1 treatment rendered to keep or maintain the patient'sru
status.

HC-DFS56 04-10

\%A

Maximum Reimbursable Charge- Medical

The Maximum Reimbursable Charfye covered services for
Open Access Plus is determined based on the lesser of:

fthe provideroés nor mal charge

1 the amount agreed to by the @ftNetwork provider and
Cigna; or

1 a policyholderselected percentage of a fee siille Cigna
has developed that is based upon a methodology similar to a
methodology utilized by Medicare to determine the
allowable reimbursement for the same or similar service
within the geographic market.

The percentage used to determine the Maximum Raisable
Charge is listed in The Schedule.

In some cases, a Medicare based schedule will not be used and
the Maximum Reimbursable Charge for covered services is
determined based on the lesser of:

fthe providerés charge

1 the amount agreed to by the @iftNetwork provider and
Cigna; or

nor mal
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1 the 80th percentile of charges made by providers of such
service or supply in the geographic area where it is received
as compiled in a database selected by Cigna. If sufficient
charge dat is unavailable in the database for that
geographic area to determine the Maximum Reimbursable
Charge, then data in the database for similar services may
be used.

The Maximum Reimbursable Charge is subject to all other
benefit limitations and applicabl@ding and payment
methodologies determined by Cigna. Additional information
about how Cigna determines the Maximum Reimbursable
Charge is available upon request.

HC-DFS1631 01-22

Medicaid

The term Medicaid means a state program of medical aid for
needypersons established under Title XIX of the Social
Security Act of 1965 as amended.

HC-DFS16 04-10

V1

Medical Pharmaceutical

Medical Pharmaceuticals are used for treatment of complex
chronic conditions, are administered and handled in a
specialized manmeand may be high cost. Because of their
characteristics, they require a qualified Physician to administer
or directly supervise administration. Some Medical
Pharmaceuticals may initially or typically require Physician
oversight but subsequently may b# s&ministered under
certain conditions specifidkdn t he product 6s

HC-DFS1722 07-22

Medically Necessary/Medical Necessity

Health care services, supplies and medications provided for
the purpose of preventing, evaluating, diagnosing otitiga
Sickness, Injury, condition, disease or its symptoms, that are
all of the following as determined by a Medical Director or
Review Organization:

1 required to diagnose or treat an illness, Injury, disease or its
symptoms;

1 in accordance with generallg@epted standards of medical
practice;

1 clinically appropriate in terms of type, frequency, extent,
site and duration;

FHDDES17 |

1 not primarily for the conveniercof the patient, Physician
or Other Health Professional

1 not more costly than an alternative servicaf®dication(s)
or supply(ies) that is at least as likely to produce equivalent
therapeutic or diagnostic results with the same safety profile
as to the prevention, evaluation, diagnosis or treatment of
your Sickness, Injury, condition, disease or its symmso
and

1 rendered in the least intensive setting that is appropriate for
the delivery of the servicesupplies or medicationg/here
applicable, the Medical Director or Review Organization
may compare the cosffectiveness of alternative services,
supplies, medications or settings when determining least
intensive setting.

In determining whether health care services, supplies, or
medications are Medically Necessary, the Medical Director or
Review Organization may rely on the clinical coverage
policies maindined by Ciga or the Review Organization.
Clinical coverage policies may incorporate, without limitation
and as applicable, criteria relating to U.S. Food and Drug
Administrationrapproved labeling, the standard medical
reference compendia and peeviewal, evidencebased
scientific literature or guidelines.

HC-DFS1486 01-21

Medicare

The term Medicare means the program of medical care
benefits provided under Title XVIII of the Social Security Act
of 1965 as amended.

04-10
Vi

abeling.

Necessary Serviceand Supplies

The term Necessary Services and Supplies includes any
charges, except charges for Roand Board, made by a
Hospital for medical seiges and supplies actually used
during Hospital Confinement.

The term Necessary Services and Supplies wilimclude
any charges for special nursing fees, dental fees oicaled
fees.

HC-DFS1488 01-21
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Network Pharmacy
A retail or home delivery Pharmacy that has

1 entered into an agreement with Cigna or an entity
contracting on Cigna's behalf to provide Praggtimn Drug
Products to plan enrollees.

1 agreed to accept specified reimbursement rates for
dispening Prescription Drug Products.

1 been designated as a Network Pharmacy for the purposes of
coverage underplayzour Empl oyer

This term may also include, applicable, an entity that has
directly or indirectly contracted with Cigna to arrange for the
provision of any Prescription Drug Products the charges for
which are Covered Expenses.

HC-DFS1198 01-19

New Prescription Drug Product

A Prescription Drug Pragtt, or new use or dosage form of a
previously FDAapproved Prescription Drug Product, for the
period of time starting on the date the Prescription Drug
Product or newhapproved use or dosage form becomes
available on the market following approval by ths. Food

and Drug Administration (FDA) and ending on the date Cigna
makes a Prescription Drug List coverage status decision.

HC-DFS1498 07-20

Nurse

The term Nurse means a Registered Graduate Nurse, a
Licensed Practical Nurse or a Licensed VocationakiBuvho
has the right to use the abbreviation "R.N.," "L.P.N." or
"L.V.N."

HC-DFS22 04-10

A%

Other Health Care Facility

The term Other Health Care Facility means a facility other
than a Hospital oHospiceFacility. Examples of Other Health
Care Facilites include, but are not limited to, licensed skilled
nursing facilities, rehabilitation Hospitals and subacute
facilities.

HC-DFS1489 01-21

Other Health Professional

The term Other Health Professional means an individual other
than a Physician who is Bnsed or otherwise authorized under
the applicable state law to deliver medical services and
supplies. Other Health Professionals include, but are not
limited to physical therapists, registered nurses and licensed
practical nurses. Other Health Professlsmt not include
providers such as Certified First Assistants, Certified
Operating Room Technicians, Certified Surgical
Assistants/Technicians, Licensed Certified Surgical
Assistants/Technicians, Licensed Surgical Assistants,
Orthopedic Physician Assistsnand Surgical First Assistants.

HC-DFS1490 01-21

Participating Provider

The term Participating Provider meam@erson or entity that
has a direct or indirect contractuatangement with Cigna to
provide covered services and/or suppliesCGharges ér

which are Covered Expenses. It includes an entity that has
directly or indirectly contracted with Cigna to arrange, through
contracts with providers of services and/or supplies, for the
provision of any services and/or supplies, @arges for

which ae Covered Expenses.

HC-DFS1194 01-19

Patient Protection and Affordable Care Act of 2010
(APPACADQ)

Patient Protection and Affordable Care Act of 2010 means the
Patient Protection and Affordable Care Act of 2010 (Public
Law 11%148) as amended by the Héaare and Education
Reconciliation Act of 2010 (Public Law 141152).

HC-DFS412 01-11

Pharmacy

A duly licensed Pharmacy that dispenses Prescription Drug
Products in a retail setting or via home delivery. A home
delivery Pharmacy is a Pharmacy that priitygrovides
Prescription Drug Products through mail order.

HC-DFS851 10-16
Pharmacy & Therapeutics (P&T) Committee

A committee comprised gfhysiciansandan independent
pharmacisthat represent a range of clinical specialties. The
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committee regularlyeviewsMedical Pharmaceuticals or
Prescription Drug Products, including New Prescription Drug
Productsfor safety and efficacy, the findings of which clinical
reviews inform coveragdeterminationsnade by the Business
Deci sion Team.
on consideration of, without limitation, U.S. Food and Drug
Administratiorapproved labeling, standard medical reference
compendia, or scientific studies published in pesiewed
Englishlanguage biamedical journals.

HC-DFS1495 07-20

Physician

The term Physician means a licensed medical practitioner who
is practicing within the scope of his license and who is
licensed to prescribe and administer drugs or to perform
surgery. It will also include any other licensed medical
practitione whose services are required to be covered by law
in the locality where the policy is issued if he is:

1 operating within the scope of his license; and

1 performing a service for which benefits are provided under
this plan when performed by a Physician.

04-10
V1

HC-DFS25

Prescription Drug Charge

The Prescription Drug Charge is the amount that, prior to
application
sponsor is obligated to pay for a covered Prescription Drug
Product dispensed at a Network Rhacy, includingany
applicable dispensing fee and tax.

01-19
A%

HC-DFS1320

T heeiewPn&ylbe agedh mi t

-shére redquieement(sih thedplan ¢ o s

Prescription Drug List

A list that categorizeBrescription Drug Productovered
underthepl an és Pr e sBemefitgpiritoicovarag® r u g
tiers. This list isdeveloped by Cignbased on clinical factors
ComButi€ated by the P&T Committee aamtbpted by your
Employer as part of thglan. The list is subject to periodic
review and change, and is subject to the limitations and
exclusions of th@lan. You may determine to which tier
particular Prescription Drug Product has been assigned
through the website shown on your ID card or by calling
customer service at the telephone number on your ID card.

HC-DFS1775 01-23

Prescription Drug Product

A drug, Biologic (including a Biosimildr or other product

that has been approved by the U.S. Food and Drug
Administration (FDA), certain products approved under the
Drug Efficacy Study Implementation review, or products
marketed prior to 1938 and not subject to review and that can,
under fedeal or state law, be dispensed only pursuant to a
Prescription Order or RefilF-or the purpose of benefits under
the plan, this definition may also include products in the
following categories if specifically identified in the

Prescription Drug List:

1 Certan durable products and sugs that support drug
therapy;

1 Certain diagnostic testing and screening services that
support drug therapy

{ Certain medication consultation and other medication
administration services that support drug therapy; and

1 Certain didtal products, applications, electronic devices,
software and cloud based service solutions used to predict,
detect and monitor health conditions in support of drug
therapy.

HC-DFS1633 01-22

Prescription Order or Refill

The lawful directive to dispensePaescription Drug Product
issued by a Physician whose scope of practice permits issuing
such a directive.

HC-DFS856 10-16
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PPACA Preventive Medication

The Prescription Drug Products or other medications
(including overthe-counter medicationgesignateas

payable bythe plan at 100% of the cost (without application of
any Deductible, Copayment or Coinsurance) as required by
applicable law under any of the following:

1 Evidencebased items or services that have in effect a rating
of "A" or "B" in the curreat recommendations of the United
States Preventive Services Task Force.

1 With respect to infants, children and adolescents, evidence
informed preventive care and screenings provided for in the
comprehensive guidelines supported by the Health
Resources ande®vices Administration.

1 With respect to women, such additional preventive care and
screenings as provided for in comprehensive guidelines
supported by the Health Resources and Services
Administration.

A written prescription is required to process a cladmaf
PPACA PreventivéMedication. You may determine whether a
drug is aPPACA PreventivéMedication through thinternet
website shown on your ID caat by calling member services
at the telephone number on your ID card.

HC-DFS1513 10-20

Preventive Treament

The term Preventive Treatment means treatment rendered to
prevent disease or its recurrence.

HC-DFS57 04-10

Vi

Primary Care Physician

The term Primary Care Physician means a Physician who
gualifies as a Participating Provider in general practice,
internal medicine, family practice OB/GYN or pediatrics; and
who has been voluntarily selected by you and is contracted as
a Primary Care Physician with, as authorized by Cigna, to
provide or arrange for medical care f@u or any of your

insured Dependés.

HC-DFS40 04-10

Vi

Psychologist

The term Psychologist means a person who is licensed or
certified as a clinical psychologist. Where no licensure or

certification exists, the term Psychologist means a person who
is considered qualified as a clinigaychologist by a

recognized psychological assaaa. It will also includeany

other licensed counseling practitioner whose services are
required to be covered by law in the locality where the policy
is issued if he i®perating within he scope of hisdense and
performing a service for which benefits are provided under
this plan when performed by a R&plogist.

HC-DFS26 04-10

V1

Review Organization

The term Review Organization refers to an affiliat€afna

or another entity to whicignahas detgated responsibility

for performing utilization review services. The Review
Organization is an organization with a staff of clinicians which
may include Physicians, Registered Graduate Nurses, licensed
mental health and substanese disordeprofessiona, and

other trained staff members who perform utilization review
services.

HC-DFS808 12-15

Room and Board

The termRoomand Board includes all charges made by a
Hospital for room and meals and for all general services and
activities needed for the canéregistered bedatients.

HC-DFS1481 01-21

Sicknessi For Medical Insurance

The term Sickness means a physical or mental illness. It also
includes pregnancy. Expenses incurred for routine Hospital
and pediatric care of a newborn child prior to discadrgm

the Hospital nursery will be considered to be incurred as a
result of Sickness.

HC-DFS50 04-10

Vi

Skilled Nursing Facility

The term Skilled Nursing Facility means a licensed institution
(other than a Hospital, as defined) which specializes in:

1 physical rehabilitation on an inpatient basis; or
1 skilled nursing and medical care on an inpatient basis;
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butonly if that institution:maintains on the premises all
facilities necesary for medical treatmemyovides such
treatment, for compensation, undlee sugrvision of
Physicians; an@rovides Nurses' services.

HC-DFS31 04-10

Vi

Specialist

The term Specialist means a Physician who provides
specialized services, and is not engaged in general practice,
family practice, internal medicine, obstetriogigcology or
pediatrics.

HC-DFS33 04-10

Vi

Specialty Prescription Drug Product

A Prescription Drug Productr Medical Pharmaceutical
considered by Cigna to be a Specialty Prescription Drug
Product based on consideration of the following factors,
subjectto applicable law: whether therescription Drug

Product or Medical Pharmaceutidgslprescribed and used for

the treatment oé complex, chronic or rare condition; whether
the Prescription Drug Product or Medical Pharmaceutieal

a high acquisition casand, whether thBrescription Drug

Product or Medical Pharmaceutiéalsubject to limited or
restricted distribution, requires special handling and/or

requires enhanced patient education, provider coordination or
clinical oversight. A Specialty Presption Drug Product may

not possess all or most of the foregoing characteristics, and the
presence of any one such characteristic does not guarantee that
aPrescription Drug Product or Medical Pharmaceutigil

be considered a Specialty Prescription DiPugduct. Specialty
Prescription Drug Products may vary fign benefit

assignment based on factors such as method or site of clinical
administrationor by tier assignmentr utilization

management requirements based on factors such as acquisition
cost. Yar may determine whether a medication is a Specialty
Prescription Drug Product through tvebsite shown on your

ID cardor by calling member services at the telephone

number on your ID card.

HC-DFS858 10-16

Stabilize

Stabilize means, with respect to am&gency Medical
Condition, to provide medical treatment as necessary to assure
that no material deterioration of the condition is likely if the

individual is transferred from a facility, or, with respect to a
pregnant woman who is having contractionsjétiver.

HC-DFS1768 01-23

Terminal lliness

A Terminal lliness will be considered to exist if a person
becomes terminally ill with a prognosis of six months or less
to live, as diagnosed by a Physician.

HC-DFS54 04-10

V1

Therapeutic Alternative

A Presciption Drug Product or Medical Pharmaceutitat is

of the same therapeutic or pharmacological class, and usually
can be expected to have similar outcomes and adverse reaction
profiles when administered in therapeutically equivalent doses
as, anothePrescription Drug Product, Medical

Pharmaceuticadr overthe-counter medication.

HC-DFS859 1016

Therapeutic Equivalent

A Prescription Drug Product or Medical Pharmaceuticat is
a pharmaceutical equivalentaaotherPrescription Drug
Product, MedicaPharmaceuticadr overthe-counter
medication.

HC-DFS860 1016

Tiered Benefits

This plan includes tiered benefits for certegvered services
identified in The Schedule rendered by Participating

Providers. Under tiered benefits, you pay a lower Copayme

or Coinsurance level for certain covered services rendered by
Tier 1-identified Participating Providers than if you receive

the same covered services from a Participating Provider that is
not identified by Cigna as a Tier 1 Participating Provider.

Cignai denti fies Participating
consideration of criteria used to measure-eftiency and
quality and consideration of other factors, including, but not
limited to, local market need.

Refer to Tle Schedule to identify the cowet services that are
subject to tiered benefits. In order to receive a higher level of
In-Network benefits for avered services identified in €h
Schedule as subject to a tiered benefit, you should also verify

P
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that your Primary Care Physician or, as agtlle, Specialist

has been designated by Cigna as a Tier 1 Participating
Provider. Participating Provider tier designations are assessed
and may change annually. You can access a list of all
Participating Providers by visitingww.cigna.comor
mycigna.comor by calling the tolifree telephone number on
your ID card. Tier 1 Participating Providers are specifically
identified in this listing.

HC-DFS1197 01-19

Urgent Care

Urgent Care is medical, surgical, Hospital or related health
care services and testing which are not Emergency Services,
but which are determined H¥igna in accordance with

generally accepted medical standards, to have been necessary
to treat a conditiomequiring prompt medical attention. This

does not include care that could have been foreseen before
leaving the immediate area where you ordinarily receive

and/or were scheduled to receive services. Such care includes,
but is not limited to, dialysis, seluled medical treatments or
therapy, or care received after a Physician's recommendation
that the insured should not travel due to any medical

condition.

HC-DFS34 04-10
V1

Usual and Customary (U&C) Charge

The usual fee that a Pharmacy charges individias a
Prescription Drug Product (and any services related to the
dispensing thereof) without reference to reimbursement to the
Pharmacy by third parties. The Usual and Customary (U&C)
Charge includes a dispensing fend any applicable sales tax.

HC-DFS861 10-16
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