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The Plan described in this Handbook is a benefit plan of the Trinity Health Corporation (“Trinity Health™). The Plan
provides benefits to eligible associates of Trinity Health and the Trinity Health Ministry Organizations that have adopted the
Plan (collectively referred to as the “Employer”) and their eligible dependents. The Plan benefits are not insured with Aetna
Life Insurance Company ("Aetna") but will be paid from the Employer's funds. Aetna will provide certain administrative
services under the Plan as outlined in the Administrative Services Agreement between Aetna. the Trinity Health Corporation
Welfare Benefit Plan (“Welfare Benefit Plan) and Trinity Health, as the sponsor of the Welfare Benefit Plan.

ASA: 468508
Control Number: 468517
Handbook Base: 3

Issue Date: January 1, 2008
Effective Date:  January 1, 2010

This Handbook provides a general explanation of the Plan. While we have tried to describe the Plan as completely and
accurately as possible, due to the relatively brief nature of this Handbook and the complexity of the Plan document, some
details may not have been described or have been described only briefly. We strongly urge you to read this Handbook in
its entirety. If you have further questions, or if you would like to review the entire Plan document, copies are available from
the Plan Administrator.

This Handbook may be an electronic version of the Handbook on file with Trinity Health and Aetna Life Insurance
Company. In case of any discrepancy between an electronic version of this Handbook and the printed version on file
with Trinity Health, the terms set forth in the printed version on file with Trinity Health will prevail. In addition, in
case of any discrepancy between the Handbook (electronic or printed) and the actual Plan document, the Plan
document will prevail. To obtain a printed copy of this Handbook and/or the Plan document, please contact the Plan
Administrator listed at the end of this Handbook.

Trinity Health may modify, amend or terminate the Plan and this Handbook at any time at its discretion. Coverage under this
Plan, or receipt of any benefit from the Plan, does not in any way affect your employment relationship with your Employer, or in
any way limit your Employer's right to terminate your employment.

Information in this Handbook describes the benefits covered under the Plan. If you have any questions, please contact the
Member Services Unit at the toll-free phone number listed on your Identification Card.



General Information About Your
Coverage

WHO IS ELIGIBLE FOR BENEFITS?

You are eligible to participate in the Plan if you are a regularly scheduled benefit eligible full-time or part-time associate, as
described in your Employer’s policy that defines associate classifications. Coverage will generally become effective after you
satisfy the waiting period described in your Employer’s policy that defines associate benefit eligibility.

Shown below is a list of dependents that are eligible for coverage under the Plan. Upon election for coverage, you will have 31
days to provide documentation to verify the eligibility of each of your covered dependents, including your spouse. The required
documentation is set forth in the Trinity Health Dependent Verification Documentation Requirements, a copy of which can be
obtained at http:/mybenefits.trinity-health.org/auditdocrequirements.pdf. Coverage for your dependents will remain in an
“ineligible” status until appropriate documentation is provided. Failure to provide appropriate documentation within 31 days will
result in the voluntary termination of your election.

NOTE: If you and your spouse are employed by any Employer in a benefits eligible position, you may either both elect
individual coverage or one of you may cover the other as a dependent spouse. You and/or your spouse are not eligible
to be covered as both an associate and a dependent under the Plan. In addition, if both you and your spouse are
covered as associates under the Plan, only one of you may elect coverage for your dependent children.

Any references in this section of this handbook to “you” or “your” are references to the “eligible associate” unless the context
clearly indicates otherwise.

SPOUSE

Your spouse is eligible for coverage under the Plan provided:

1. The person is legally married to you under applicable State and Federal law and the IRS recognizes the person as your
spouse for income tax purposes. A person who is your spouse as a result of a common law marriage is not eligible for
coverage under the Plan.

2. The person is not otherwise covered under the Plan or any other group health plan offered by the Employer.

DEPENDENT CHILDREN BY BIRTH, MARRIAGE, ADOPTION, LEGAL GUARDIANSHIP OR QUALIFIED
MEDICAL CHILD SUPPORT ORDER (QMCSO)

Dependent children are eligible for coverage under the Plan through the end of the calendar year in which they turn 19, provided
they meet all of the following criteria:

1. They are unmarried.

2. They are the natural, legally adopted or court appointed children of either you and/or your legal spouse (a legal spouse is
a person who is legally married to you under applicable State and Federal law and who the IRS recognizes as your
spouse for income tax purpose; a spouse by common law marriage is not considered your legal spouse for Plan

purposes).
3. They are not otherwise covered under the Plan or any other group health plan offered by the Employer.

4. They either:

° have the same principal place of abode as you for more than half of the taxable year, and they do not provide
more than half of their own support for the taxable year (a “qualifying child”); or


http://mybenefits.trinity-health.org/auditdocrequirements.pdf

° have gross income for the taxable year, which is less than the exemption amount under Code Section 151(d)
(83,650 for 2009), you provide over half of their support, and they are not anyone else’s qualifying child.

DEPENDENT CHILDREN BY BIRTH, MARRIAGE, ADOPTION, LEGAL GUARDIANSHIP OR QUALIFIED
MEDICAL CHILD SUPPORT ORDER (QMCSO) (Continued)

Dependent children are eligible for coverage under the Plan through the end of the calendar year in which they turn age 24,
provided they meet all of the following criteria:

1. They are unmarried.

2. They are the natural, legally adopted or court appointed children of either you and/or your legal spouse (a legal spouse is
a person who is legally married to you under applicable State and Federal law and who the IRS recognizes as your
spouse for income tax purpose; a spouse by common law marriage is not considered your legal spouse for Plan

purposes).
3. They are not otherwise covered under the Plan or any other group health plan offered by the Employer.
4. They are enrolled as full-time students for at least five months of the year..
5. They either:

° have the same principal place of abode as you for more than half of the taxable year, and they do not provide
more than half of their own support for the taxable year (also a “qualifying child”); or

° have gross income for the taxable year, which is less than the exemption amount under Code Section 151(d)
($3,650 for 2009), you provide over half of their support, and they are not anyone else’s qualifying child.

DEPENDENT CHILDREN BY BIRTH, MARRIAGE, ADOPTION, LEGAL GUARDIANSHIP OR QUALIFIED
MEDICAL CHILD SUPPORT ORDER (QMCSO) (Continued)

Dependent children are eligible for coverage under the Plan through the end of the calendar year in which they turn age 26,
provided they meet all of the following criteria:

1. They are unmarried.

2. They are the natural, legally adopted or court appointed children of either you and/or your legal spouse (a legal spouse is
a person who is legally married to you under applicable State and Federal law and who the IRS recognizes as your
spouse for income tax purpose; a spouse by common law marriage is not considered your legal spouse for Plan
purposes).

3. They are not otherwise covered under the Plan or any other group health plan offered by the Employer.

4. They have gross income for the taxable year, which is less than the exemption amount under Code Section 151(d)
($3,650 for 2009).

5. You provide over half of their support for the taxable year.
6. They are not anyone else’s qualifying child.
Dependent children who are totally and permanently disabled are eligible for coverage beyond age 26, provided they also meet all
of the following criteria:
e  They are continuously enrolled in a creditable plan prior to their 19th or 26th birthday, and

e They are deemed legally disabled by mental or physical incapacity (i.e., unable to engage in any substantially
gainful activity by reason of any medically determinable physical or mental impairment that can be expected to
result in death or that has lasted or can be expected to last for a continuous period of not less than 12 months) prior
to their 19th or 26th birthday.

Continuation of Coverage for Dependent Students Taking a Leave of Absence from School due to IlIness or Injury

Effective on and after January 1, 2010, an unmarried child who is a full-time student will not cease to be an eligible dependent
child solely due to the fact that the child takes a medically necessary leave of absence from school (or reduces his or her school
hours to part-time status for a medically necessary reason). The medically necessary leave of absence (or reduction of hours) must
be verified by written certification from the child's treating physician. The child must be enrolled in the Plan as an eligible
dependent immediately prior to the medically necessary leave of absence (or reduction of hours) and the absence must otherwise
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cause the child to lose coverage under the Plan. The child will continue to be a dependent for one year after the first day of any
verified medically necessary leave of absence or, if earlier, the date coverage would otherwise terminate under the Plan because
the child does not satisfy the other eligibility requirements for dependent coverage (e.g., because the child attains age 26).

Qualified Medical Child Support Orders

The Plan will also provide coverage as required by the terms of a Qualified Medical Child Support Order ("QMCSO"). This
coverage applies even if you do not have legal custody of the child; the child is not dependent on you for support, and regardless
of any enrollment restrictions that may otherwise exist for dependent coverage. If the Plan Administrator receives a valid
QMCSO and you do not enroll the dependent child, the custodial parent or state agency may enroll the affected child.
Additionally, the Employer may withhold from your paycheck any contributions required for such coverage.

A QMCSO may be either a National Medical Child Support Notice issued by a state child support agency or an order or a
judgment from a state court or administrative body directing the Employer to cover a child under the Plan. Federal law provides
that a QMCSO must meet certain form and content requirements to be valid. The Employer follows certain procedures to
determine if a child support notice is "qualified." You may receive a copy of these procedures at no charge. If you have any
questions, or would like a copy of the child support order qualification procedures, please contact the Plan Administrator.

Unless the context clearly indicates otherwise, a reference in this Handbook to “dependents™ includes both an associate’s
spouse and dependent child(ren) who satisfy the requirements set forth above to be eligible for coverage under the Plan.

WHO IS NOT ELIGIBLE FOR BENEFITS?

1. Your common law spouse;

2. Your legal spouse and/or dependent child(ren) if covered under the Plan or other group health plan offered by the
Employer as an associate or dependent;

3. Any individual who begins active service in the armed forces of any country, unless coverage is continued as provided
under the Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA); and

4. Any individual who does not meet the definition of an associate or dependent as described in the WHO IS ELIGIBLE
FOR BENEFITS? Section of this handbook.

ENROLLMENT PROCEDURE

You may enroll for coverage through your Employer’s benefit enrollment process. For example, your Employer’s benefit
enrollment process may require you to complete an enrollment form or enroll electronically. If you want to enroll yourself
and/or your eligible dependents in the Plan, you must follow your Employer’s benefit enrollment process. Please review your
Employer’s policy regarding benefit enrollment to find out your Employer’s benefit enrollment process.

Your “Initial Enrollment Period” is the 31-day period beginning on the date you are first eligible for coverage. If you complete
your enrollment within the Initial Enrollment Period, you and your eligible dependents will be enrolled in this Plan as described
under the section of this handbook titled WHEN WILL COVERAGE BEGIN? You must enroll yourself for coverage, in order
for your dependents to be eligible for coverage under this Plan.

You and your Employer will share the cost of the coverage you elect under the Plan. Your contributions toward the cost of
this coverage will be deducted from your pay and are subject to change. Your Employer will determine the rate of any
required contributions in accordance with your Employer’s policy. Please see the Plan Provision Appendix.

If you do not enroll during the Initial Enrollment Period, you and your eligible dependents will not be eligible to enroll for
coverage under the Plan until the next annual Open Enrollment Period except under the circumstances described in the
“Special Enrollment Periods” section below or if you and/or your dependents experience a “Change in Status” event
(described below). The annual Open Enrollment Period is held during the fall of each year.



WHEN WILL COVERAGE BEGIN?

You must follow your specific Employer’s benefit enrollment process within 31 days of your date of eligibility. Your coverage
will begin in accordance with your Employers policy. Please see Plan Provision Appendix.

SPECIAL ENROLLMENT PERIODS

Special Enrollment for Coverage Under Medical Program

Under the Health Insurance Portability and Accountability Act (“HIPAA”), special enrollment rights are available to certain
eligible associates who previously declined coverage under the Plan and wish to enroll themselves and/or one or more of
their eligible dependents. If you are an associate who is eligible to participate in the Plan, you will have a special enrollment
right regardless of when you would otherwise be eligible to enroll under the Plan. Therefore, these provisions supplement
any other enrollment period otherwise available to you. You will be entitled to special enrollment, if all of the following
conditions are met:

1. You did not elect coverage under the Plan for yourself and/or you eligible dependent when you were first eligible to
do so, because:

e you and/or your eligible dependent were covered under a group health plan or had health insurance at the time
coverage was previously offered; and

e you stated in writing at the time you declined coverage that the reason you were declining was because you had
other similar coverage; and

¢ you and/or your eligible dependent lose such coverage because of a loss of eligibility for that coverage due to:
¢ termination of employment in a class eligible for such coverage;

o reduction in hours of employment;

e death;

o divorce or legal separation;

o the exhaustion of COBRA continuation coverage;

o the other employer no longer contributing toward the cost of such coverage;

e the exhaustion of applicable lifetime benefits under the coverage;

¢ an individual ceases to be a dependent under the plan;

e the plan terminates a benefit package option;

e if your coverage is provided through an HMO, you no longer live or work in the HMO’s service area (and there is
no other coverage available under the plan); or

o the plan no longer offers coverage to a class of similarly situated individuals that includes you and/or your eligible
dependent (e.g., the plan terminates coverage for all part-time associates but continues coverage for full-time
associates, and you are a part-time associate); and

2. You elect coverage not later than 31 days after the date of the loss of coverage for one of the reasons stated above.

Coverage under the Plan for a special enrollee will become effective on the date set forth in your Employer’s policy, but
no later than the first day of the first calendar month beginning after the date on which you timely enroll.



Special Enrollment for New Dependents

The HIPAA special enrollment provisions also apply if you acquire an eligible dependent through marriage, birth, adoption
or placement for adoption. If you are an eligible associate, you will be entitled and provided that you elect coverage not later
than 31 days after such event. You will be entitled to special enrollment, if you meet one of the following conditions:

e Non-Enrolled Associate: If you are an eligible associate but you have not enrolled in the Plan, you may enroll upon
your marriage or upon the birth, adoption, or placement for adoption of your child.

e Non-Enrolled Spouse: If you are an eligible associate who is already enrolled in the Plan, you may enroll your spouse
at the time of his or her marriage to you. You may also enroll your spouse if you acquire a child through birth, adoption,
or placement for adoption.

e New Dependents of an Enrolled Associate: If you are an eligible associate who is already enrolled in the Plan, you
may enroll a child who becomes your eligible dependent as a result of marriage, birth, adoption, or placement for
adoption.

e New Dependents/Spouse of a Non-Enrolled Associate: If you are an eligible associate but you are not enrolled in the
Plan, you may enroll a spouse, or dependent child, as applicable, who becomes your eligible dependent as a result of
marriage, birth, adoption, or placement for adoption. However, you (the non-enrolled associate) must also be eligible to
enroll in the Plan, and actually enroll in the Plan at the same time.

You must enroll yourself and/or your new eligible dependent(s) no later than 31 days after the date of the event that entitles
you and/or your eligible dependent(s) to the special enrollment period. If you are entitled to special enrollment and enroll
within 31 days of the date of the event, coverage will become effective on the date set forth in your Employer’s policy;
provided, however, that coverage will become effective on the date of the event for birth, adoption or placement for adoption
if you timely enroll and, with respect to marriage, coverage will become effective no later than the first day of the first
calendar month beginning after the date on which you timely enroll . If you do not timely enroll, enrollment for yourself
and/or your new eligible dependent(s) must wait until the next Open Enrollment Period, to be effective at the beginning of
the next Plan Year (unless another event occurs which would allow you to enroll yourself and/or your new eligible
dependent(s) prior to such time).

Special Enrollment for Medicaid/Children’s Health Insurance Program

Effective April 1, 2009, HIPAA special enrollment rights also apply if (1) you and/or your eligible dependent lose Medicaid
or Children’s Health Insurance Program (“CHIP”) coverage due to no longer being eligible for those benefits, or (2) you
and/or your eligible dependent become eligible for premium assistance in the Plan under a Medicaid program or CHIP. You
must enroll due to one of these reasons no later than 60 days after the date of the event that entitles you and/or your eligible
dependent to the special enrollment period. If you are entitled to special enrollment and you enroll within 60 days after the
date of the event, coverage will become effective as of the date set forth in your Employer’s policy, but no later than the first
day of the first calendar month beginning after the date on which you timely enroll. If you do not timely enroll, enrollment
for you and/or your eligible dependent must wait until the next Open Enrollment Period, to be effective at the beginning of
the next Plan Year (unless another event occurs which would allow you to enroll yourself and/or your new eligible
dependent prior to such time).

CHANGE IN STATUS

Once you make your coverage election for a plan year (January 1 through December 31) (or in your initial year of eligibility, for
the remaining portion of the plan year), you generally cannot change or revoke your election until the beginning of the next plan
year unless you have a qualified change in status (described below). This rule applies whether your election was to opt out of
coverage, to begin participation, or to continue coverage by making no other affirmative election.

Quialified Change in Status
A qualified change in status includes the following events that may impact you or your dependent's eligibility for coverage under
the Plan:

e Change in marital status, including marriage, divorce, legal separation, annulment or death of spouse.
e  Change in number of dependents, including birth, death, adoption, and placement for adoption.
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e Change in employment status of the associate, spouse or dependent that causes you, your spouse or dependent to
either gain or lose eligibility for an employer’s benefit program, including commencement or termination of
employment, change in worksite that removes the affected individual from a benefit plan’s service provider area,
commencement or return from leave of absence, or any employment status change that affects the eligibility of the
individual to participate in a benefit program or plan of an employer, including a change from part-time to full-time
employment or vice-versa, or a change from salaried to hourly pay, or, a strike or lockout.

e Change in residence of the associate, spouse or dependent that removes the affected individual from a benefit plan’s
service provider area (such a change entitles you to make a new plan election selecting another coverage option, but
generally does not permit you to opt out of coverage entirely unless no other relevant coverage is available).

o Dependent meeting or ceasing to meet the Plan's definition of dependent, such as attainment of a specified age, ceasing
to be a student, or a change in the Plan’s eligibility requirements.

e Cost or Coverage - A significant change in the cost or coverage of a benefit plan offered to you, your spouse or
other dependent, including a new benefit option being added, a benefit option being eliminated or significantly
curtailed, a coverage change made under a plan offered by the Employer or the employer of your spouse, former
spouse or dependent, or a significant increase in the cost of a benefit (such qualified change in status permits you to
make a new benefit selection, but does not allow you to revoke coverage entirely, unless no other similar coverage is
available).

e  You, your spouse or other dependent become covered or lose benefit coverage under Medicare or Medicaid, other

than for pediatric vaccines.

A judgment, decree or order requiring dependent coverage (e.g., QMCSO).

A special enrollment right you may be entitled to under the provisions of HIPAA.

You commence or return from an unpaid leave of absence as permitted and regulated by the FMLA.

An election of coverage by your spouse, former spouse or dependent during an open enrollment period that differs in

time from the open enrollment period offered by the Employer

Any election change or revocation you make must be consistent with the qualified change in status. You must change or
revoke your election within 31 days after the change in status event occurs. The change or revocation will be effective as
soon as is administratively practicable after it is received by the Employer, but in no event earlier than the first pay period
beginning after a new election is completed and returned to the Employer. Changes in elections due to a qualified change in
status shall only be effective as to contributions and benefits under the Plan on and after the effective date of such change.
However, election changes made due to a special enrollment right as provided by HIPAA may result in coverage being made
available retroactively to the date of the qualified change in status.

LEAVE OF ABSENCE

If you are not at work due to an unpaid, Employer-approved leave of absence, period of military service lasting more than 31 days,
or any other reason that creates a legal obligation for the Employer to extend coverage under the Plan, you may, at your option,
continue coverage during the period of absence in accordance with your Employers leave of absence policy.

If you are absent from work for any paid leave of absence you must continue the coverage you elected under the Plan and your
contributions for the coverage will continue to be deducted from your paychecks during the absence.

REHIRED ASSOCIATES

If you terminate employment prior to becoming a participant and an Employer subsequently reemploys you, you must satisfy
the eligibility requirements in order to participate in the Plan without regard to any prior period of employment with an
Employer. If you terminate employment after becoming a participant and an Employer subsequently reemploys in a position
that entitles you to participate in the Plan, you shall have the opportunity to re-enroll in the Plan immediately upon
reemployment. You must follow your Employer’s benefit enrollment process within 31 days of your reemployment. Your
coverage will begin in accordance with your Employers policy. Please see Plan Provision Appendix. If you do not enroll within
31 days of your reemployment, you will not be able to enroll yourself and/or your eligible dependents in the Plan until the next
annual Open Enrollment Period except under the circumstances described in the “Special Enrollment Periods” section or if
you and/or your dependents experience a “Change in Status” event.

WHEN WILL COVERAGE END?

Your and your dependents’ coverage under the Plan will end when the Plan is terminated. In addition, you and your dependents’
coverage under the Plan will end when you no longer meet the eligibility requirements of this Plan or you die. Your coverage and
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that of your enrolled dependent(s) will end on the last day of the pay period during which you cease to be eligible to participate or
die or the last day of the pay period in which you make a contribution toward the cost of coverage, if earlier.

In addition, the coverage of your dependent(s) will end when they no longer meet the eligibility requirements of this Plan as
defined by your Employer policy.

NOTE: If your coverage terminates and/or if your dependent(s) cease to be covered for any of the above reasons, you
and/or your dependent(s) may be eligible to continue coverage under the Plan. Please refer to the section titled
CONTINUATION COVERAGE RIGHTS UNDER COBRA for further information.

When you and/or your dependent(s) lose coverage under the Plan, you and/or your dependant(s) (as applicable) will be provided
with a Certificate of Creditable Coverage as required by HIPAA. The Certificate of Creditable Coverage will indicate the time
period that you or your dependent(s) were covered by the Plan, subject to HIPAA’s portability requirements. You and/or your
dependent(s) may also request a Certificate of Creditable Coverage within 24 months of losing coverage under the Plan. If you
and/or your dependent(s) need to request a Certificate of Creditable Coverage, you and/or your dependent(s) can do so by
contacting the Plan Administrator. The request must be in writing and must include: (1) the name(s) of the individual(s), (2) the
time period to be covered by the Certificate of Creditable Coverage, and (3) a mailing address where the Certificate of Creditable
Coverage should be sent.

CONTINUATION COVERAGE RIGHTS UNDER COBRA

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation
Act of 1985 (COBRA). COBRA continuation coverage is a temporary extension of coverage under the Plan that can become
available to you when you would otherwise lose your coverage under the Plan. It can also become available to the members
of your family who are covered under the Plan when they would otherwise lose their coverage. The information in this
Handbook is intended provide notice and explain, in a summary fashion, COBRA continuation coverage, when it may
become available to you and your family, what you must do to continue your coverage under the Plan, including what
to do to protect the right to receive it. This information gives you only a summary of your COBRA continuation coverage
rights. Both you and your spouse, if any, should take the time to read this information carefully. For additional information
about your rights and obligations under the Plan and under federal law, you should contact the Plan Administrator.

WHAT IS COBRA CONTINUATION COVERAGE?

COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end because of a life
event known as a “qualifying event.” Specific qualifying events are listed below. After a qualifying event, COBRA
continuation coverage must be offered to each person who is a “qualified beneficiary.” A qualified beneficiary is someone
who will lose coverage under the Plan because of a qualifying event. Depending on the type of qualifying event, you, your
spouse, and your dependent children could become qualified beneficiaries if coverage under the Plan is lost because of the
qualifying event. Under the Plan, qualified beneficiaries who elect COBRA continuation coverage must pay for COBRA
continuation coverage.

If you are an associate covered by the Plan, you will become a qualified beneficiary if you lose your coverage under the Plan
because either one of the following qualifying events happens:

e Your hours of employment are reduced, or
e Your employment ends for any reason other than your gross misconduct.

If you are the spouse of an associate, you will become a qualified beneficiary if you lose your coverage under the Plan
because any of the following qualifying events happens:

e Your spouse dies;

e Your spouse’s hours of employment are reduced;

e Your spouse’s employment ends for any reason other than his or her gross misconduct;
e Your spouse becomes enrolled in Medicare (under Part A, Part B, or both); or

e You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because any of the
following qualifying events happens:

o The parent-associate dies;



o The parent-associate’s hours of employment are reduced;

« The parent-associate’s employment ends for any reason other than his or her gross misconduct;
o The parent-associate becomes enrolled in Medicare (Part A, Part B, or both);

The parents become divorced or legally separated; or

« The child stops being eligible for coverage under the Plan as a “dependent child.”

If your employer offers retiree coverage, sometimes, filing a proceeding in bankruptcy under title 11 of the United States
Code can be a qualifying event. If a proceeding in bankruptcy is filed with respect to your Employer, and that bankruptcy
results in the loss of coverage of any retired associate covered under the Plan, the retired associate will become a qualified
beneficiary with respect to the bankruptcy. The retired associate’s spouse, surviving spouse, and dependent children will also
become qualified beneficiaries if bankruptcy results in the loss of their coverage under the Plan.

WHEN IS COBRA COVERAGE AVAILABLE?

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been
notified that a qualifying event has occurred. When the qualifying event is the end of employment or reduction of hours of
employment, death of the associate, commencement of a proceeding in bankruptcy with respect to the Employer or
enrollment of the associate in Medicare (Part A, Part B or both), the Employer must notify the Plan Administrator of the
qualifying event within 30 days of any of these events. For other qualifying events (divorce or legal separation, or because a
child is no longer eligible to be a dependent), the associate or covered dependent (or any representative) MUST notify the
Plan Administrator. The Plan requires the associate or covered dependent (or representative) to notify the Plan
Administrator within 60 days after the qualifying event occurs. The notice must be sent to the Plan Administrator at
the address listed at the end of this Handbook. The notice must be in writing and must include: (1) the Plan name, (2) the
name of the covered associate and each qualified beneficiary impacted by the qualifying event, (3) the type of qualifying
event and (4) the date of the qualifying event. Ifthe Plan Administrator is not notified within 60 days after the date of the
qualifying event COBRA continuation coverage will not be offered.

HOW IS COBRA COVERAGE PROVIDED?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will be
offered to each of the qualified beneficiaries. For each qualified beneficiary who elects COBRA continuation coverage,
COBRA continuation coverage will begin on the date that Plan coverage would otherwise have been lost. Each qualified
beneficiary will have an independent right to elect COBRA continuation coverage. Covered associates may elect COBRA
continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage on behalf of their
children.

COBRA continuation coverage is a temporary continuation of coverage. When the qualifying event is the death of the
associate, the associate's enrollment in Medicare benefits (under Part A, Part B, or both), the associate’s divorce or legal
separation, or a dependent child's losing eligibility as a dependent child, COBRA continuation coverage lasts for up to a total
of 36 months. When the qualifying event is the end of employment or reduction of the associate's hours of employment,
COBRA continuation coverage lasts for up tol8 months. However, if the qualifying event is the associate’s termination of
employment or reduction in hours of employment and the qualifying event occurs within the 18-month period after the
associate becomes enrolled in Medicare, the associate’s spouse and dependent children are entitled to COBRA continuation
coverage for up to 36 months from the date the associate enrolled in Medicare. There are two additional ways in which this
18-month period of COBRA continuation coverage can be extended.

Disability extension of 18-month period of continuation coverage

If you or anyone in your family covered under the Plan is determined by the Social Security Administration to be disabled
and you notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to receive up to an
additional 11 months of COBRA continuation coverage, for a total maximum of 29 months. The disability would have to
have started at some time before the 60th day of COBRA continuation coverage and must last at least until the end of the 18-
month period of continuation coverage. You must make sure that the Plan Administrator is notified of the Social
Security Administration's determination within 60 days of the later of: (i) the date of the qualifying event (the
associate’s termination of employment or reduction in hours); (ii) the date of the Social Security Administration
determination; and (iii) the date on the qualified beneficiary loses (or would lose) coverage under the Plan as a result
of the qualifying event. In addition, you must notify the Plan Administrator of the Social Security Administration’s
determination before the end of the 18-month period of COBRA continuation coverage. This notice should be sent to
the Plan Administrator at the address listed for the Plan Administrator at the end of this Handbook. The notice must
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be in writing and must include: (1) the Plan name, (2) the name of the associate and the disabled qualified
beneficiary, if different, (3) the date of the Social Security Administration's determination of disability and (4) a copy
of the Social Security Administration's determination of disability. The associate, the qualified beneficiary or any
representative on behalf of the associate or the qualified beneficiary can provide the notice.

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event while receiving 18 months of COBRA continuation coverage, the spouse
and dependent children in your family can get up to 18 additional months of COBRA continuation coverage, for a maximum
of 36 months, if notice of the second qualifying event is properly given to the Plan Administrator. This extension may be
available to the spouse and any dependent children receiving continuation coverage if the associate or former associate dies,
becomes enrolled in Medicare (under Part A, Part B, or both) (and the former associate’s enrollment in Medicare Part A
and/or Part B would have been a qualifying event if it occurred before the former associate’s termination of employment or
reduction in hours of employment), or gets divorced or legally separated, or if the dependent child stops being eligible under
the Plan as a dependent child, but only if the event would have caused the spouse or dependent child to lose coverage under
the Plan had the first qualifying event not occurred.. In all of these cases, you must make sure that the Plan
Administrator is notified of the second qualifying event within 60 days of the second qualifying event. This notice
must be sent to the Plan Administrator at the address listed for the Plan Administrator at the end of this Handbook.
The notice must be in writing and must include: (1) the Plan's name, (2) the name of the associate and each qualified
beneficiary impacted by the second qualifying event, (3) the nature of the second qualifying event and (4) the date of
the second qualifying event. The associate, the qualified beneficiary or any representative on behalf of the associate or
the qualified beneficiary can provide the notice.

Keep Your Plan Informed of Address Changes
In order to protect your family’s rights, you should keep the Plan Administrator informed of any changes in the addresses of
family members. You should also keep a copy, for your records, of any notices you send to the Plan Administrator.

USERRA CONTINUATION OF COVERAGE

If you perform service in the uniformed services you may elect up to 24 months of continuation coverage under the Plan, as
required by the Uniformed Service Employment and Reemployment Rights Act ("USERRA"). The procedures set forth above for
electing COBRA continuation coverage apply to this election for continuation coverage. Contact the Plan Administrator for
additional information about USERRA continuation coverage.

If You Have Questions

If you have questions concerning the Plan or COBRA continuation coverage, please feel free to contact the COBRA
Administrator or the Plan Administrator. For more information about your rights under ERISA, including COBRA, HIPAA,
and other laws affecting group health plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s
Associate Benefits Security Administration (“EBSA”) in your area or visit the EBSA website at www.dol.gov/ebsa.
(Addresses and phone numbers of Regional and District EBSA Offices are available through EBSA’s website.)
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Health Expense Coverage

Health Expense Coverage is expense-incurred coverage only and not coverage for the disease or injury itself. This means
that 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.

The Plan, Aetna, the Employer, and the Plan Administrator assume no responsibility for the outcome of any covered services
or supplies. The Plan, Aetna, the Employer and the Plan Administrator make no express or implied warranties concerning
the outcome of any covered services or supplies.

Special Comprehensive Medical Expense Coverage

Special Comprehensive Medical Expense Coverage is merely a name for the benefits in this section. It does not provide
benefits covering expenses incurred for all medical care. There are exclusions, deductibles, copayment features and stated
maximum benefit amounts. These are all described in the Handbook.

The Plan Provisions Appendix outlines the payment percentages that apply to the Covered Medical Expenses described
below.

HOW ARE MEDICAL BENEFITS PROVIDED?

The Plan provides coverage for most medically necessary services, procedures and supplies. Most specific services that are not
covered are listed in this Handbook.

The Plan is designed to provide levels of benefits based on the choices you make. By choosing the services of a Trinity Health
Facility or a Network provider, you will receive a higher level of payment. Detailed information about how benefits will be paid
can be found in the Plan Provisions Appendix.

HOW WILL YOU BENEFIT FROM CHOOSING A NETWORK PROVIDER?

The Plan has contracted with certain physician and hospital providers to be the Plan's Network providers. The Plan, Aetna, the
Employer, and the Plan Administrator do not provide any guarantee concerning the care provided by Network providers. Copies
of the provider directories can be obtained, at no charge, from the Human Resources / Organization and Talent Effectiveness
http://mybenefits.trinity-health.org

You, together with your physician, are ultimately responsible for determining the appropriate treatment regardless of coverage by
this Plan.
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WHAT HAPPENS IF YOU ARE NOT ABLE TO USE A NETWORK PROVIDER?

When you or your covered dependent(s) choose to receive covered services or supplies from a Network provider, the Plan will
pay as described in the Plan Provisions Appendix.

If you and your covered dependents reside in an area where Network providers are not available, the plan will pay benefits at
the Non-Network level.

If you or your covered dependents need emergency treatment for an accidental bodily injury or a life-threatening medical
emergency outside the Network area at a provider that is not a Trinity Health or Network provider, the plan will pay benefits at
the Network level. Related ambulance expenses will be paid at the Network level.

If you or your covered dependents need emergency treatment for an accidental bodily injury or a life-threatening medical
emergency and seek treatment (via car or ambulance) at the nearest facility that is not a Trinity Health Network provider, the
plan will pay benefits at the Network level. Related ambulance expenses will be paid at the Network level.

If a Network provider refers you or your covered dependent to a Non-Network provider and such specialty provider and/or
service is not available through a Network provider, the plan will pay benefits at the Network level. Any related laboratory tests,
x-rays or follow-up visits by the same Non-Network provider will be paid at the Network level.

If a Network provider refers you or your covered dependent to a Non-Network provider and such specialty provider and/or
service is available through a Network provider, the plan will pay benefits at the Non-Network level. Any related laboratory
tests, x-rays or follow-up visits by the same Non-Network provider will be paid at the Non-Network level.

If you or your covered dependents use a Trinity Health or a Network facility for inpatient/outpatient services/procedures, but
the Trinity Health or a Network facility uses a Non-Network provider for anesthesia, the interpretation of laboratory tests and x-
rays and other medically necessary services, the plan will pay benefits at the Network level.

If you or your covered dependents are admitted to a Non-Network hospital through the emergency room, the plan will pay
benefits for that confinement at the Network level until you are stable. At that point, the plan will pay benefits at the Non-
Network level, unless you are transferred to a Trinity Health or Network facility.

If a covered service or supply (other than Chiropractic services) is not available through a Trinity Health or a Network provider,
the plan will pay benefits at the Network level. It is your responsibility to investigate the availability of a needed provider.

WHAT IS THE PLAN DEDUCTIBLE?

The plan considers the network rate allowance for medically necessary services and supplies.

When you enroll as an individual your individual deductible will apply, when you enroll as a two person your two-person
deductible will apply, or when you enroll as a family your family deductible will apply. The covered expenses that apply to the
individual, two person and the family deductible for all family members will accumulate until the appropriate deductible is
reached, such that any individual within the family can meet the family deductible.

When you enroll mid-year your deductible will be pro-rated based on your date of enrollment.

When an individual's coverage becomes effective during a calendar year, the deductible will apply only to expenses that are
incurred after the coverage effective date.

The deductible is satisfied on a calendar year basis with expenses from January through December. If a covered individual
incurs expenses in the last three months of the year (October, November and December), and has not satisfied the deductible prior
to October, the expenses in the last three months will be carried over and applied to the deductible for the next calendar year.

Expenses applied toward the Network deductible will be used to satisfy the Non-Network deductible. Expenses applied to the
Non-Network deductible will be used to satisfy the Network deductible.

WHAT IS YOUR OUT-OF-POCKET MAXIMUM EXPENSE?

This plan shares with you the expense for certain services. Your co-payment is the balance that you must pay of the covered
charge for covered benefits when plan payment is at a percentage other than 100%.
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This plan is designed to limit your out-of-pocket. The out-of-pocket maximum expense limits are for covered services rendered
during each calendar year.

For services rendered during the remainder of the calendar year after a covered individual reaches their out-of-pocket maximum
expense limit, this plan will pay 100% of the reasonable and customary charges for subsequent expenses.

Out-of-pocket expenses not included in the out-of-pocket maximum expense limit and not eligible for 100% payment even if the
out-of-pocket maximum expense limit is met is:

Amounts over the usual, customary, and reasonable charges (UCR)
Applicable Penalties

Coinsurance and co-pays for prescription drugs

Co-pays for inpatient admissions and emergency room services
Outpatient surgery co-pays

Coinsurance for services related to Temporomandibular Joint Syndrome
e Coinsurance for infertility drugs

Expenses applied toward the Non-Network out-of-pocket maximum will be used to satisfy the Network out-of-pocket
maximum, and expenses applied to the Network out-of-pocket maximum will be applied to the Non-Network out-of-pocket
maximum

HEALTH MANAGEMENT SERVICES

The services outlined in this section of the Plan are part of Aetna Health Management Services. Together, they ensure that you
receive high quality, cost-effective care.

It is important to remember that this Plan covers only those procedures, services, and supplies that are medically necessary unless
otherwise specified. For a service to be covered it must be considered necessary for the diagnosis or treatment of an illness or
injury and the care must be given at the appropriate level. In determining questions of reasonableness and necessity,
consideration is given to the customary practices of physicians in the community where the service is provided.

Services, which are NOT considered to be medically necessary, include, but are not limited to:

o Procedures of unproven value or of questionable current usefulness.

o Procedures, which could be unnecessary when, performed in combination with other procedures.

o Diagnostic procedures, which are unlikely to provide a physician with additional information when used repeatedly.

o Procedures which are not ordered by a physician or which are not documented in a timely fashion in the patient’s medical
record, or which can be performed with equal effectiveness at a lower level of care facility (e.g., on an outpatient basis).

For example, a medically unnecessary hospital admission would be one, which does not require acute hospital bed patient care
and could have been provided in a physician’s office, hospital outpatient department, or lower level of care facility without
reduction in the quality of care provided and without harm to the patient. Also, a hospital admission primarily for observation,
evaluation, or diagnostic study, which could be provided adequately, and safely on an outpatient basis is considered to be
medically unnecessary.

CASE MANAGEMENT

Case management is a service designed to develop a quality plan of care. Aetna nurses and other clinicians will partner with you and
your physician to coordinate your care. They will ensure that you receive high quality, cost-effective care by accessing your condition,
evaluating your needs, and monitoring your progress.

If you are diagnosed with a serious illness or suffer a serious injury, an Aetna nurse will review your treatment plan with your
physician, and will clarify questions that you may have regarding your treatment. You can contact an Aetna NUrse any time you
have a question or concern regarding your treatment. The nurse will provide you with information about the treatment and will
assist you in evaluating your options.

When the patient chooses to follow the recommendations made through case management, the Plan may, at its discretion, cover
additional expenses of alternative care and supplies when recommended by medical case managers.
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If the Plan Administrator determines through case management that the treatment plan submitted is appropriate, then the Plan
participant must follow this plan of treatment in order to receive benefits under this Plan.

PRE-CERTIFICATION OF SERVICES

A hospital stay can be a serious and expensive part of your course of treatment. This Plan has a special program, Pre-
Certification of Services, to make sure that you are not hospitalized unnecessarily. If you are admitted to (or registered as a patient
at) a hospital or a rehabilitation facility, whether for emergency treatment, elective non-emergency treatment, or maternity care in
excess of 48 hours for normal deliveries or 96 hours for cesarean delivery, you or a member of your family should call AETNA at
the number listed on your medical identification card. The call should be made prior to the elective hospital admission. It is your
responsibility in conjunction with your physician’s office to obtain Pre-Certification of Services.

Aetna’s nurse and your admitting hospital review your inpatient treatment plan before and during your hospitalization. The
objective is to help you obtain all the information you need to make informed decisions. The AETNA nurse:

o checks medical necessity of the hospital admission and length of stay against generally accepted medical standards,

e suggests alternative treatment settings, if appropriate, and
e assist with discharge planning.

You will be notified by mail of the approved length of stay. Additional days may be assigned based on medical necessity.

The final decision regarding treatment and hospitalization is yours. Maximum allowable Plan benefits are paid as long as these
steps are followed prior to any inpatient hospitalization.

If you or a covered dependent are admitted to a hospital for any reason without prior approval:

e Contact Aetna by telephone within two business days of the admission. You, a family member, or your physician may make
the contact.

PERSONAL CARE ACCOUNT (PCA)

The Personal Care Account PPO Plan is a totally new Plan option. The Personal Care Account PPO Plan requires that an
individual meet a high deductible, and then pays covered expenses at the percentages outlined in your Plan Provisions for Trinity
Facility, Network and Non-Network providers until your annual out-of-pocket maximum is met. In order to help you meet
your deductible and out-of-pocket maximum, the Personal Care Account PPO Plan allocates dollar credits to a Personal Care
Account (PCA), and you can apply those dollars to any covered expenses, regardless of whether they are incurred by a Trinity
Health Network or Non-Network provider.

When you enroll mid-year your PCA amount will be pro-rated based on your date of enrollment.

The amount of your deductible, PCA dollars and annual out-of-pocket maximum will vary depending on whether you have
single, two person, or family coverage.

You may use the amount credited to your PCA to pay 100% of covered expenses of any covered family member, regardless of
whether the provider is Network or Non-Network, until the PCA is exhausted.

You may apply costs from either Network or Non-Network providers to your PCA, but you will find that you can often stretch
your PCA account dollars farther by using Network providers.

For many people, the amount in the PCA will be enough to cover annual health care expenses. Any unused remaining balance in
your PCA at the end of the year will roll over for you to use in the future.

If, however, your annual health care expenses exceed the amount in your PCA you must meet your remaining annual deductible
out of your own pocket before the Personal Care Account PPO Plan pays any more covered expenses. After your deductible has
been satisfied, covered expenses will be paid at the percentage outlined in your Plan Provisions until your annual out-of-pocket
maximum is met. After that, covered expenses will be paid at 100% except for services related to mental disorders, substance
abuse, or Temporomandibular Joint Syndrome, and infertility drugs. These services are not included in the out-of-pocket
maximum and will continue to be covered at the percentage outlined in your specific Plan Provisions.
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SPECIAL RULES

e Ifyou terminate employment with Trinity Health and elect COBRA, those premiums are not payable under the PCA.

e If you terminate employment claims payment under the PCA will cease at the end of the month following your last day of
employment. Any claims incurred on or before your last day of coverage will be reimbursable by the PCA provided they are
filed no later than the plan’s filing date.

e Ifdue to a family status change you move from single coverage to family coverage, an increase in the amount of PCA funds
available will be pro-rated for the remainder of the calendar year.

e If due to a family status change, you move from family coverage to single coverage, your available PCA funds will not be
reduced for the remainder of the plan year.

e If, at open enrollment or due to a family status change, you elect to move from the PCA to another plan offered by Trinity
Health or another division of Trinity Health, or another division that does not offer a PCA, claims payment under the PCA
will continue for expenses incurred during the coverage period, up to the plan filing date.

e  Prescription medications will not be subject to the annual deductible and out-of-pocket maximum. Your prescription
drug co-pays and out-of-pocket expenses will not be reimbursed by any PCA dollars. Please see the section titled
PRESCRIPTION DRUGS for additional information.

e  Trinity Health will provide a credit of $25 each in your PCA when you and/or your covered spouse complete the Health Risk
Appraisal on the Health A to Z website. No more than the $25 per employee or spouse will be deposited in a lifetime.

NOTE: To make the best use of your PCA funds, you will want to become involved in the cost of the care you receive. You
should become a savvy health care consumer so your funds will last as long as possible. The Aetna website
http://www.aetna.com/docfind/custom/trinity/ includes information on your benefits, your PCA, general medical
information and other information designed to help you make wise decisions regarding your health care.

MENTAL DISORDERS AND/OR SUBSTANCE ABUSE

All inpatient services (including partial hospitalization), intensive outpatient services, and outpatient psychiatric testing for
mental disorders and/or substance abuse require pre-certification through Aetna Behavioral Health. Please note that if pre-
certification is not received for these services, benefits will not be payable. For pre-certification coordination contact:
Aetna, Inc.
P.O. Box 981107

El Paso, TX 79998-1107
(800) 544-5108

Benefits available under this Plan for the treatment of mental disorders and/or substance abuse are payable as described in Plan
Provisions Appendix.

COVERED MEDICAL EXPENSES

The following pages describe more specifically the benefits that are covered under the Plan for particular services.

Benefits are only payable when they are medically necessary for a covered individual (up to the applicable maximums as
defined in the Plan Provisions Appendix.

Plan payment is made according to whether you choose to have services rendered by a Trinity Health facility, Network or Non-
Network provider. For detailed information regarding benefit payment levels, please see the Plan Provisions Appendix.

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

Only charges for Preferred Care are included as Covered Medical Expenses.
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GENETIC TESTING/SCREENING AND COUNSELING

Genetic testing/screening is done to look for abnormalities in a person’s genes, or the presence/absence of key proteins whose
production is directed by specific genes.

Benefits may be reimbursable by the Personal Care Account (PCA). Please refer to the Plan Provisions for additional
information.

Covered individuals must be referred by a physician to a genetic counselor before testing can occur. You will be asked to sign
a consent form before the test is performed. Only one evaluation visit can initially be approved.

Genetic counseling, testing and/or screening is covered when all of the following conditions are met.
1. Covered individual is referred by a physician to a genetic counselor before testing
2. Informed written consent is obtained before and after testing/screening
3. The test has been proven valid (regulatory agency approval).
4. Factors exist to justify that a covered individual is at increased risk.
5. Knowledge of presence or absence of condition would directly affect medical care, where:
a. the disease is treatable or preventable
b. the test results will lead to a marked change in the intensity of surveillance/treatment of that disease.

NOTE:  Tests commonly performed on amniotic fluid by a physician do not require genetic counseling.

Genetic testing/screening is performed:
1. to determine whether a person has a disorder caused by a genetic defect,
to determine whether a person is a carrier of a disorder caused by a genetic abnormality,
to determine a person’s risk of developing a disease,
to predict response to therapy,
if there is a history of spontaneous abortions,

if a covered individual gave birth to a child with a genetic disorder or chromosomal abnormality,

NS kR

if there is a family history of certain inherited disorders, or the covered individual has symptoms of certain inherited
disorders and requires a diagnosis,

o

for a dependent child if there is an increased risk of developing a childhood malignancy,

9. for an adopted child(ren), where the family history is unavailable or unknown, for conditions that manifest themselves
during childhood and for which preventive measures or therapy may be undertaken during childhood.

Genetic counseling, testing and/or screen may be covered for non-covered individuals when BRCA testing is required to assess
the need for Prophylactic Mastectomies or Oophorectomies for a covered Individual.

All of the following criteria must be met:

a. the information is needed to adequately assess risk in the covered individual;

b. the information will be used in the immediate care of the covered individual;

c. the non-covered individual’s plan (if any) will not cover the test (proof required).
NOT COVERED:

Routine, ongoing, or long-term genetic counseling

Genetic testing to determine the paternity of a child
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Genetic testing to determine the sex of a child

Genetic testing to determine one’s own genetic predisposition

General population screening for genetic disorders (example-cystic fibrosis)
Prenatal genetic screening undertaken with the intention of aborting the child
Genetic testing or screening in children or adolescents, except as provided

Genetic testing/screening for any individual who is not an eligible employee or dependent as defined in the section titled
ELIGIBILITY of this Plan

Genetic testing for:

Huntington’s Chorea Disease,

Li-Fraumeni syndrome,

Melanoma and melanoma-associated syndromes,
Ataxia Telanglextasaia-associated susceptibilities.

Surgical procedure and related expenses that are performed as a precautionary measure when there is no presence of cancer or
other disease (e.g. preventative mastectomy)

HOSPITAL EXPENSES

Inpatient Hospital Expenses

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

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

the person's Preferred Care Provider requests the private room; and the request is pre-approved by Aetna.

If the above procedures are not met, any part of the daily room and board charge, which is more than the Private Room
Limit is not covered.

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 EXPENSES

Covered Medical Expenses include charges for outpatient surgical expenses to the extent shown below.
Covered Medical Expenses include charges made:
* in its own behalf by:

a surgery center;

the outpatient department of a hospital; or

an office based surgical facility of a physician or a dentist.

* on behalf of a salaried staff physician by 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;
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require major or prolonged invasion of a body cavity; or
involve any major blood vessels.

* It can safely and adequately be performed only in a surgery center or in a hospital or in an office based surgical facility of
a physician or a dentist.
* It is not normally performed in the office of a physician or a dentist.

Outpatient Services and Supplies
These are services and supplies furnished by the surgery 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.

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 room and board in a private room over the Private Room Limit.

» 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 calendar 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 CARE EXPENSES

Home care expenses are covered if:

¢ the charges are made by a R.N. or L.P.N. or a nursing agency for “skilled nursing services”; or

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

The following services are covered as “skilled nursing 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.

Home health care expenses are charges for:
* Part-time or intermittent care by a R.N. or L.P.N. if an R.N. is not available.

* Physical, occupational, and speech therapy.
* Part-time or intermittent home health aide services for patient care.
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* 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:

o medical supplies;

e drugs and medicines prescribed by a physician; and

e lab services provided by or for a home health care agency.
There is a maximum to the number of visits covered in a calendar year for each person for Home Care Expenses.
As to skilled nursing care:

 Each visiting nurse shift or private duty nursing shift of 4 hours or less counts as one visit;
 Each such shift of over 4 hours but less than 8 hours counts as 2 visits.

As to home health care:

» 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 Care Expenses
Covered Medical Expenses for skilled nursing care do not include charges for:

* 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:

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

e 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;

e 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.

Covered Medical Expenses for home health care do not include charges for:
* Services or supplies that are not a part of the home health care plan.
* Services of a social worker.

* 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.
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ROUTINE PHYSICAL EXAM EXPENSES

The charges made by your Primary Care Physician or a Preferred Care Provider 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:

» 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 17, Covered Medical Expenses will not include charges for:

¢ seven exams in the first 12 months of life;

* three exams in the second 12 months of life;

* three exams in the third 12 months of life; and
* one annual physical examination thereafter.

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 in per calendar year for a person under age 65; and
one exam in per calendar year for a person age 65 and over.

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.

Limitations to Routine Physical Exam Expenses
This section does not cover 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;

* premarital exams;

* vision, hearing or dental exams;

* a physician's office visit in connection with immunization or testing for tuberculosis; or

* services and supplies furnished by a Non-Preferred Care Provider.

ROUTINE HEARING EXAM EXPENSES

Covered Medical Expenses include charges for an audiometric exam. The services must be performed by:

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

e s legally qualified in audiology; or

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

e 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 per calendar year.
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,;

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

* 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, or

* any service or supply furnished by a Non-Preferred Care Provider.

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
* Room and Board and other services and supplies furnished to a person while a full-time inpatient for:

e pain control; and
e other acute and chronic symptom management.
» Not included is any charge for daily room and board in a private room over the Private Room Limit.
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:

e assessment of the person's:
e social, emotional, and medical needs; and

o the home and family situation;
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e identification of the community resources which are available to the person; and
e assisting the person to obtain those resources needed to meet the person's assessed needs.

* Psychological and dietary counseling.

* 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 associate 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:

e physical and occupational therapy;

e 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;

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

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 in excess of 60 days per calendar year. 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.

OUTPATIENT SHORT-TERM REHABILITATION EXPENSE COVERAGE

The charges made by:

* a physician; 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:

* an injury;

e a disease; or
* congenital defect.
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Short-term rehabilitation services consist of:

* physical therapy;
* occupational therapy, or
* speech therapy.

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.

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 rendered for the treatment of delays in speech development, unless resulting from:

e disease;
e injury; or
e 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.

PRESCRIPTION DRUGS

Prescription drugs that are necessary for the treatment of an illness or injury of a covered individual when prescribed by a physician
are covered as described below. Drugs furnished during a hospital confinement will be payable as described in the section of this
handbook titled HOSPITAL SERVICES AND SUPPLIES.

Prescription drugs purchased in a participating pharmacy are covered by the prescription drug benefit administered by Medco
Health Solutions, Inc. The participating pharmacy will fill the prescription with a generic equivalent, unless a generic substitute is
not available. For each new or refilled prescription, you simply pay the copayment or co-insurance shown in the Plan Provisions
Appendix. When drugs are purchased at a pharmacy, the prescription drug program will allow up to a 34-day supply. If you
need a brand name drug and a generic equivalent drug is available you will be charged the difference in ingredient cost between
the brand and generic drug, in addition to the brand copayment.

Maintenance drugs (to treat long-term or chronic medical conditions) can be obtained by mail through the Medco Health
Solutions, Inc. This program allows you to save money by receiving a 90-day supply of medication for a low copayment or
co-insurance.

COVERED DRUGS:

The following are covered benefits unless listed as an exclusion below
e Federal Legend Drugs
e  State Restricted Drugs
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Compounded Medications of which at least one ingredient is a legend drug.
Insulin

Needles and Syringes

OTC Diabetic Test Strips and Lancets

Retin-A through age 25

Tazorac cream through age 25

Zostavax from age 60

Pediatric Fluoride Vitamins through age 13

Legend Pediatric Fluoride Vitamin Drops up to a 50-day supply
Inhalers, Assisted Devices

Rhogam

TRADITIONAL PRIOR AUTHORIZATION:

Retin-A/Avita/Altinac (cream only) age 26 and older

Tazorac cream age 26 and over

Growth hormones/Growth Hormone Releasing Hormones

IVRU - Oral Contraceptives (except Emergency Contraceptives) for females only
91 day Pre-packaged Oral Contraceptives up to a 91-day supply for females only
PDST (Preferred Drug Step Therapy) - For a list of drugs that require PDST, contact Medco customer service
Transdermal and Intravaginal Contraceptives for females only

Legend Anti-Obesity Preparations

Erythroid Stimulants

Myeloid Stimulants

Platelet Proliferation Stimulants

MS Agents

Tysabri

Interferons

Xolair

Provigil

Note: Drugs for cancer therapy and the reasonable cost of administering them are usually covered. The prescription plan may
implement prior authorization rules to determine if the cancer therapy is eligible for coverage under the plan based on the plan
rules. Certain off-label uses of cancer drugs may not be eligible for coverage under the plan if there is insufficient published
evidence to determine the toxicity, safety and/or efficacy of the cancer therapy for the specific cancer it is prescribed to treat.

EXCLUSIONS:
The following are excluded from coverage unless specifically listed as a benefit under "Covered Drugs".

Non-Federal Legend Drugs

Contraceptive jellies, creams, foams, devices, implants or injections

Emergency Contraceptives

Retin-A (except cream) age 26 and older

Non-Sedating Antihistamines/Non-Sedating Antihistamine Combo Products(SPECs: 220, Z2Q)

Zostavax through age 59

Drug to Treat Impotency

Mifeprex

Therapeutic devices or appliances

Drugs whose sole purpose is to promote or stimulate hair growth or for cosmetic purposes only.

Allergy Sera

Biologicals, Immunization agents or Vaccines

Blood or blood plasma products

Drugs labeled "Caution-limited by Federal law to investigational use", or experimental drugs, even though a charge is
made 