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Summary of Coverage

The benefits shown in this booklet are available for you and your eligible dependents.
For out of the country services, call Aetna.

This is an electronic version of the Summary of Coverage on file with your Employer and Aetna Life
Insurance Company, Hartford, CT. In case of a discrepancy between this electronic version and the group
insurance contract issued by Aetna Life Insurance Company, or in case of any legal action, the terms set forth
by such group insurance contract will prevail. To obtain a printed copy of this Summary of Coverage, please
contact your Employer.

Eligibility

Employees

You are in an Eligible Class if you are a regular full-time officer or employee working at least 32 hours per week
and your Employer has determined that your place of residence is within the Service Area covered under this Plan.

Your Eligibility Date, if you are then in an Eligible Class, is the Effective Date of this Plan. Otherwise, it is the first
day of the calendar month coinciding with or next following the date you complete a probationary period of 90 days
of continuous service for your Employer or, if later, the date you enter the Eligible Class.

You can remain in an Eligible Class as a retired employee if you retire under your Employer's IRS Qualified
Retirement Plan and will receive a pension, except a deferred vested pension. You may continue your Health
Expense Coverage and any coverage you have for your dependents.

If you retired before the Effective Date of this Plan, you are also in an Eligible Class. You must follow the
Enrollment Procedure. You may have Health Expense Coverage for you and your dependents.

Dependents
"Dependent” or "Eligible Dependent” of an Employee or retired employee who is a member of an Eligible Class
includes that person’s:

« legal spouse;
o unmarried children over eighteen* (18) must be enrolled as a full-time student in an accredited college,
university or trade school. For purposes of determining eligibility, an Employee's "children” includes:

e natural children;

e legally adopted children (including children placed with adoptive parents pending finalization of
adoption proceedings);

e stepchildren who permanently reside in the employee’s home;

e children over age 24 who remain dependent on the Employee or retired employee for support and
maintenance because the child becomes incapable of self support due to mental or physical incapacity.
The incapacity must have commenced prior to reaching age 25 under the Plan or a prior health Plan of
the Customer (if the child was insured on the date of termination of the prior health Plan);

e unmarried grandchildren under age 25 for whom the Employee or retired employee furnishes (a) a
certificate of financial dependency, (b) birth certificate on the grandchild, (c) birth certificate on the
grandchild’s mother or father indicating that the Employee is the biological or adoptive parent and (d)
the grandchild is claimed as a dependent on your Federal Income Tax Return;

e children under age 19 permanently residing in the Employee's or retired employee’s home and for
whom the Employee or retired employee is the appointed permanent legal guardian or permanent legal
custodian; and

o foster children under age 19 for whom the Employee or retired employee furnishes documents from the
State of Texas



e All other individuals to whom the Customer is required by law to extend the coverage provided in the
Plan shall also be considered Dependents to the extent they do not also qualify for coverage as
Employees; and

e All former Employees’ Dependents to the extent that the Customer provides for such coverage by
Resolution of the Commissioners Court shall also be considered Dependents to the extent they do not
also qualify for coverage as Employees.

No person may be covered both as an employee and dependent and no person may be covered as a dependent of
more than one employee.

*For dependents reaching age 25, coverage continues until the end of the calendar month in
which the dependent child turns age 25.

Enrollment Procedure

Initial Enroliment

You will be required to enroll in a manner determined by your Employer. This will allow your Employer to deduct
your contributions from your pay. Be sure to enroll within the same calendar year of the qualifying event.

Your contributions toward the cost of this coverage will be deducted from your pay and are subject to change. The
rate of any required contributions will be determined by your Employer. See your Employer for details.

Late Enrollment
A "Late Enrollee" is a person (including yourself) for whom you do not elect Health Expense Coverage within the
time same calendar year of the qualifying event.

If you do not enroll during the Initial Enrollment Period, you and your eligible dependents may be considered Late
Enrollees and coverage may be deferred until the next annual open enrollment period established by your Employer.
If at the time of your initial enrollment, you elect coverage for yourself only and later request coverage for your
eligible dependents, they may be considered Late Enrollees.

You must enroll within the time period prescribed by your Employer before the end of the next annual late entrant
enrollment period established by your Employer.

Coverage for a Late Enrollees will become effective on the "coverage begin date" set by the county auditor.

However, you and your eligible dependents may not be considered Late Enrollees under the circumstances
described in the "Special Enrollment Periods" section below.

Special Enrollment Periods
A person, including yourself, will not be considered to be a Late Enrollee if all of the following are met:

¢ You did not elect Health Expense Coverage for yourself or any eligible dependent during the Initial Enrollment
Period (or during a subsequent late enrollment period) because at that time:

i. the person was covered under another group health plan or other health insurance coverage; and

ii. you stated, in writing, at the time you refused coverage that the reason for the refusal was because the person
had such coverage, but such written statement is required only if your Employer requires the statement and
gives you notice of the requirement; and

the person loses such coverage because:

i. itwas provided under a COBRA continuation provision, and coverage under that provision was exhausted; or
ii. it was not provided under a COBRA continuation provision, and either the coverage was terminated as a
result of loss of eligibility for the coverage, including loss of eligibility as a result of;

- legal separation or divorce;
- death;
- termination of employment;



reduction in the number of hours of employment;

the employer's decision to stop offering the group health plan to the Eligible Class to which the employee
belongs;

cessation of a dependent's status as an eligible dependent as such is defined under this Plan;

the operation of another Plan’s lifetime maximum on all benefits, if applicable; or

iii. employer contributions toward the coverage were terminated.

e You elect coverage within the same calendar year of the date the person loses coverage for one of the above
reasons.

In addition, you and any eligible dependents will not be considered to be Late Enrollees if your Employer offers
multiple health benefit plans and you elect a different plan during the open enrollment period established by your
Employer.

Also, the following persons will not be considered to be Late Enrollees given any of the following circumstances:

e You, if you are eligible, but not enrolled, and your newly acquired dependents through marriage, birth, adoption,
or placement for adoption. However, you must request enrollment for your newly acquired dependent(s) and
yourself, if you are not already enrolled, within the same calendar year of the marriage, birth, adoption, or
placement for adoption.

e Your spouse from whom you are separated or divorced, or child who would meet the definition of a dependent, if
you are subject to a court order requiring you to provide health expense coverage for such spouse or child.
However, you must request enroliment within the same calendar year of the court order.

Coverage will be effective on the date determined by your Employer:

i. inthe case of marriage, on the date the completed request for enrollment is received,;

ii. in the case of a newborn, on the date of birth;

iii. in the case of adoption, on the date of the child's adoption or placement for adoption;

iv. in the case of court ordered coverage of a spouse or child, on the date of the court order;

v. inthe case of loss of coverage under COBRA continuation, on the date COBRA continuation ended; and
vi. in the case of loss of coverage for other reasons, the date on which the applicable event occurred.

Effective Date of Coverage

Employees
Your coverage will take effect on your Eligibility Date as determined by your Employer.

Dependents

Coverage for your dependents will take effect on the date yours takes effect if, by then, you have enrolled for
dependent coverage. You should report any new dependents. This may affect your contributions. If you do not do
so within the same calendar year of the qualifying event, coverage will take effect as provided in the Late Enrollee
section of this Summary of Coverage.

Note: This Plan will pay a benefit for Covered Medical Expenses incurred by a newborn child during the first 31
days of life, whether or not the child is or becomes enrolled under the Plan.

If the child does not become enrolled under the Plan, coverage will terminate at the end of such 31 day
period. Any Extension of Benefits provision will apply. The Continuation of Coverage under Federal Law
provision will not apply.



Special Rules Which Apply to an Adopted Child

Any provision in this Plan that limits coverage as to a preexisting condition will not apply to effect the initial health
coverage for a child who meets the definition of dependent as of the date the child is "placed for adoption" (this
means the assumption and retention of a legal obligation for total or partial support of a child in anticipation of
adoption of the child), provided:

o such placement takes effect after the date your coverage becomes effective; and
o you make written request for coverage for the child within the same calendar year of the date the child is placed
with you for adoption.

Coverage for the child will become effective on the date the child is placed with you for adoption if the written
request to enroll the child is within 31 days the child is “placed for adoption.” If request is not made within 31 days
of the qualifying event, coverage for the child will be subject to all of the terms of this Plan.

Special Rules Which Apply to a Child Who Must Be Covered Due To A Qualified Medical

Child Support Order

Any provision in this Plan that limits coverage as to a preexisting condition will not apply to effect the initial health
coverage for a child who meets the definition of dependent and for whom you are required to provide health
coverage as the result of a qualified medical child support order issued on or after the date your coverage becomes
effective. You must make written request for such coverage. Coverage for the child will become effective on the
date specified by your Employer.

If you are the non-custodial parent, proof of claim for such child may be given by the custodial parent. Benefits for
such claim will be paid to the custodial parent.



Health Expense Coverage

Employees and Dependents
Your Booklet spells out the period to which each maximum applies. These benefits apply separately to each
covered person. Read the coverage section in your Booklet for a complete description of the benefits payable.

If a hospital or other health care facility does not separately identify the specific amounts of its room and board
charges and its other charges, Aetna will use the following allocations of these charges for the purposes of the group
contract:

Room and board charges: 40%
Other charges: 60%

This allocation may be changed at any time if Aetna finds that such action is warranted by reason of a change in
factors used in the allocation.

Note: As described in the definition of “recognized charge” in the Glossary, Aetna may have an agreement with a
provider (either directly, or indirectly through a third party) which sets the rate payable in certain circumstances for
a service or supply.

Prescription Drug Expense Coverage
Payment Percentage

100% as to:
Preferred Pharmacy - Retail Copay per Prescription or Refill
Generic Drugs 25% copay, with $5 minimum and $20 maximum, per prescription or
refill for a 30 day supply
Brand Name Drugs 25% copay, with $20 minimum and $75 maximum, per prescription or

refill for a 30 day supply

Preferred Pharmacy - Mail Order

Generic Drugs 25% copay, with $10 minimum and $40 maximum, for each supply of
up to 90 days per prescription or refill

Brand Name Drugs 25% copay, with $40 minimum and $150 maximum, for each supply of
up to 90 days per prescription or refill

80% as to:

Drugs and Medicines dispensed by a Non-Preferred Pharmacy

Mandatory Specialty Prescriptions
The Copay for the initial two prescription fills or refills of a specialty drug or a self-injectable drug and blood
clotting factor is:

25% of the negotiated charge between Aetna and the preferred pharmacy, vendor or supplier designated by
Aetna, $25 minimum and $100 maximum.



The Copay for all prescription refills after the second prescriptionrefill of a specialty drug or a self-injectable drug
and blood clotting factor is:

25% of the negotiated charge between Aetna and the specialty pharmacy network preferred pharmacy, vendor
or supplier designated by Aetna, $25 minimum and $100 maximum.

These prescription fills or refills are limited to a 30 day supply.
A Separate Brand Name Fee may apply to a prescription for a brand name drug. See page 16 for details.

Non-Preferred Pharmacy expenses are payable under and subject to the terms of the Prescription Drug Expense
Coverage section of this Plan.

Note: There is not a retail or mail order copay for diabetic supplies from a preferred pharmacy, vendor or supplier
designated by Aetna. Diabetic supplies (needles, syringes, test strips and lancets) are available without the purchase
of insulin.

Special Comprehensive Medical Expense Coverage

Note: You may select a Primary Care Physician to assist you in managing your health care when you use Preferred
Care Providers. While you are not required to do so, you are encouraged to select a Primary Care Physician so you
have the opportunity to work with one physician who can coordinate all of your health care needs. Your Primary
Care Physician, if selected, coordinates your medical care, except care for the treatment of alcoholism, drug abuse,
or a mental disorder. The Behavioral Health Care Coordinator (BHCC) coordinates your medical care for the
treatment of alcoholism, drug abuse, and a mental disorder.

In order for the preferred level of benefits under your Special Comprehensive Medical Expense Coverage to apply to
medical care:

¢ You must contact the BHCC, at the number shown on your ID card, before you receive any care for the effective
treatment of alcoholism, drug abuse, or a mental disorder and you must follow the treatment which is
recommended and approved by the BHCC.

¢ You must contact your Primary Care Physician before you receive any medical care which he or she coordinates.

Exceptions:

o Expenses incurred for services furnished by a Preferred Care Provider will be payable at the preferred level of
benefits without referral by your Primary Care Physician if they are considered Covered Medical Expenses of this
Plan.

e Contact with your Primary Care Physician or the BHCC may take place after medical care is given to treat an
"emergency condition" or an “urgent condition”, as defined in your Booklet. You must make this contact as soon
as possible after the initial treatment.

All maximums included in this Plan are combined maximums between Preferred Care and Non-Preferred Care,
where applicable, unless specifically stated otherwise.

Certification Requirements

You must obtain certification for certain types of Non-Preferred Care to avoid a reduction in benefits paid for that
care. Read the Special Comprehensive Medical Expense Benefits section of the Booklet for details of the types of
care affected, how to get certification and the effect on your benefits for failure to obtain certification.

Certification for Hospital Admissions, Treatment Facility Admissions, Convalescent Facility Admissions, Skilled
Nursing Care and Complex Imaging Services (High Tech Radiology) is required.
Excluded Amount $ 500

This Excluded Amount applies separately to each type of expense listed above.



Deductible and Copay Amounts
Non-Preferred Calendar Year Deductible $600

This Calendar Year Deductible applies to all expenses incurred for Non-Preferred Care and for care for dependents
who permanently reside outside the Service Area covered under this Plan.

Non-Preferred Family Deductible Limit $1,800
Emergency Room Deductible/Copay $150 per visit

This Emergency Room Deductible/Copay applies to Hospital Expenses incurred for emergency care provided by a
Preferred or Non-Preferred Care Provider and for care of dependents who permanently reside outside the Service
Area covered under this Plan. This amount is waived if a person becomes confined in a hospital.

Outpatient Surgical Facility Copay $250 per visit

The Outpatient Surgical Facility Copay applies to all outpatient surgery performed in the outpatient department of a
Hospital or Ambulatory Surgical Center. The Outpatient Surgical Facility Copay applies to Preferred Care.

Urgent Care Copay $40 per visit

This Urgent Care Copay applies to expenses incurred for urgent care provided by a Preferred Care Provider.
Inpatient Hospital Copay $400

This Inpatient Hospital Copay applies to Inpatient Hospital Expenses incurred for Preferred Care.
Outpatient Hospital Copay $250

This Outpatient Hospital Copay applies to Outpatient Hospital Expenses incurred for Preferred Care.

The Benefits Payable

After any applicable deductible or copay amount, the Health Expense Benefits paid under this Plan in a calendar
year are paid at the Payment Percentage which applies to the type of Covered Medical Expense which is incurred,
except for any different benefit level which may be provided later in this Booklet.

If any expense is covered under one type of Covered Medical expense, it cannot be covered under any other type.

The Recognized Charge as explained in the Glossary applies to both Preferred Care and Non-preferred Care.

Payment Percentage
The Payment Percentage applies after any deductible or copay amounts.

Hospital Expenses Preferred Care Non-Preferred Care

Worldwide Emergency 100% after a $150 copay. If 100% after a $150 copay. If

Care/Treatment admitted, copay waived and paid at | admitted, copay waived and paid
100% after $400 copay at 100% after $400 copay

Non-Emergency Care/ Treatment No Coverage No Coverage

Urgent Care 100% after a $40 copay 70% after CYD*

Non-Urgent Care No Coverage No Coverage

Hospital Expenses - Inpatient 100% after $400 copay 70% after CYD

Hospital Expenses - Outpatient 100% after $250 copay 70% after CYD

* Calendar Year Deductible



Payment Percentage (Continued)

Aexcel Specialists Fees

Preferred Care

Non-Preferred Care

Designated Specialist

Non-Surgical Office Visit 100% after a $20 copay N/A
Other Visits 100% after a $20 copay N/A
Non-Designated Specialist 100% after a $40 copay N/A
Non-Surgical Office Visit

- N/A
Other Visits 100% after a $40 copay
All Other Specialist Fees
Specialist Office Care 100% after a $30 copay 70% after CYD
Routine Hearing Exam Expenses 100% after a $30 copay 70% after CYD
Allergy Test/Treatment 100% after a $30 copay 70% after CYD
Routine Gynecological exam 100% after a $30 copay 70% after CYD
(Included Pap smear)
Other Physician Services 100% 70% after CYD
Alternative to Physician Office Visit
Walk-in Clinic Non-Emergency Visit | 100% after a $20 copay 70% after CYD
All Other Physician Fees**
Office Care 100% after a $20 copay 70% after CYD
Routine Physical Exam Expenses 100% after a $20 copay 70% after CYD
Routine Hearing Exam Expenses 90% after a $20 copay 70% after CYD
Hearing Aids 80% 80% after CYD
Allergy Injections 100% 70% after CYD
Routine Gynecological exam 100% after a $20 copay 70% after CYD
(Included Pap smear)
Other Physician Services 100% 70% after CYD
Covered Medical Expenses
Mammogram 100% 70% after CYD

Age 35-39/ 1 Baseline
Age 40 and over/ 1 each year
Outpatient Surgical Expenses 100% after a $250 Outpatient 70% after CYD
Surgical Facility copay

Colonoscopy 100% 70% after CYD
Short-Term Rehabilitation Expenses 100% after a $20 copay 70% after CYD

* Calendar Year Deductible

**Includes services of an internist, general physician, family practitioner or pediatrician for routine care as well as

diagnosis and treatment of an illness or injury.
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Payment Percentage (Continued)

Covered Medical

Preferred Care

Non-Preferred Care

EXxpenses
Spinal Manipulation Treatment 100% after a $30 copay 70% after CYD
Expenses
Ambulance 100% 100%
Diagnostic X-ray and Lab 100% 70% after CYD
Durable Medical Equipment 100% 70% after CYD
Convalescent Facility 100% 70% after CYD
Expenses/Skilled Nursing Care
Expenses
Home Health Care Expenses 100% 70% after CYD
Private Duty Nursing - Outpatient 100% 50% after CYD
Acupuncture - Outpatient 100% 100%
Hospice Care Expenses
Inpatient Care 100% 100% after CYD
Outpatient Care 100% 100% after CYD
up to maximums shown on page 13 | up to maximums shown on
page 13
Complex Imaging Services (High Tech | 100% 70% after CYD

Radiology)

Morbid Obesity (Bariatric Surgery) -
Inpatient

Morbid Obesity (Bariatric Surgery) -
Outpatient

100% after a $400 Copay

100% after a $250 Copay

Not Covered

Not Covered

National Medical Excellence Travel

100% up to maximums shown on

100% up to maximums

and Lodging Expenses page 13 shown on page 13
All Other Covered Medical Expenses | 100% 70% after CYD
for which a Payment Percentage is not

otherwise shown

Basic Infertility Expenses

Calendar Year Deductible Applies No Yes

Payment Percentage for Artificial

Insemination or Ovulation Induction | 50% 50% after CYD
Diagnosis and treatment of the

underlying medical condition 100% 70% after CYD

*CYD - Calendar Year Deductible
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Mental Disorders Expenses PreferredC are Non-Preferred Care

Inpatient Treatment 100% after a $400 copay 70% after CYD
Outpatient Treatment 100% after a $30 copay 70% after CYD
Outpatient Calendar Year 60 visits 60 visits

Maximum Visits

Alcoholism and Drug Abuse

EXxpenses

Inpatient Treatment 100% after a $400 copay 70% after CYD
Outpatient Treatment 100% after a $30 copay 70% after CYD
Inpatient Calendar Year Maximum | 60 days 60 days

Days

Outpatient Calendar Year 60 visits 60 visits

Maximum Visits

Payment Limits
These limits apply to Covered Medical Expenses except:

Preferred and Non-preferred Expenses which exceed the Recognized Charge as explained in the Glossary.

Expenses applied against any deductible or copay amount.

Expenses incurred for the effective treatment of alcoholism and drug abuse and for the treatment of mental
disorders while not confined as a full-time inpatient.

Excluded Amount applied for failure to get certification for Hospital Admissions, Treatment Facility Admissions,
Convalescent Facility Admissions and Skilled Nursing Care.

Payment Limits which Apply to Expenses for a Person

When a person's Covered Medical Expenses incurred for Non-Preferred Care, for which no benefits are paid
because of the Payment Percentage, reach $6,000 in a calendar year, benefits will be payable at 100% for all his or
her Covered Medical Expenses to which this limit applies and which are incurred for Non-Preferred Care in the rest
of that calendar year.

Payment Limits which Apply to Expenses for a Family

When a family's Covered Medical Expenses incurred for Non-Preferred Care, for which no benefits are paid because
of the Payment Percentage, reach $18,000 in a calendar year, benefits will be payable at 100% for all their Covered
Medical Expenses to which this limit applies and which are incurred for Non-Preferred Care in the rest of that
calendar year.

Benefit Maximums
(Read the coverage section in your Booklet for a complete description of the benefits available.)

Acupuncture Maximum $500 per calendar year
Convalescent Days/Skilled Nursing 100 days per calendar year
Facility

Private Duty Nursing Care
Maximum Shifts 70 shifts per calendar year
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Benefits will not be paid during a calendar year for private duty nursing for any shifts in excess of the private duty
maximum shifts. Each period of the private duty nursing of up to 8 hours will be deemed to be one private duty
nursing shift.

Home Health Care Maximum Visits 100 visits per calendar year

Each visiting nurse care or private duty nursing shift of 4 hours or less accounts as one home health visit. Each shift
of over 4 hours and up to eight hours counts as two home health care visits.

Hospice Care
Maximum Number of Days 30
Outpatient Maximum $5,000

Short-Term Rehabilitation
Maximum Visits 60 per calendar year

Spinal Manipulation

Maximum Benefit $600 per calendar
year
Hearing Aids 1 pair in 36 months

inarow,uptoa
maximum of $15000

National Medical Excellence

Lodging Expenses Maximum $50 per day
Travel and Lodging Maximum $10,000
Private Room Limit The institution's semiprivate rate.

Maximums are a combined limit for preferred and non-preferred care.

Lifetime Maximum Benefit:

Preferred Lifetime Maximum - There is no Lifetime Maximum Benefit (overall limit) that applies to the Special
Comprehensive Medical benefits described in the Booklet. The only maximum benefit limits are those specifically

mentioned in your Booklet.

Non-Preferred Lifetime Maximum - $1,000,000

13



Pregnancy Coverage
100% after a $400 copay, per patient.

Benefits are payable for pregnancy-related expenses of female employees and dependents on the same basis as for a
disease.

In the event of an inpatient confinement:;

« Such benefits will be payable for inpatient care of the covered person and any newborn child for: a minimum of
48 hours following a vaginal delivery; and a minimum of 96 hours following a cesarean delivery. If, after
consultation with the attending physician, a person is discharged earlier, benefits will be payable for 2 post-
delivery home visits by a health care provider.

« Certification of the first 48 hours of such confinement following a vaginal delivery or the first 96 hours of such
confinement following a cesarean delivery is not required. Any day of confinement in excess of such limits must
be certified. You, your physician, or other health care provider may obtain such certification by calling the
number shown on your ID Card.

The expenses must be incurred while the person is covered under this Plan. If expenses are incurred after the
coverage ceases, no benefits will be paid.

Elective abortions: Coverage is limited to abortions performed because the life of the mother would be in danger if
the fetus were carried to term and those which result in medical complications.

Prior Plans: Any pregnancy benefits payable by previous group medical coverage will be subtracted from medical
benefits payable for the same expenses under this Plan.

Sterilization Coverage
Health Expense Coverage: Benefits are payable for charges made in connection with any procedure performed for
sterilization of a person, including voluntary sterilization, on the same basis as for a disease.

Adjustment Rule

If, for any reason, a person is entitled to a different amount of coverage, coverage will be adjusted as provided
elsewhere in the plan document on file with your Employer. Any increase is subject to any Active Work Rule
described in Effective Date of Coverage section of this Summary of Coverage.

Benefits for claims incurred after the date the adjustment becomes effective are payable in accordance with the
revised plan provisions. In other words, there are no vested rights to benefits based upon provisions of this Plan in
effect prior to the date of any adjustment.

General

This Summary of Coverage replaces any Summary of Coverage previously in effect under your plan of health
benefits. Requests for coverage other than that to which you are entitled in accordance with this Summary of
Coverage cannot be accepted.
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Your Health Benefits

This Plan will pay benefits only for expenses incurred while this coverage is in force. Except as described in any
extended benefits provision, no benefits are payable for health expenses incurred before coverage has commenced or
after coverage has terminated; even if the expenses were incurred as a result of an accident, injury, or disease which
occurred, commenced, or existed while coverage was in force. An expense for a service or supply is incurred on the
date the service or supply is furnished.

When a single charge is made for a series of services, each service will bear a pro rata share of the expense. The pro
rata share will be determined by Aetna. Only that pro rata share of the expense will be considered to have been an
expense incurred on the date of such service.

Aetna assumes no responsibility for the outcome of any covered services or supplies. Aetna makes no express or
implied warranties concerning the outcome of any covered services or supplies.

Your Primary Care Physician

Although you are not required to select a Primary Care Physician, you are encouraged to do so. Consult your
Primary Care Physician whenever you have questions about your health. He or she provides basic and routine care,
and can refer you to specialists and facilities in the network, when medically necessary.

Primary and Preventive Care

Your Primary Care Physician can provide preventive care and treat you for illnesses and injuries. You are only
subject to the Primary Care Physician copay when accessing care from your selected Primary Care Physician.
Please note that care received from any other network physician is subject to the specialist copay.

Coverage for out-of-network primary and preventive care is limited. Refer to the “Summary of Coverage” for
details.

Prescription Drug Expense Coverage

Prescription Drug Expense Coverage is merely a name for the benefits in this section. It does not provide benefits
covering expenses incurred for all prescription drugs. There are exclusions, copayment features, and, if applicable
to this Plan, deductible and maximum benefit features. They are described in the Booklet.

The Summary of Coverage outlines the Payment Percentages that apply to the Covered Prescription Drug Expenses
described below.

Covered Prescription Drug Expenses
This Plan pays the benefits shown below for certain prescription drug expenses incurred for the treatment of a
disease or injury. These benefits apply separately to each covered person.

If a prescription drug is dispensed by a pharmacy to a person for treatment of a disease or injury, a benefit will be
paid, determined from the Benefit Amount subsection, but only if the pharmacy's charge for the drug is more than
the copay per prescription or refill.

Benefit amounts provided under this section will not be subject to any provision under this Plan for coordination of
benefits with other plans, except the provision for coordinating benefits under this Plan with any Medicare benefits.
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Benefit Amount
The benefit amount for each covered prescription drug or refill dispensed by a preferred pharmacy will be an
amount equal to the Payment Percentage of the total charges. The total charge is determined by:

« the preferred pharmacy; and
o Aetna.

Any amount so determined will be paid to the preferred pharmacy on your behalf.

Mandatory Specialty Prescriptions - A benefit will be paid at the preferred level of coverage for an injectable
prescription drug and blood clotting factor obtained from a Preferred Pharmacy, vendor, or supplier that Aetna
designates to supply such prescription drug.

The initial two prescriptions for a self-injectable drug and blood clotting factor must be filled at a preferred
pharmacy. After the second prescription, all refills of a self-injectable drug and blood clotting factor must be
obtained through the Aetna's specialty pharmacy network or supplier that Aetna designates to supply such
prescription drug.

11848

In figuring the benefit amount, a Separate Brand Name Fee applies to brand name drugs in addition to any
applicable copay. The amount of the Separate Brand Name Fee will be equal to the difference between the cost of
the brand name drug and the generic equivalent.

The Separate Brand Name Fee will apply to any brand name drug dispensed unless:

* there is no generic equivalent to the brand name drug; or
* the pharmacy is unable to supply the generic drug at the time the prescription is presented.

The Benefit Amount for each covered prescription drug or refill dispensed by a non-preferred pharmacy will be
an amount equal to the Payment Percentage of the non-preferred pharmacy's charge for the drug.

Limitations
No benefits are paid under this section:

For a device of any type unless specifically included as a prescription drug.

For any drug entirely consumed at the time and place it is prescribed.

For less than a 30 day supply of any drug dispensed by a mail order pharmacy.

For more than a 30 day supply per prescription or refill. However, this limitation does not apply to a supply of
up to 90 days per prescription or refill for drugs which are provided by a mail order pharmacy.

« For the administration or injection of any drug.

* For the following injectable drugs:

fertility drugs;
allergy sera or extracts; and

Imitrex, if it is more than the 48th such kit or 96th such vial dispensed to the person in any year.
« For any refill of a drug that is more than the number of refills specified by the prescriber. Before recognizing
charges, Aetna may require a new prescription or evidence as to need:

if the prescriber has not specified the number of refills; or

if the frequency or number of prescriptions or refills appears excessive under accepted medical practice
standards.
« For any refill of a drug dispensed more than one year after the latest prescription for it or as permitted by the law
of the jurisdiction in which the drug is dispensed.
 For any drug provided by or while the person is an inpatient in any health care facility; or for any drug provided
on an outpatient basis in any health care facility to the extent benefits are paid for it under any other part of this
Plan or under any other medical or prescription drug expense benefit plan carried or sponsored by your
Employer.
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* For any drugs which do not, by federal or state law, require a prescription order (i.e. an over-the-counter (OTC)
drug), even if a prescription is written, other than diabetic supplies.

¢ Any Prescription Drug for which there is an over-the-counter (OTC) product which has the same active
ingredient and strength.

» For immunization agents.

* For biological sera and blood products.

* For nutritional supplements.

¢ For any fertility drugs.

 For more than 6 unit doses per 30 day supply for the following drugs used for the treatment of erectile
dysfunction, impotence, or sexual dysfunction or inadequacy:

sildenafil citrate;

phentolamine;

apomorphine;

alprostadil; or

any other prescription drug that

is in a similar or identical class,
has a similar or identical mode of action or exhibits similar or identical outcomes.

This limitation applies whether or not the prescription drug is delivered in oral, injectable, or topical
(including, but not limited to, gels, creams, ointments, and patches) forms. If the drug is not taken orally, the
dosage covered will be determined by Aetna based on the comparable cost for a 30 day supply of pills.
* For any drug dispensed by a mail order pharmacy for use for the treatment of erectile dysfunction, impotence, or
sexual dysfunction or inadequacy.
* For appetite suppressants.
 For more than a 90 day supply of any smoking cessation aids or drugs within a calendar year.
* For lost, stolen, misplaced or damaged prescriptions.
» For more than the quantity limits specified by Aetna.
 For a prescription drug dispensed by a mail order pharmacy that is not a preferred pharmacy. However this
Limitation will not apply if the Coordination of Benefits provision is applicable and Aetna is the secondary
prescription drug plan.

Step Therapy Program
Currently Step Therapy/Certification is required for Proton Pumps Inhibitor under the Step Therapy Program:

» The use of one or more prerequisite therapy drugs is required prior to the time a Step Therapy drug is dispensed in
order for a Step Therapy drug to be considered a Covered Prescription Drug Expense.
» No benefits will be payable for a Step Therapy drug unless:

the corresponding prerequisite therapy drug(s) are used first. However, if it is Necessary for you to be
initially treated with a Step Therapy drug the Prescriber of the drug may request a medical exception by
following the Certification Procedures section below.

Certification Procedures

It is your responsibility to arrange for the prescriber of the drug to call the number shown on your ID Card to
request certification. This call must be made as soon as reasonably possible before the drug is to be dispensed.
Copies of laboratory and/or medical records may be requested. If such information is requested, it must be provided
in order to certify the necessity of the drug.

11026-1
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Special Comprehensive Medical Coverage

Although a specific service may be listed as a covered expense, it may not be covered unless it is medically
necessary for the prevention, diagnosis or treatment of an illness or condition. There are exclusions, deductibles,
copayment features and stated maximum benefit amounts. These are all described in the Booklet.

The Summary of Coverage outlines the Payment Percentages that apply to the Covered Medical Expenses described
below.

Covered Medical Expenses
They are the expenses for certain hospital and other medical services and supplies. They must be for the treatment
of an injury or disease.

Here is a list of Covered Medical Expenses.

Hospital Expenses

Inpatient Hospital Expenses

Charges made by a hospital for giving board and room and other hospital services and supplies to a person who
is confined as a full-time inpatient.

For Preferred Care:
« If a private room is used, the daily board and room charge will be covered if:

the person's Preferred Care Provider requests the private room; and

the request is approved by Aetna.
« |f the above procedures are not met, any part of the daily board and room charge which is more than the
semiprivate rate is not covered.

For Non-Preferred Care:

Not included is any charge for daily board and room in a private room over the semiprivate rate.

Outpatient Hospital Expenses
Charges made by a hospital for hospital services and supplies which are given to a person who is not confined as a
full-time inpatient.

Outpatient Surgical Facility Expenses
Charges made in its own behalf by:

» Assurgery center; or
 The outpatient department of a hospital,

for Outpatient Services and Supplies furnished in connection with a surgical procedure performed in the center or in
a hospital. The procedure must meet these tests:

* It is not expected to:
result in extensive blood loss;
require major or prolonged invasion of a body cavity; or

involve any major blood vessels.

* |t can safely and adequately be performed only in a surgery center or in a hospital.
* Itis not normally performed in the office of a physician or a dentist.

Outpatient Services and Supplies
These are services and supplies furnished by the center or by a hospital on the day of the procedure.

Limitations
No benefit is paid for charges incurred while the person is confined as a full-time inpatient in a hospital.
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Convalescent Facility Expenses
Charges made by a convalescent facility for the following services and supplies. They must be furnished to a
person while confined to convalesce from a disease or injury.

« Board and room. This includes charges for services, such as general nursing care, made in connection with room
occupancy. Not included is any charge for daily board and room in a private room over the semiprivate rate.

« Use of special treatment rooms.

« X-ray and lab work.

« Physical, occupational or speech therapy.

« Oxygen and other gas therapy.

« Other medical services usually given by a convalescent facility. This does not include private or special nursing,
or physician's services.

» Medical Supplies.

Benefits will be paid for no longer than the Convalescent Days Maximum during any one plan year.

Limitations to Convalescent Facility Expenses
This section does not cover charges made for treatment of:

« Drug addiction.

« Chronic brain syndrome.

« Alcoholism.

« Senility.

« Mental retardation.

« Any other mental disorder.

Home Health Care Expenses
Home health care expenses are covered if:

« the charge is made by a home health care agency; and
« the care is given under a home health care plan; and
« the care is given to a person in his or her home.

Home health care expenses are charges for:

« Part-time or intermittent care by an R.N. or by an L.P.N. if an R.N. is not available.

« Part-time or intermittent home health aide services for patient care.

« Physical, occupational, and speech therapy.

« The following to the extent they would have been covered under this Plan if the person had been confined in a
hospital or convalescent facility:

medical supplies;
drugs and medicines prescribed by a physician; and
lab services provided by or for a home health care agency.

There is a maximum to the number of visits covered in a plan year. Each visit by a nurse or therapist is one visit.
Each visit of up to 4 hours by a home health aide is one visit.

Limitations To Home Health Care Expenses
This section does not cover charges made for:

« Services or supplies that are not a part of the home health care plan.

Services of a person who usually lives with you or who is a member of your or your wife's or husband's family.
Services of a social worker.

Transportation.
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Alternatives to Physician Office Visit

Walk-in Clinic Visits
Covered expenses include charges made by walk-in clinics for: Unscheduled, non-emergency illnesses and injuries;
and the administration of certain immunizations administered within the scope of the clinic’s license.

You are responsible for any copayment, coinsurance or deductible listed on your Schedule of Benefits.

Routine Physical Exam Expenses

The charges for a routine physical exam given to you, your spouse, or your dependent child may be included as
Covered Medical Expenses. A routine physical exam is a medical exam given by a physician for a reason other
than to diagnose or treat a suspected or identified injury or disease. Included are:

e X-rays, laboratory and other tests including a Pap Smear given in connection with the exam; and
* materials for the administration of immunizations for infectious disease and testing for tuberculosis.

For a dependent child:
To qualify as a covered physical exam, the physician's exam must include at least:

« areview and written record of the patient's complete medical history;
« a check of all body systems; and
« areview and discussion of the exam results with the patient or with the parent or guardian.

For all exams given to your child under age 7, Covered Medical Expenses will not include charges for:

» More than 7 exams in the first year of the child's life.
« More than 2 exams in the second year of the child's life; or
« More than one exam per calendar year during the next 5 years of the child's life.

For all exams given to your child age 7 up to age 18, Covered Medical Expenses will not include charges for more
than one exam per calendar year.

For all exams given to your child age 18 and over, Covered Medical Expenses will not include charges for more
than one exam per calendar year.

For you and your spouse:

For all exams given to you or your spouse, Covered Medical Expenses will not include charges for more than one
exam per calendar year.

Also included as Covered Medical Expenses are charges made by a physician for one annual routine gynecological
exam. Included as part of the exam is a routine Pap smear.

Covered Medical Expenses also included charges incurred for a digital rectal exam and a prostate specific antigen
(PSA) test for males age 40 or over for routine screening for cancer.

Not covered are charges for:

* services which are covered to any extent under any other part of this Plan or any other group plan sponsored by
your Employer;

* services which are for diagnosis or treatment of a suspected or identified injury or disease;

* exams given while the person is confined in a hospital or other place for medical care;

¢ services not given by a physician or under his or her direction;

* medicines, drugs, appliances, equipment or supplies;

* psychiatric, psychological, personality or emotional testing or exams;

e exams in any way related to employment;

e premarital exams;

* vision, hearing or dental exams;

* a physician's office visit in connection with immunization or testing for tuberculosis.
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Routine Hearing Exam Expenses
Covered Medical Expenses include charges for an audiometric exam. The services must be performed by:

a physician certified as an otolaryngologist or otologist; or
an audiologist who either:

is legally qualified in audiology; or

holds a certificate of Clinical Competence in Audiology from the American Speech and Hearing Association in
the absence of any applicable licensing requirements; and

who performs the exam at the written direction of a legally qualified otolaryngologist or otologist.
Covered Medical Expenses will not include charges for more than one hearing exam in 24 months in a row.
Not included are charges for:

* any ear or hearing exam to diagnose or treat a disease or injury;

¢ drugs or medicines;

¢ any hearing care service or supply which is a covered expense in whole or in part under any other part of this Plan
or under any other plan of group benefits provided through your Employer;

* any hearing care service or supply for which a benefit is provided under any workers' compensation law or any
other law of like purpose, whether benefits are payable as to all or only part of the charges;

* any hearing care service or supply which does not meet professionally accepted standards;

* any service or supply received while the person is not covered;

e any exams given while the person is confined in a hospital or other facility for medical care; or

* any exam required by an employer as a condition of employment, or which an employer is required to provide
under a labor agreement or is required by any law of a government.

Loss Or Impairment of Speech Or Hearing Expenses
This Plan pays for charges for the diagnosis or non-surgical treatment by a physician for loss or impairment of
speech or hearing; but only if the charge is made for:

» Diagnostic services rendered to find out if and to what extent the person's ability to speak or hear is lost or
impaired.

* Rehabilitative services rendered that are expected to restore or improve a person's ability to speak or hear.

* Hearing aids, hearing aid evaluation tests, and hearing aid batteries.

Not covered are charges for:

» Diagnostic or rehabilitative services rendered before the person becomes eligible for coverage or after termination
of coverage.

* Hearing exams required as a condition of employment.

* Special education for a person whose ability to speak or hear is lost or impaired. This includes lessons in sign
language, speaking aids and training in the use of such aids.

Skilled Nursing Care Expenses

The charges made by a R.N. or L.P.N. or a nursing agency for "skilled nursing services" are included as Covered
Medical Expenses. No other charges made by a R.N. or L.P.N. or a nursing agency are covered. As used here,
"skilled nursing services" means these services:

« Visiting nursing care by a R.N. or L.P.N. Visiting nursing care means a visit of not more than 4 hours for the
purpose of performing specific skilled nursing tasks.

« Private duty nursing by a R. N. or L.P.N. if the person's condition requires skilled nursing care and visiting
nursing care is not adequate.

Benefits will not be paid during a plan year for private duty nursing for any shifts in excess of the Private Duty

Nursing Care Maximum Shifts. Each period of private duty nursing of up to 8 hours will be deemed to be one
private duty nursing shift.
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Not included as "skilled nursing services" is:

« that part or all of any nursing care that does not require the education, training and technical skills of a R.N. or
L.P.N.; such as transportation, meal preparation, charting of vital signs and companionship activities; or

« any private duty nursing care, given while the person is an inpatient in a hospital or other health care facility; or

« care provided to help a person in the activities of daily life; such as bathing, feeding, personal grooming, dressing,
getting in and out of bed or a chair, or toileting; or

« care provided solely for skilled observation except as follows:

for no more than one 4 hour period per day for a period of no more than 10 consecutive days following the
occurrence of:

change in patient medication;

need for treatment of an emergency condition by a physician, or the onset of symptoms indicating the likely
need for such services;

surgery; or

release from inpatient confinement; or
« any service provided solely to administer oral medicines; except where applicable law requires that such
medicines be administered by a R.N. or L.P.N.

Hospice Care Expenses
Charges made for the following furnished to a person for Hospice Care when given as a part of a Hospice Care
Program are included as Covered Medical Expenses.

Facility Expenses
The charges made in its own behalf by a:

« hospice facility;
« hospital; or
« convalescent facility;

which are for:

Inpatient Care
» Board and room and other services and supplies furnished to a person while a full-time inpatient for:

pain control; and

other acute and chronic symptom management.
« Not included is any charge for daily board and room in a private room over the semiprivate rate. Also not
included is the charge for any day of confinement in excess of the Maximum Number of Days for all
confinements for Hospice Care.

Outpatient Care
« Services and supplies furnished to a person while not confined as a full-time inpatient.

Other Expenses For Outpatient Care
Charges made by a Hospice Care Agency for:

« Part-time or intermittent nursing care by an R.N. or L.P.N. for up to 8 hours in any one day.
» Medical social services under the direction of a physician. These include:

assessment of the person's:
social, emotional, and medical needs; and
the home and family situation;
identification of the community resources which are available to the person; and

assisting the person to obtain those resources needed to meet the person's assessed needs.
 Psychological and dietary counseling.
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« Consultation or case management services by a physician.

« Physical and occupational therapy.

« Part-time or intermittent home health aide services for up to 8 hours in any one day. These consist mainly of
caring for the person.

» Medical supplies.

 Drugs and medicines prescribed by a physician.

Charges made by the providers below for Outpatient Care, but only if: the provider is not an employee of a Hospice
Care Agency; and such Agency retains responsibility for the care of the person.

« A physician for consultant or case management services.
« A physical or occupational therapist.
« A Home Health Care Agency for:

physical and occupational therapy;

part-time or intermittent home health aide services for up to 8 hours in any one day; these consist mainly of
caring for the person;

medical supplies;
drugs and medicines prescribed by a physician; and
psychological and dietary counseling.

Not more than the Hospice Outpatient Maximum will be paid for all Hospice Care Expenses incurred while the
person is not confined as a full-time inpatient.

Not included are charges made:

« For bereavement counseling.

« For funeral arrangements.

« For pastoral counseling.

« For financial or legal counseling. This includes estate planning and the drafting of a will.

« For homemaker or caretaker services. These are services which are not solely related to care of the person. These
include: sitter or companion services for either the person who is ill or other members of the family;
transportation; housecleaning; and maintenance of the house.

« For respite care. This is care furnished during a period of time when the person's family or usual caretaker cannot,
or will not, attend to the person's needs.

Contraception Expenses
Covered Medical Expenses include:

« charges incurred for contraceptive drugs and contraceptive devices that by law need a physician’s prescription;
and that have been approved by the FDA.
« related outpatient contraceptive services such as:

consultations;

exams;

procedures; and

other medical services and supplies.

Not covered are:

« charges for services which are covered to any extent under any other part of this Plan or any other group plan
sponsored by your Employer; and
« charges incurred for contraceptive services while confined as an inpatient.
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Infertility Services Expenses
Even though not incurred for treatment of a disease or injury, Covered Medical Expenses will include expenses
incurred by a covered female for infertility if all of the following tests are met:

o There exists a condition that:

is a demonstrated cause of infertility; and
has been recognized by a gynecologist or infertility specialist who is a Preferred Care Provider; and
is not caused by voluntary sterilization or a hysterectomy;
or
o The procedures are performed while not confined in a hospital or any other facility as an inpatient.

For a female who is:

under age 35, she has not been able to conceive after one year or more without contraception; or

age 35 or older, she has not been able to conceive after six months without contraception.
« FSH levels are less than or equal to 19 miU on day 3 of the menstrual cycle.
o A successful pregnancy cannot be attained through less costly treatment for which coverage is available under this
Plan.

The following infertility services expenses will be Covered Medical Expenses:

¢ Ovulation induction.
« Atrtificial insemination.

These expenses will be covered as described in the Summary of Coverage.

Not covered are charges for:

o Purchase of donor sperm or storage of sperm.

o Care of donor egg retrievals or transfers.

o Cryopreservation or storage of cryopreserved embryos.

 Gestational carrier programs.

o Home ovulation prediction Kits.

« In vitro fertilization, gamete intrafallopian tube transfer, zygote intrafallopian tube transfer, and intracytoplasmic
sperm injection.

e Frozen embryo transfers, including thawing.

Short-Term Rehabilitation Expenses
The charges made by:

« aphysician; or
« alicensed or certified physical, occupational or speech therapist;
for the following services for treatment of acute conditions are Covered Medical Expenses.

Short-term rehabilitation is therapy which is expected to result in the improvement of a body function (including the
restoration of the level of an existing speech function), which has been lost or impaired due to:

e aninjury;
« adisease; or
« congenital defect.

Short-term rehabilitation services consist of:

« physical therapy;
« occupational therapy; or
« speech therapy
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furnished to a person who is not confined as an inpatient in a hospital or other facility for medical care. This
therapy shall be expected to result in significant improvement of the person's condition within 60 days from the date
the therapy begins.

The charges for Short-Term Rehabilitation services are Covered Medical Expenses for no longer than the Short-
Term Rehabilitation Maximum Visits for each person during any one plan year.

Not covered are charges for:

« Services which are covered to any extent under any other part of this Plan.

« Any services which are covered expenses in whole or in part under any other group plan sponsored by an
Employer.

« Services received while the person is confined in a hospital or other facility for medical care.

« Services not performed by a physician or under his or her direct supervision.

« Services rendered by a physical, occupational, or speech therapist who resides in the person's home or who is a
part of the family of either the person or the person's spouse.

« Services over age 7 rendered for the treatment of delays in speech development, unless resulting from:

disease;
injury; or

congenital defect.
« Special education, including lessons in sign language, to instruct a person whose ability to speak has been lost or
impaired to function without that ability.
* Treatment for which a benefit is or would be provided under the Spinal Manipulation Expenses section, whether
or not benefits for the maximum number of visits under that section have been paid.

Also, not covered are any services unless they are provided in accordance with a specific treatment plan which:

« details the treatment to be rendered and the frequency and duration of the treatment.
« provides for ongoing reviews and is renewed only if therapy is still necessary.

Spinal Manipulation Expenses
Covered Medical Expenses include charges for treatment of spinal subluxation or other physical treatment of any
condition caused by or related to biomechanical or nerve conduction disorders of the spine.

Not more than the Spinal Manipulation maximum amount will be payable in any one calendar year.
The maximum does not apply to expenses incurred:

* while the person is a full-time inpatient in a hospital;

¢ for treatment of scoliosis;

¢ for fracture care; or

* for surgery. This includes pre and post surgical care given or ordered by the operating physician.

Complex Imaging Services (High Tech Radiology)
Covered Medical Expenses include charges for Complex Imaging Services received by a covered person on an
outpatient basis when performed in:

(a) aphysician's office
(b) a Hospital outpatient department or emergency room; or
(c) alicensed radiological facility

Complex Imaging Services include:

(@ C.A.T.Scans;

(b) Magnetic Resonance Imaging (MRISs);

(c) Positron Emmision Tomography (PET Scans); and

(d) any other outpatient diagnostic imaging service costing over $500.

Deductibles, copayments and other cost sharing features; maximum benefit amounts; and exclusions apply.
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Other Medical Expenses
These include:

» Charges made by a physician.
 Charges for the following:

Drugs and medicines which by law need a physician’s prescription and for which no coverage is provided
under the Prescription Drug Expense Coverage.

Diagnostic lab work and X-rays.
X-rays, radium, and radioactive isotope therapy.
Anesthetics and oxygen.

Allergy Serum and Injections.
Orthopedic shoes, foot orthotics and supportive devices.

Pumps for water circulating pad, water circulating cold pad with pump and pad for circulating heat unit.
Contact member services for additional information.

Rental of durable medical and surgical equipment. In lieu of rental, the following may be covered:

The initial purchase of such equipment if Aetna is shown that: long term care is planned; and that such
equipment: either cannot be rented; or is likely to cost less to purchase than to rent.

Repair of purchased equipment.

Replacement of purc