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From the Board of Trustees

June 1, 2020
Dear Participant:

We are pleased to present this revised Summary Plan Description (SPD) with information about the
LAT.S.E. National Health & Welfare Fund Plan A. It describes how you become eligible, how you can
enroll dependents, who is eligible for benefits, who to contact if you have questions, and the benefits
available through Plan A, including:

* Hospital and medical coverage through Empire BlueCross BlueShield;
® Prescription drug benefits through CWS Health;

= Dental benefits through Delta Dental or, if you live in New Yorlk, through Administrative Services
Cnly, Inc./Self-Insured Dental Services (AS0/5I0S) if you choose that option;

= Vision services through Davis Vision;

s Weekly Accident and Sickness benefits through the Metropolitan Life Insurance Company (MetLife);
and

® Life insurance through MetLife.

This SPD provides a description of Plan A provisions in effect as of June 1, 2020.

Aﬂenezdm;gthlssm,[tmhm questions ahﬂunhel!lan ntwalﬂdhkemmmtarmamn,
please contact the Fund Office. A staff member will be pleased to assist you with any
questions or concerns you may have. You can find contact information for the Plan and our
'beneﬂtphsrtnexsauhp end of this SPD.

Sincerely,
The Board of Trustees
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Introduction

The LATS.E. National Health & Welfare Fund (referred to in this SPD as “the
Fund"”) was set up to provide health care benefits to eligible participants and
their enrolled dependents. The Fund was established by various collective
bargaining agreements between employers and the International Alliance

of Theatrical Stage Employees, Moving Picture Technicians, Artists, and

Allied Crafts of the United States, its Territories and Canada (LATS.E.) and

its Affiliated Locals (collectively, the “Union”). These collective bargaining
agreements are contracts between employers and the Union that, among
other things, require employers to contribute to the Health & Welfare Fund on
behalf of employees who are working in covered employment,

The Plan is administered by a Board of Trustees, made up of an equal number
of representatives appointed by the LAT.SE. and the contributing employers.
The Board of Trustees acts on behalf of you and your fellow Plan participants
to manage all aspects of the Fund's benefits operations and the administration
of such benefits.

This SPD provides essential information about your benefits. Additional
information concerning your benefits is contained in related documents, such
as insurance contracts and/or certificates of coverage. This 5PD (including
any modifications) along with certificates of insurance for any insured benefits,
constitutes the Plan Document. If there is ever a conflict between any
summary of benefits and the official Plan documents, insurance contracts and/
or certificates of coverage, the official documents will govern.

You receive this booklet when you first enroll. If you lose coverage and later retumn,
you can request another copy of this SPD by calling 1-800-456-FUND (3863),
writing to psc@iatsenbforg or viewing/downloading it at www.iatsenbf.org. New
updated booklets are sent upon their revision with any important change notices
mailed to you intermittenthy.

This SPD describes the Plan provisions as of June 1, 2020. The Fund Office
will communicate future changes to the benefits and eligibility rules through
newsletters and/or other notices. Be sure to read all mail from the Fund Office
carefully and keep all announcements of Plan A changes with this SPD for easy
reference. You can also generally find updates on the Fund's website by logging
on to www.iatsenbforg or through email at psc@iatse nbf.org.

You can contact the
IATSE National Health
& Welfare Fund

417 Fifth Avenue
Third Floor

New York, NY
10016-2204

(212) 580-9092
1-800-456-3863

¥y Flen Descriptien/Flan L ment « 2
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Your Role in Managing
Your Benefits

You need to play an active role in managing your benefits to ensure that
health care coverage for yourself and your eligible dependents begins when
you or your dependents become eligible and continues uninterrupted for as
long as you and your dependents remain eligible.

The Fund provides resources to help you frack the number of days you have
worked in covered employment. Please remember that covered employment
only includes the days for which the Fund receives a contribution from your
employer on your behalf. You can get the information you need online or
through an interactive voice response (IVR) telephone system. Regardless of
how you choose to access the information, it's your responsibility to do so—
and to contact the Fund Office if you have any concerns.

It is essential that you keep Plan records (for example, your contact
information, marital status, beneficiary information and dependents) up to
date. If the Fund has incorrect information on file, your coverage may not
begin when you would be otherwise eligible.

This booklet describes what you need to do to make the most of your
benefits. Please read it carefully and keep it in a convenient place, where you
will have it for future reference. if you have any questions, please contact the
Fund Office.

You receive this booklet when you first enroll. If you lose coverage and later
return you can request another copy of this 5PD by calling 1-800-456-FUND
(3863), writing to psc@iatsenbf.org or viewing/downloading it at www.iatsenbf
org. Mew updated booklets are sent upon their revision with any important
change notices mailed to you intermittenthy.



Benefits at a Glance

The following table provides a brief overview of the benefits available under
Plan A. These include:

* Hospital and medical coverage for you and your covered dependents
through Empire BlueCross BlueShield;

= Prescription drug benefits for you and your covered dependents through
CWS Health;

* Dental benefits for you and your covered dependents through Delta Dental
or, if you live in Mew York and actively choose, Administrative Services Only,
Inc./Self-Insured Dental Services [ASOYSIDS);

* Vision services for you and your covered dependents through Davis Vision;

e | ife insurance for you through the Metropolitan Life Insurance Company
(MetlLife);

& Weekly accident and sickness benefits for you through MetLife; and

The |LAT.5.E. National Health and Welfare Fund also offers a retiree health
benefit plan for you and your spouse if you meet the eligibility requirements.

Please note that any benefit limitations and exclusions are listed in detail
further on in the SPD. The following table just provides a summary.

ument « 4



In-network,
out-of-network

Precertification
Requirement &

Features

Calendar Year
Deductible

Coinsurance

Annual Cut-of-
Pocket Coinsurance
Maximum

Lifetime Maximum

Claim Forms to File

Annual Mazimum
Benefit

.

[ T —r—

Hospital and Health Benefits
Provided Through Empire
BlueCross BlueShield

Plan A offers in-network and out-of-network benefits. All reimbursements of

eligible out-of-network expenses are paid as a percentage of Empire BlueCross
BlueShield's maximum allowed amount, which is the maximum Empire will pay for
any service of supply. If an out-of-network provider charges more than the maximum
allowed amount, you will be responsible for the excess, in addition to your normal
coinsurance. In addition, limits on how many services or how often you can get
services are applied to both in-network and out-of-network care combined.

Precertification is required for inpatient admissions and certain treatments and
procedures to ensure the highest quality care for the right length of time in the right
setting with maximum coverage. If you fail to precertify, penalties may apply, or
youmay lose coverage for that expense entirely. See page 23 for details on how the
Medical Management Program works and what your responsibilities are.

In-MNetwork Cut-of-Network

S0 $200/ Individual $500/Family

MNiA You pay 20% of the maximum allowed amount and the
Plan pays 80% of the maximum allowed amount

5500/ Individual 51200/ Individual, includes deductible

$1,250/Family $3,000/ Family, includes deductible

Unlimited Unlimited

None Yes

Unlimited Unlimited



¥-rays & otherimaging; MRIs, VRAS; all
lab tesis

EBenefits In-Network Cut-of-Network (Shown below is how
much you pay after youmeet the
deductible)

Doctor's Office Visits, S12/visit 20% colnsurance

Inclniling Spucialisty

Chiropractic Visits. 512/visit 20% colnsurance

Annual Physical Exam Covered at 100% with no  20% coinsurance

copayment/visit

Acupuncture Treatment S12/visit 20% colnsurance

Preventive Care/Screening/ Covered at 100% with no  20% coinsurance

Immunization copayment/visit

Allergy Care Office Visit S12/visit 20% colnsurance

Allergy Testing 50 20% colnsurance

_Allergy Treatment S0 20% colnsurance

Well Woman Care $0/visit 20% colnsurance

Office Visits

Pap Smears 50 20% colnsurance

Mammogram S0 20% colnsurance

(based on age and medical history)

Well child Visits S0 20% coinsurance

Office visits and associated lab services

provided within 5 days of visit, with

certain frequency limits; immuniz ations

Diagnostic Procedures. 50 20% colnsurance

Emergency Room 535/wvisit (waived if admitted within 24 hours))
Ambulance 50 $0 as long as the ambulance charge
Local professional ground ambulance to does not exceed the maximum allowed
nearest hospital amount.
You pay the difference between the
maximum allowed amount and the
actual charge.
Air Ambulance 50 You pay the difference between the

Transportation to nearest acuie care
hospital for emergency or inpatient
admission.

maximum allowed amount and the
actiual charge.

Matemity Care
Prenatal and postnatal care in doctor's office

$12 copay for initial visit 20% coinsurance

Summary Plan Descriptieon/Plan Document « 6



Lab tests, sonograms & other 50 20% colnsurance

diagnostic procedures

Obstetrical care in hospital 50 20% colnsurance
Routine newbom nursery care 50 20% coinsurance
Obstetrical care (in birthing center) 50 Mot covered
Hospital Services 50 20% colnsurance
Chemotherapy X-Ray, Radium & S0 20% colnsurance
Radionuclide Therapy

Durable Medical Equipment 50 Not covered

For example, hospital-type bed,

wheelchair, sleep apnea monitor,

orimlicand prodihetioy.

Medical Supplies S0 Institutional: 20% colnsurance when
For example catheters, oxygen, syringes. billed with other covered services

Professional: Covered at in-network

level
Mutritional Supplements 50 20% colnsurance
Enteral formulas and medified
solid food products
skilled Nursing Facility S0 Not covered
_Up to 60 days per calendar year
Hospice Care S0 Not covered
Up to 365 days
Home Health Care Up to 200 visits per S0 20% coinsurance, no deductible
calendar year
(A visit equals 4 hours of care) (treatment
maximums are combined for in-network
and out-of-network services)
Home Infusion Therapy 50 Mot covered
Physical Therapy & $0, for up to 30 days 20% colnsurance , for up to 30 days of
Rehahilitation-Inpatient of in-patient service in-patient service per calendar year
per calendar year (treatment maximums are combined
(treatment maximums for in-network and out-of-network
are combined for care)
m-network and out-of-
network care)
Physical Therapy & $12 fvisit, for up to 50 Mot covered
Rehabilitation-Outpatient visits combined in home,
office or outpatient
facility per calendar year

7 = IATSE National Health and Welfare Fund Plan A



Occupational, Speech or Vision Therapy $12/visit, for up to 50 Mot covered
visits combined in home,
office or cutpatient

facility per calendar year
Cardiac Rehabilitation $12/outpatient visit 20% colnsurance
Mental Health Care Outpatient S12/office visit; 20% colnsurance
$0/outpatient facility
Mental Health Care Inpatient S0 20% coinsurance
Alcohol or Substance Abuse Outpatient 512/office visit; 20% colnsurance
$0/outpatient facility
Alcohoel or Substance Abuse Inpatient S0 20% colnsurance

Summary Plan Descriptien/Plan Document « 8



Prescription Drug Benefits
provided by CVS Health

At anIn-Network Pharmacy: You can receive a 30-day supply or refillof a
medication through a CVS Health in-network pharmacy. The copays are;

5 for a generic drug;

20% ($25 minimum/$40 maximum) for a preferred brand-name drug;

40% ($35 minimum/$50 maximum) for a non-preferred brand-name drug;
20% ($25 minimum/$150 maximum) for a preferred specialty drug;

40% ($35 minimum/$150 maximum) for a non-preferred specialty drug.

Mail-Order: You can receive a 90-day supply via mail order or a local CVS Health
pharmacy. The copays are:

410 for a generic drug;

20% (560 minimum/$100 maximum) for a preferred brand-name drug;

40% (5100 minimum/$130 maximum) for a non-preferred brand-name drug;
20% ($60 minimum/$300 maximum) for a preferred specialty drug;

40% (5100 minimum/$300 maximum) for a non-preferred specialty drug.

At an Out-of-Network Pharmacy: You must pay the full charge and then file
a claim for reimbursement with CVS Health for the difference between the
pharmacy's charge and the applicable copay.

Certain limitations and exclusicns may apply to some medications.

Preventive Care: Any prescription considered preventive under the Affordable
Care Act will be covered in full in-network if required by that Act. For more
information as to whether a particular service will be covered in full, please
contact CVS Health at 1-800-896-1997.

8 = IATSE Mational Health and Welfare Fumd Plan A



Other Health and
Welfare Benefits

Vision Care

Physical Exam & Hearing
Aid Benefit

Dental Care

Weekly Accident and
Sickness Benefit

Life Insurance

Through Davis Vision, the Plan offers one eye exam and

one pair of glasses or contact lenses from the Davis Vision
Collection every 24 months. For covered children, an exam
and lenses are provided every 12 months, while frames are
available only every 24 months. You may have to pay more for
contact lenses or frames that are not in the approved group.

For out-of-network vision services, reimbursement of up to
5100 is available every 24 months (every 12 months for exams
and lenses for children). The Plan will cover the cost of annual
exams for children through age 18 up to the in-network
reimbursement amount.

Physical Exam: If you do not go to a BlueCross provider for
a physical exam, the Plan pays up to $300 per calendar year
for a physical examination,

Hearing Aid: The Plan pays up to $1,500 in a 36-month
period for a hearing aid, batteries and/or repairs.

Up to 52,000 per year per covered person paid according
to a set fee schedule. The $2,000 limit does not apply to
diagnostic, preventive and basic services for children
under age 19.

In-network dentists have agreed to charge a negotiated fee
set by Delta Dental or Administrative Services Only (ASO).

Cut-of-network dentists are paid the same amount under
the fee schedule as in-network dentists, but an out-of-
network dentist may charge you an additional amount.

Orthodontia not covered.
Administered and insured through Met Life.

Pays a weekly benefit of $200 a week, if a non-job related
disabling accident, injury or sickness keeps you from
working at your regular occupation.

If disability continues, benefits can be paidup toa
maximum of 26 weeks.

The weekly accident and sickness benefit 1s not available
for covered dependents.

Pays a benefit of $20,000 if you die while you are actively
enrolled in coverage (not available for covered dependents).

imary Plan Deacription/Flan Document - 9



Eligibility

When your coverage begins

You are eligible for Plan A benefits if you work 60 days in covered employment
within six consecutive months. Covered employment only includes the days for
which the Fund receives a contribution from your employer on your behalf,

Your coverage starts on the first day of the second month after you complete
the 60-day requirement, and it continues for six months.

For example, suppose Joanne starts to work in covered employment
in February 2018 and completes 60 days between February and July
2018. Joanne's initial coverage will be for the six-month period starting
September 1, 2018 and continuing through February 28, 2015,

The following table shows how this works.

YOU MET THE :

IF YOU WORK ELIGIBILITY YOUR PLAN A
60 DAYS DURING THE REQUIREMENT AT THE COVERAGE|S FOR THE

MONTHS OF: END OF: SIX-MONTH PERIOD:
January — June June Auguast — January
February — July July September — February
March - August August Cctober — March
April — September September November — April
May — October October December — May
June — November Movember January — June |
July — December December February — July
August — January January March — August
September — February February April - September
October — March March May - October
MNovember — April Aprl June — November

December — May May July - December

11« IATSE Mational Health and Welfare Fund Plan A



However, you may be eligible for benefits earlier than shown in the above chart if
you complete 60 days in less than six months.

For example, suppose Pat starts to work in covered employment in
February 2018 and completes 60 days by the end of April 2018, Pat's
initial coverage will be for the six-month period starting June 1, 2018 and
continuing through Movember 30, 2018,

Please note that excess days or unused days cannot be banked, stored or used in
another period.

How you maintain your coverage

Your coverage under Plan A will continue as long as you work at least 60 days in
covered employment over consecutive six-month periods.

For example, suppose Joanne from our example above works 60 days
between February 1, 2018 and July 31, 2018. Her coverage starts on
September 1, 2018, and continues for six months, until February 28, 2019,
That is called her initial coverage period. She will lose coverage on March
1, 2015 unless she works at least 60 days in covered employment between
August 1, 2018 and January 31, 2019, If she does work at least 60 days in
covered employment between August 1, 218 and January 31, 2019, she
will be eligible for another six months of coverage, starting March 1, 2019,

What happens if your employer pays contributions late?

You will only receive credit toward Plan eligibility for days for which your employer
is obligated to contribute to Plan A and such contributions are timely received.
Most contracts require your employer to pay the Fund Office for your days
worked in covered employment within 20 days of the month in which you worked,
However, your employer may pay contributions late.

The Fund will not credit you with any day until the contribution due for such day
is actually received. If the Fund Office receives contributions from your employer
late, but less than six months after the actual dates worked, the Fund Office will
apply these days based on the actual work dates.

[fthe Fund Office receives employer contributions six months or more after
the actual dates you worked in covered employment, and your coverage was
affected by the delinguent contributions, the Fund Office will credit such days
prospectively, starting on the date they are received. That will be your first
credited day. All remaining days that were paid late by your employer will be
applied on a go forward basis with a maximum of five days per week unless
reported othenwise.

If you wish to have contributions received more than six months late applied to
the actual period for which you worked in covered employment, you will need to
contact the Fund Office immediately to make such a request. In no event can this
be granted if such contributions are received more than 12 months from the actual
dates of work performed, or if the request is received more than 30 days after
such contributions are received,

Please note that excess days or unused days cannot be banked, stored or used in
another period.

Please note that
excess days or
unused days cannot
be banked, stored
or used in another
period.

v Plan Descnptien/ Plan Document - 12



Coverage for your
spouse and/or
dependents will begin
on the same date that
your coverage starts,
as long as you provide
the Fund with proof of
dependent status.

How you can enroll your spouse and/or dependents

You can enroll your eligible dependents in Plan A coverage. Eligible dependents
include:

* Your spouse, if you are legally married.

® Your children, regardless of marital, financial dependency or student status,
through the end of the calendar year in which they tum age 26.

® Children are your natural children, stepchildren, children required to be
recognized under a Qualified Medical Child Support Order (QMCS0) and adopted
children (including a proposed adopted child during a waiting period before
finalization of the childs adoption.) You cannot enrcll a foster child in this Plan.

& Children are covered until the December 31st of the calendar year in which they
tum age 26. However, you can extend coverage for your unmarried dependent
children over age 26 who are unable to do any work to support themselves
because of a physical handicap or mental illness, developmental disability or
mental retardation, if they have received a Social Security disability award. The
incapacity must have started before the child reached age 26. You must submit
initial written proof of the child's disability to the Fund Office within 31days after
the child's 26th birthday. The Fund Office may periodically ask you to provide
proof that the dependent continues to be eligible for Social Security disability
benefits. Coverage under this extension ends if the dependent child is no longer
considered disabled, marries, is no longer dependent on you for support or
becomes able to earn a living.

* Adopted children are covered from the date that child is adopted or “placed for
adoption” with you, whichever is earlier. A child is "placed for adoption” with you
on the date you first become legally obligated to provide full or partial support of
the child whom you plan to adopt. A child who is adopted or placed for adoption
with you within 60 days after the child was born will be covered from birth,
provided the Fund Office receives your request to cover the child along with a
birth certificate within 60 days of the child's birth.

If you acquire a dependent after you enroll, that dependent will be covered when
he or she first becomes your dependent, provided that you furnish the Fund Office
with proof of dependent status within 60 days of the date he or she became

your dependent. If you do not provide proof of dependent status on time, your
dependent will be enrolled on the first of the month after you provide the Fund
Office with proof of dependent status.

Proof of dependent status that you need to provide to the Fund Office

You must submit the following documents to the Fund Office as proof of your
eligible dependent’s status:

* Marriage: To cover your spouse, you must submit a copy of the certified
marriage certificate and provide your spouse’s social security number.

* Birth: To cover a child, you must submit a copy of the certified birth certificate
showing biological relationship of the child to you, the participant.

13 = |IATSE Mational Health and Welfare Pund Flan A



The Fund automatically covers a newborn child of any covered participant for the first 30 days of his or her
life. To enroll the newborn onto your coverage, you must inform the Fund Office of the birth and submit the
newborn's certified birth certificate within 60 days of the child's birth. If you cannot obtain the certified birth
certificate within 60 days of birth, the Fund Office will accept hospital discharge papers. The Fund Office will
accept hospital discharge papers, or, for a home birth, the Fund Office will accept a letter noting the date

of birth from the provider who assisted the home birth. You must then submit a copy of the certified birth
certificate within six months of your child's date of birth to continue coverage for that child.

If the newborn's parent is your covered dependent, coverage cannot be extended beyond 30 days, since the
child is not an eligible dependent under the Plan.

s Stepchild: To cover a stepchild, you must submit a copy of his/her certified birth certificate and the marriage
certificate showing that you are married to the biclogical parent.

* Adoption or placement for adoption: To cover a child you adopt, you must submit a court order signed by
a judge showing that you have adopted or intend to adopt the child, along with a copy of the certified birth
certificate of the adopted child.

* Disabled Dependent Child: To continue coverage for a disabled dependent child past his/her attainment
of age 26, you must submit a copy of his/her Social Security Disability award showing that the child was
determined to be disabled prior to reaching age 26. You will be required to submit this each year.

Please Note: |f you do not provide timely proof of dependent status, any claims submitted to the Plan for your
dependents will not be considered for payment.

Qualified Medical Child Support Orders (QMCSOs)

A Qualified Medical Child Support Order (QMCS0O) is a court order that requires an employee to provide
medical coverage for his or her children [called alternate recipients) in situations involving divorce, legal
separation or a paternity dispute. If you have a GMCS50, you must submit it to the Fund Office. The Fund Office
will determine whether the order is a QMCS0O as required under federal law. You or your beneficiary can
receive a copy of the Plan's procedures for handling QMCS0s at no cost by contacting the Fund Office. The
Plan provides benefits according to the requirements of a GMCS0. The Fund Office will notify you and any
alternate recipients if a QMCS0 is received.

Keep your personal information up to date

It is your responsibility to make sure that the Fund has accurate information for administering your
Plan A participation. The fastest and simplest way to maintain your infermation is to visit us online at
www.iatsenbf.org. By going to the Life Events panel, you can securely log on, upload documents and
add or change your information.

You must notify the Fund Office promptly if:

* you marry

® a child is born to you, you adopt a child or acquire a stepchild, or a child is placed with you for adoption
* vou change your address or phone number

= you become divorced

* 5 covered dependent dies

® a child reaches the maximum age for coverage or a disabled child covered beyond age 26 marries

= yvou want to change your beneficiary

Summary Plan Descoptien) Plan Document - 44



When your coverage ends

How you can lose your coverage

If you do not work at least 60 days in covered employment over a six-month
eligibility period, you will lose coverage at the end of your coverage period.

For example, suppose Pat works 60 days in covered employment between
February 1, 2018 and April 30, 2018. Pat's initial coverage will be for the
six-month period starting June 1, 2018 and continuing through November
30, 2018. Let's say she only works 50 days in covered employment between
May 1, 2018 and October 31, 2018, Since she did not work at least 60 days
over that six-month eligibility period, she will lose coverage on November
30, 2018. Pat cannoct use days in excess of 60 from prior periods nor can she
store her currently earned 50 days for future coverage periods.

You can also lose your coverage if the Plan terminates.

How your dependents can lose their coverage
Your dependents will lose coverage if:

* your coverage ends

® they no longer meet the definition of "dependent”

® the Plan cancels Plan A coverage for all dependents, or

* the Plan terminates.

Extended coverage for dependents upon your death: Please note that if you
die at a time when you worked enough for the next coverage period, your
dependents will continue to be enrolled through the end of that coverage period.

When your coverage, or coverage for any one or more of your dependents,

under the Plan ends, you may be able to continue coverage by electing COBRA
coverage (see page 18). The Plan alsc has rules for limited extensions of coverage
in special situations, which are described next.

Family Medical Leave Act

The Family and Medical Leave Act (FMLA) allows you to take up to 12 weeks of
unpaid leave during any 12-month period:

* due to the birth, adoption or placement of a child with you for adoption
* {0 provide care for a spouse, child or parent who has a serious health condition, or

® for your own serious health condition, which prevents you from performing one or
more essential functions of your job.

* The FMLA may also allow you to take up to 26 weeks during a 12-month period
to take care of a family member who is a member of the Armed Forces and is
undergoing medical treatment or recuperating from serious illness or injuries as a
result of his or her senvice.
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You are generally eligible for a leave under the FMLA if you:
* have worked for a contributing employer for at least 12 months
® have worked at least 1,250 hours over the previous 12 months, and

= work at a location where at least 50 employees are employed by the employer
within 75 miles of the place of employment.

If you take an FMLA leave, your employer is obligated to continue to contribute to
the Fund on your behalf. The Fund will accept such confributions and you will be
credited with such contributions in accordance with the rules of the Plan.

If you do not return to employment following an FMLA leave during which
coverage was provided, you may be required to provide reimbursement for the
cost of coverage received during the leave.

Ifyou do not return to work after the end of your FMLA leave, you may be eligible
to continue coverage under the Consolidated Omnibus Budget Reconciliation Act,
commonly called COBRA (see page 18).

Call your employer if you have questions regarding your eligibility for an FMLA
leave, The Fund will not make any determinations as to whether or not you are
eligible for FMLA leave.

Military Leave

If you enter military service, you will be provided continuation and reinstatement
rights under the Uniformed Services Employment and Reemployment Rights Act

of 1984 (USERRA). USERRA protects employees who leave for and retum from
active duty in the uniformed services (including the Amy, Nawvy, Air Force, Marines,
Coast Guard, National Guard, National Disaster Medical Service, the reserves of the
armed forces and the commissioned corps of the Public Health Service). If you elect
continuation coverage under USERRA, you and any eligible dependents will be
covered under Plan A when your leave b"you (and any eligible dependents covered
under Plan A when your leave began) may continue coverage for up to 24 months.

= |fyou are on active duty for 31 days or less, you (and eligible dependents
covered under Plan A when your leave began) will continue to receive the health
care coverage that you would otherwise have received under this Plan.

= |fyou are on active duty for more than 31 days, you can continue coverage for
yourself ([and eligible dependents covered under Plan A when your leave began)
for up to 24 months by paying 102% of the cost of coverage. Payment under
USERRA and termination of coverage for nonpayment of USERRA work just like
COBRA coverage (described next).

In addition, you and your dependents may be eligible for health care coverage
under TRICARE (the Department of Defense’s health care program for uniformed
service members and their families). This Plan coordinates benefits with TRICARE.

If you are called to active duty, you must notify the Fund Office in writing as

soon as possible but no later than 60 days after the date on which you will lose
coverage due to the call to active duty, unless it is impossible or unreasonable to
give such notice. Once the Fund Office receives notice that you have been called
to active duty, you will be offered the right to elect USERRA coverage for yourself
and any eligible dependents covered under the Plan on the day your leave

A

You may be able

to extend your
coverage if you leave
wortk for specific
reasons. Please
check with the Fund
Office if you have
any questions.
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started. Unlike COBRA Continuation Coverage, if the employee does not elect
USERRA for the dependents, those dependents cannot elect USERRA separately.
Additionally, the employee (and any eligible dependents covered under the Plan
on the day the leave started) may also be eligible to elect COBRA temporary
continuation coverage. Note that USERRA is an alternative to COBRA therefore
either COBRA or USERRA continuation coverage can be elected and that
coverage will run simultaneously, not consecutively. Contact the Fund Office to
obtain a copy of COBRA or USERRA election forms. Completed USERRA election
forms must be submitted to the Plan in the same timeframes as is permitted under
COBRA.

Please note: You (and any eligible dependents covered under the Plan on the day
the leave started) may be eligible simultaneously for coverage under USERRA,
COBRA and TRICARE. You should consider each choice carefully. You can
supplement TRICARE with USERRA or COBRA coverage, but you cannot have
USERRA and COBRA coverage at the same time.

When you are discharged (not less than henorably) from the uniformed services,
your full eligibility will be reinstated on the day you return to work with an
employer, provided that you return to employment within:

* 90 days from the date of discharge, if the period of service was more than 180
days, or

* 14 days from the date of discharge, if the period of service was at least 31 days
but less than 180 days, or

* on the next regulardy scheduled working day following discharge (plus travel
time and an additional eight hours) if the period of service was less than 31 days.

If you are convalescing from injuries received during service or training, you
may have up to two years from the date you completed your service to return to
employment.

Rescission of Coverage

The Fund reserves the right to terminate your and your dependents’ group health
coverage prospectively without notice for cause (as determined by the Board of
Trustees), or if you or your dependent are otherwise determined to be ineligible
for coverage under the Fund. In addition, if you or your dependent(s) commits
fraud or intentional misrepresentation on an enrcliment form, in connection with
a benefit claim or appeal, in response to any request for information by the Fund
lincluding any Claims Administrator), or by failing to immediately advise the Fund
that your dependent has lost eligibility (for example if you divorce your spouse),
your and/or your dependent's coverage may be terminated retroactively (i.e.,
rescinded) upon 30 days' notice. Failure to inform the Fund that you or your
dependent is covered under another group health plan, or that vou lose other
health coverage that you have said covers you and/or your dependents, or
knowingly providing false information in order to obtain (or continue) coverage
for an ineligible dependent, are examples of actions that constitute fraud under
the Fund. A Participant's or dependent's coverage may also be terminated
retroactively due to a failure to timely pay any premiums or self-pay contributions,
including COBRA premiums.
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If coverage is terminated, you and/or your dependent may be required to repay
to the Fund amounts incorrectly paid by the Fund. The Board of Trustees may
commence legal action against you or any other individual for restitution and
hold you or them liable for all costs of collection, including interest and attorneys'
fees. The Board of Trustees may also offset future claim payments for you or your
dependents to recover amounts owed.

COBRA Continuation Coverage

The Consolidated Omnibus Budget Reconciliation Act of 1985, as amended
(COBRA), requires that this Plan offer you and your eligible dependents the
opportunity to extend health care coverage at group rates in certain instances
(called gualifying events) when coverage under the Plan would otherwise end.
Coverage under COBRA is the same as the coverage described in this booklet.

Each Qualified Beneficiary has an independent right to elect COBRA Continuation
Coverage when a Qualifying Event occurs, and as a result of that Qualifying Event
that person's health care coverage ends, either as of the date of the Qualifying
Event or as of some later date. Covered employees may elect COBRA on behalf
of their spouses and covered parents/legal guardians may elect COBRA for a
minor child. A Gualified Beneficiary also has the same rights and enrollment
opportunities under the Plan as other covered individuals including Special
Enroliment.

1. “Qualified Beneficiary™ Under the law, a Qualified Beneficiary is any employee
or the spouse or dependent child of an employee who is covered by the Plan
when a Qualifying Event occurs, and whao is therefore entitled to elect COBRA,
Continuation Coverage. A child who becomes a dependent child by birth,
adoption or placement for adoption with the covered Qualified Beneficiary
during & period of COBRA Continuation Coverage is also a Qualified Beneficiary.

— A child of the covered employee who is receiving benefits under the Plan
because of a Qualified Medical Child Support Order (QMCS0), during the
employee's period of employment, is entitled to the same rights under COBRA
as an eligible dependent child.

— A person who becomes the new spouse of an existing COBRA participant
during a period of COBRA Continuation Coverage may be added to the
COBRA coverage of the existing COBRA participant but is not a "Cualified
Beneficiary.” This means that if the existing COBRA participant dies or
divorces before the expiration of the maximum COBRA coverage period, the
new spouse is not entitled to elect COBRA for him/herself.

2. “Qualifying Event™: Qualifying Events are those shown in the chart below.
Glualified Beneficiaries are entitled to COBRA Continuation Coverage when
Clualifying BEvents (which are specified in the law) occur, and, as a result of the
Qualifying Event, coverage of that Qualified Beneficiary ends. A Qualifying
Event triggers the opportunity to elect COBRA when the covered individual
LOSES health care coverage under this Plan. If a covered individual has a
Qualifying Event but, as a result, does not lose their health care coverage under
this Plan, (e. g. employee continues working even though entitled to Medicare)
then COBRA is not available

If you lose coverage
under the Plan,

you may be able to
extend your and/

or your dependents'
coverage by paying
for COBRA continua-
tion coverage. You
will receive a notice
from the Fund Office
if you are eligible for
COBRA continuation
coverage.
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Qualifying COBRA Events.

The chart below shows when you and your eligible dependents may qualify for
continued coverage under COBRA, when coverage may start, and when it ends.

|

Your employment You and your covered 18 months**
terminates* spouse and children
Your working hours are You and your covered 18 months*#
reduced spouse and children
You die Your covered spouse 36 months
and children

You divorce Your covered spouse 36 months

i and children
Your dependent child Your covered child 36 months
no longer qualifies as an
eligible dependent
You become entitled to Your covered spouse 36 months
Medicare and children

*For any reason ather than gross miscondud fincluding military leave and approved leaves granted according to
the Family and Medical Leave Act)

“‘Continued coverage for up to 29 months from the date of the initial event may be available to those who are
totally disabled within the meaning of Title Il or Titke XV of the Social Security Ad atthe fime coverage is lost
due to the qualifying event or become totally disabled within 80 days after that. This additional T months &
available to employeses and enrolled d ependents if notice of disability is provided within 80 days after the S5ocial
Security determination of disability is issued and before the 1B-month continuation pericd runs out. The cost of
the additional 1 months of coverage will increase to 150% of the full cost of coverage. Additionally, coverage

can be extended for eligible dependents to a maximum of 36 months in the event of death or Medicane
entitliement of the employes or divorce or legal separation

Newborn Children

If you have a newbom child, adopt a child or have a child placed with you for
adoption while continuation coverage under COBRA is in effect, you may add the
child to your coverage. To add coverage for the child, notify the Fund Office within
60 days of the child's birth, adoption or placement for adoption. Legal proof of
your relationship to the child must also be provided.
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Multiple Qualifying Events

If your covered dependents experience more than one qualifying event while
COBRA coverage is in force, they may be eligible for an additional period of
continued coverage not to exceed a total of 36 months from the date of the first
qualifying event. For example, if your employment ends, you and your covered
dependents may be eligible for 18 months of continued coverage. If you die {a
second gqualifying event) during this 18-month period, your covered dependents
may be eligible for an additional perioed of continuation coverage. However, the
two periods of coverage combined may not exceed a total of 36 months from the
date of the first qualifying event (your termination of employment).

Notice of COBRA Eligibility

Depending on the qualifying event, your employer, your eligible dependenis or
you must notify the Fund Office of the event no later than 60 days after coverage
would have ended due to the event.

In the event of your death, termination of employment, reduction in hours of
employment or Medicare entitlement, your employer must notify the Fund Office.
Howewver, you or your family should also notify the Fund Office if such an event
occurs, in order to avoid confusion as to your status.

You and/or your eligible dependents are responsible for informing the Fund Office
as soon as possible, but not later than 60 days, after coverage would have ended
due to one of the following:

* divorce
= a child ceasing to be a dependent

* a second gualifying event that entitles an eligible dependent to additional
COBRA coverage

* 5 dependent being determined to be disabled under Social Security

* a dependent who had been disabled under Social Security receiving notice that
he or she is no lenger considered disabled.

If you do not notify the Fund Office within 60 days, you or your dependents, as
applicable, will not be eligible for COBRA coverage, and you will be responsible
for any claims incurred by you or your dependents after the date of the applicable
gualifying event.
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The notice of COBRA eligibility must include the following:

® your name

® the names of your dependents

* vour Social Security number and the Social Security numbers of your dependents
& yvour address

® the nature and date of the occurrence you are reporting along with proof of the event
* ifthe event is a divorce, a copy of the divorce decree

® ifyvou are requesting a disability extension, the name of the disabled person
and a copy of the disability determination letter from the Social Security
Administration

* ifyou are reporting a second qualifying event, the name of the qualified
beneficiary(ies) and the date and proof of the second qualifying event (for
example, a copy of a divorce decree).

The Fund Office must notify you and/or your covered dependents of your right to
COBRA coverage within 14 days after it receives notice or becomes aware that a
qualifying event has occurred. Full details of COBRA coverage will be furnished.
You will then have 60 days to respond if you want to continue coverage—
measured from the date coverage would otherwise end or, if later, the date the
COBRA notice is sent to you.

Paying for COBRA Coverage

You have to pay the full cost of continued coverage under COBRA, plus a 2%
administrative fee. Note that family rates apply if COBRA coverage is elected
for two or more people in a family. (If yvou are eligible for 29 months of continued
coverage due to disability, the law permits the Fund to charge 150% of the full cost
of the Flan during the 15th to 25th month of coverage.) The following rules apply to
making your COBRA payments:

* You can make your first payment when you file your COBRA election form, that
is, within 60 days after the date your Plan coverage would ctherwise end. In
no event, however, may your payment be made later than 45 days from the
date you mail your signed election form to the Fund Office. Your first check
should cover the period from the date your group coverage ended (and COBRA
coverage began) through the current month.

& All subsequent payments will be due on the first day of each month for that
month's coverage (for example, June 1 for June coverage). Keep in mind that
although the Fund Office may send monthly reminders that payment for COBRA
coverage is due, it is your responsibility to see that your payment is at the Fund
Office by the due date, whether or not you receive such reminder from the Fund
Office.

®* There is a 30-day grace period for all subsequent payments. (For example, the
grace period for payment for June ends on June 30.) However, if you have a
claim during a month for which you have not paid your premium, the claim will
not be paid until after the Fund Office receives your payment for the month.
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COBRA premiums are generally reviewed at least once a year and are subject
to change. You will be notified by the Fund Office if the amount of your monthly
payment changes. In addition, if the benefits change for active employees, your
coverage will change as well.

When COBRA Coverage Ends

Continued coverage under COBRA will end for any of the following reasons:

* Coverage has continued for the maximum 18-, 25- or 36-month period,
measured from the date coverage is lost.

® The Plan terminates. If the coverage is replaced, your coverage may continue
under the new plan.

= You or your dependent(s) fail tc make the necessary payments on time.

* You or your covered dependent(s) become covered under another group
health plan that does not exclude coverage for preexisting conditions, or the
preexisting conditions exclusion does not apply.

* You or a covered dependent becomes entitled to benefits under Medicare.

* You or your dependent(s) are continuing coverage from the 19th to 29th month
of a disability, and the disability ends.

Special note

If your employment is terminated or you experience a reduction of hours due to a
Trade Act Adjustment Assistance event, special COBRA election rules may apply.
You may also gualify for a tax credit for a percentage of your cost for COBRA
coverage. More information is available online at www.doleta.gov/tradeact. You
miay also be entitled to certain subsidized COBRA benefits under federal or state
law; read your COBRA notice carefully for information regarding such programs.
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Empire Blue Cross and
Blue Shield offers alot
of services to help with
your medical needs.
You can call them or get
information about their
services online.

Hospital and Medical
Benefits through Empire
Blue Cross Blue Shield

Health Management

Managing your health includes getting the information you need to make
informed decisions and making sure you get the maximum benefits the Plan
will pay. To help you manage your health, Empire provides three important
services:

s Precertification and the Medical Management Program
* Case Management

* Health and Wellness Solutions.

Precertification and the Medical Management Program

Empire's Medical Management Program, a service that pre-certifies hospital
admissions and certain treatments and procedures, helps ensure that you
receive the highest quality of care for the right length of time, in the right setting
and with the maximum available coverage.

Empire's Medical Management Program works with you and your provider to
help confirm the medical necessity of services and help you make sound health
care decisions. The program helps ensure that you and your family members
receive the highest quality of care at the right time, in the most appropriate
setting.

You can contact Empire's Medical Management program by calling the Member
Services telephone number located on the back of your identification card.



To help ensure that you receive the maximum coverage available to you, Empire’s
Medical Management Program

= Reviews all planned and emergency hospital admissions.
* Reviews ongoing hospitalization.

* Performs case management.

* Coordinates discharge planning.

& Coordinates purchase and replacement of durable medical eguipment,
prosthetics and orthotic requirements.

* Reviews inpatient and same day surgery.
= Reviews high-risk matemity admissions.
* Reviews care in a hospice or skilled nursing or other facility.

All other services will be subject to retrospective review by our Medical
Management team to determine medical necessity.

The following chart shows which health care services must be precertified with
Empire's Medical Management Program before you receive them.

summaty Plan Des

Precertification
ensures that you get
the night services
at the right time
from the right
provider. Contact
Empire's Medical
Management
Program to
precertify the
services listed.
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In-network and Out-of- Your Provider
Metwork

For All Hospital Admissions

- At least two weeks prior to any planned surgery or
hospital admission

« Within 48 hours of an emergency hospital admission

+ For illness o1 injury to newborns

For Pregnancy In-network and Cut-of- You

« As soon as reasonably possible; Empire requests Network

notification within the first three months of
pregnancy, when possible

For Delivery

« Within 48 hours after the actual delivery date, 1f
stay 1s expected to extend beyond the minimum
length of stay for mother and newborn inpatient
admission: forty-eight (48) hours for a vaginal birth;
oI ninety-six (96) hours for cesarean birth.

Before You Receive/Use In-network and Out-of- You

+ Inpatient Mental Health Care, Substance Abuse Network
Care and Alcohol Detoxification

+ Partial Hospital Programs, Psychological Testing,
Intensive Outpatient Programs

+ Occupational physical speech and vision therapy

= Qutpatient/ Same Day Surgical Treatments
(certain procedures)

+ Diagnostic

= Qutpatient Treatments

* Durable medical equipment
= Alr ambulance

» Genetic testing

Before You Receive In-network only You

» Occupational or speech therapy

« Dutpatient physical therapy

» Skilled nursing facility care

Before You Rent Empire Network Metwork Supplier

* Prosthetics, orthotics or durable medical equipment plyacard PPO Network You

Before You Receive MRIs/MR As Empire Network Provider

BlueCard PPO Provider Provider

Out-of-Network You
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If Services Are Not Pre-certified

If you call to precertify services as needed, you will receive maximum benefits. Otherwise, benefits may be
reduced by 50% up to $5,000 for each admission, treatment or procedure. This benefit reduction also applies
to certain same-day surgery and professional services rendered during an inpatient admission. If the admission
or procedure is not medically necessary, no benefits will be paid.

What You Will Need When You Call

Hawve the following information about the patient ready when you call:
= name, birth date and sex

* address and telephone number

* EFmpire |D card number

* name and address of the hospital/facility

* name and telephone number of the admitting doctor

* reason for admission and nature of the services to be performed.

Initial Decisions

Empire will comply with the following timeframes in processing precertification, as well as concurrent and
retrospective requests for review of services.

PREAUTHORIZATION REVIEWS

A. Non-Urgent Preauthorization Reviews [f Empire has all the information necessary to make a determination
regarding a preauthorization review, Empire will make a determination and provide notice to you {or yaur
designee) and your provider, in writing, within fifteen (15) calendar days of receipt of the reguest.

If Empire needs additional information, they will request it within fifteen (15) calendar days. You or your
provider will then have 45 calendar days to submit the information. If Empire receives the requested
information within 45 days, they will make a determination and provide notice to you (or your designee) and
your provider, in writing, within fifteen (15) calendar days of their receipt of the additional information. If all
necessary information is not received within 45 days, Empire will make a determination within 15 calendar
days of the end of the 45-day period allowed to submit the additional information.

B. Urgent Preauthorization Reviews With respect to urgent preauthorization requests, if Empire has all
information necessary to make a determination, they will make a determination and provide notice to you (or
your designee) and your provider, in writing, within 72 hours of receipt of the request.

If Empire needs additional information, Empire will request it within 24 hours. You or your provider will
then have 48 hours to submit the information. Empire will make a determination and provide notice to you
(or your designee) and your provider, in writing, within 48 hours of the earlier of Empire's receipt of the
additional information or the end of the 48-hour period allowed to submit additional information.

C. Court Ordered Treatment With respect to requests for mental health and/or substance use disorder services
that have not yet been provided, if you (or your designee) certify, in a format prescribed by the Superintendent
of Financial Services, that you will be appearing, or have appeared, before a court of competent jurisdiction and
may be subject to a court order requiring such services, Empire will make a determination and provide notice
to you (or your designee) and your provider by telephone within 72 hours of receipt of the request. Whitten
notification will be provided within three (3) business days of Empire's receipt of the request. Where feasible,
the telephonic and written notification will also be provided to the court.
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CONCURRENT REVIEWS

1. Non-Urgent Concurrent Reviews Utilization Review decisions for services
during the course of care (concurrent reviews) will be made, and notice
provided to you [or your designee) and your provider, in writing, within fifteen
(15) calendar days of receipt of all necessary information.

If Empire needs additional information, Empire will request it within fifteen

(15) calendar days of the receipt of the request. You or your provider will

then have 45 calendar days to submit the additional information. Empire will
make a determination and provide notice to you (or your designee) and your
provider, in writing, within fifteen (15) calendar days of Empire's receipt of the
additional information or, if Empire does not receive the information, within 15
calendar days of the end of the 45-day period allowed to provide the additional
information.

2. Urgent Concurrent Reviews For concurrent reviews that involve an extension
of urgent care, if the request for coverage is made at least 24 hours prior to the
expiration of a previously approved treatment, Empire will make a determination
and provide notice to you (or your designee) and your provider within 24 hours
of receipt of the request.

If the request for coverage is not made at least 24 hours prior to the expiration of
a previously approved treatment, Empire will make a determination and provide
wiitten notice to you (or your designee) and your provider within 72 hours of
receipt of the request. If Empire needs additional information, Empire will request
it within 24 hours. You or your provider will then have 48 hours to submit the
information. Empire will make a determination and provide written notice to you
(or your designee) and your provider within the earlier of one (1) business day or
48 hours of Empire's receipt of the information or, if Empire does not receive the
information, within 48 hours of the end of the 48-hour period.

3. Inpatient Substance Use Disorder Treatment Reviews |f a request for inpatient
substance use disorder treatment is submitted to Empire at least 24 hours prior to
discharge from an inpatient substance use disorder treatment admission, Empire
will make a determination within 24 hours of receipt of the request and they will
provide coverage for the inpatient substance use disorder treatment while the
determination is pending.

RETROSPECTIVE REVIEWS

If Empire has all information necessary to make a determination regarding a
retrospective claim, Empire will make a determination and notify you and your
provider within 30 calendar days of the receipt of the request. If Empire needs
additional information, Empire will request it within 30 calendar days. You or your
provider will then have 45 calendar days to provide the information. Empire will
make a determination and provide notice to you and your provider in writing within
15 calendar days of the earlier of their receipt of the information or the end of the
45-day period.

Once Empire has all the information to make a decision, their failure to make a
utilization review determination within the applicable time frames set forth above
will be deemed an adverse determination subject to an internal appeal.
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1. Retrospective Review of Preauthorized Services Empire may only reverse a preauthorized treatment,
service or procedure on retrospective review when:

& The relevant medical information presented to Empire upon retrospective review is materially different from
the information presented during the preauthorization review;

* The relevant medical information presented to Empire upon retrospective review existed at the time of the
preauthorization but was withheld or not made available to Empire;

* Empire was not aware of the existence of such information at the time of the preauthorization review; and

* Had Empire been aware of such information, the treatment, service or procedure being requested would not
have been authorized. The determination is made using the same specific standards, criteria or procedures
as used during the preauthorization review.

— If Empire's Medical Management Program does not meet the above timeframes, the failure should be
considered a denial. You or your doctor may immediately appeal.

If a Request Is Denied

All denials of benefits will be rendered by gualified medical personnel. If a request for care or services is denied
for lack of medical necessity or because the service has been determined to be experimental or investigational,
Empire's Medical Management Program will send a notice to you and your doctor with the reasons for the
denial. You will have the right to appeal. See Claims and Appeals Procedures, which begins on page 97, for
more information.

If Empire’s Medical Management Program denies benefits for care or services without discussing the decision
with your doctor, your doctor is entitled to ask Medical Management to reconsider the decision. A response will
be provided by telephone and in writing within one business day of receiving your doctor's request.

Requesting Coverage for New Medical Technology

Empire uses a committee composed of Empire Medical Directors (doctors and participating in-network
physicians) to continuously evaluate new medical technologies that have not yet been designated as covered
services.

If you want to request certification of a new medical technology before beginning treatment, your provider must
contact Empire's Medical Management Program. The provider will be asked to provide:

s full supporting documentation about the new medical technology
* an explanation of how standard medical treatment has been ineffective or would be medically inappropriate

= scientific peer-reviewed literature that supports the effectiveness of this particular technology. The literature
must not be in the form of an abstract or individual case study.

Empire's staff will evaluate the proposal in light of the rules of the Plan and Empire's current medical policy.
Empire will then review the proposal, taking into account relevant medical literature, including current peer-
reviewed articles and reviews. Empire may use outside consultants, if necessary. If the request is complicated,
Empire may refer your proposal to a multi-specialty team of physicians or to a national ombudsman program
designed to review such proposals. Empire will send all decisions to the member and/or provider.
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Case Management

Case Management staff can provide assistance and support when you or a member of your family faces a
chrenic or catastrophic illness or injury. Empire’s nurses can help you and your family:

® find appropriate, cost-effective health care options
® reduce medical cost
® assure quality medical care.

A Case Manager serves as a single source for patient, provider and insurer—assuring that the treatment, level
of care and facility are appropriate for your needs. Case Management typically helps with cases such as cancer,
stroke, AIDS, chronic illness, hemophilia and spinal and other trau matic injuries.

Assistance from Case Management is evaluated and provided on a case-by-case basis. In some situations,
Empire's staff will initiate a review of a patient’s health status and the attending doctor's plan of care. If you would
like Case Management assistance following an illness or surgery, contact Empire at 1-800-282-80895.

Empire may, from time to time, waive, enhance, modify or discontinue certain medical management processes
(including utilization management, case management, and disease management) if in Empire’s discretion, such
change is in furtherance of the provision of cost effective, value-based and/or quality services. In addition, Empire
may select certain qualifying providers to participate in a program that exempts them from certain procedural or
medical management processes that would otherwise apply. Empire may also exempt your claim from medical
review if certain conditions apply. Just because Empire exempts a process, provider or claim from the standards
which otherwise would apply, it does not mean that Empire will do so in the future, or will do so in the future for
any other provider, claim or participant. Empire may stop or modify any such exemption with or without advance
notice. You may determine whether a provider is participating in certain programs by checking your on-line
provider directory or contacting customer service at the number on the back of your IC card.

Health and Wellness Solutions

Empire's health services program, Health and Wellness Solutions®, helps you improve, manage and maintain
your health.

Mo matter what your healthcare needs, as an Empire plan member you have access to programs and services
to help you achieve and maintain your highest potential for good health —at no additional charge. Health and
Wellness Solutions is a group of programs that surround you with personalized support. From preventive care
to managing complex conditions, we are there when you need us.

Empire's Health and Wellness Solutions is organized into:
® Online health and wellness resources.
® Discounts on health-related products & services, and alternative therapies

® Guidance and support for when you need help
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The following are descriptions of some of the programs and services available to you:

= 24/7 NurseLine and AudioHealth Library — receive immediate assistance from a registered nurse, toll-free,
24-hours, 7-days-a-week. Simply call -877-Talk-2-RN (1-B77-825-5276). If you need advice on comforting a baby
in the middle of the night or need to locate a doctor, you can call the 24/7 NurseLline. Call the 24/7 Nurseline to:

* Assess and understand your symptoms.

* Find additional help to make informed healthcare decisions.

= | pcate a doctor, hospital or other practitioner.

* Get information about an illness, medication or prescription.

* Find information about a personal health issue such as diet, exercise or high blood pressure
* Answer guestions on pregnancy

* Get assistance with discharge from a hospital

* Help you decide if a medical situation requires emergency treatment.

You can also access an easy-to-use audio library. You can hear advice and news delivered in English and
Spanish on several topics, from colds and sore throats to diabetes and cancer

24/T7 Murseline is not for emergencies, so please do not call if you believe you or a family member
® |5 having a heart attack or stroke

® |s severely injured

® |s unable to breathe

= May have ingested poisonous or toxic substances

® |5 unconscious.

Inthese cases, call 911 or your local emergency service as soon as possible.

Here's how to use 24/7 Nurseline:

® Dial 1-877-Talk-2-RN (1-877-825-5276) and follow the prompts to speak with a nurse or listen to the audiotape
messages.

= |fyou plan on listening to the tapes, have your member ID number handy. You will need to enter the first three
digits. For example, if your number is YLD123456789, enter 123. For members who do not speak English, stay
on the line to be connected to an interpreter. If you have additional questions after listening to a tape, simply
connect to the on-duty nurse.
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Take advantage of all
the services offered
by Empire Blue Cross
and Blue Shield

by going to the
“Members" section
at www.empireblue.
com.

Special Offers — Members can receive discounts on alternative medicine therapies
and other health services. Go to the "Members” section of www.empireblue.com,
look under Health Information, then select “Health and Wellness Solutions”, and
click on "Special Offers”. You can get access to discounts for services and products
such as:

® Services by Alternative Practitioners
* Wellness Products

® Fitness Club Membership

& \/ision Services

= Weight Loss Programs

Please note that these services and products may not be available to your group
and in all states, and are not covered benefits under your Empire healthcare plan.
Empire makes no payment for these value-added programs available to you.
Members pay the full amount of the provider's discounted fee.

Empire does not endorse or warrant these discounted services and products in
any way. Empire reserves the right to change, amend or withdraw any and all
discount programs or services at any time without notice to any party.

Member Newsletter — Our semi-annual member newsletter, Healthy Solutions,
contains a variety of articles on staying healthy and coping with chronic diseases
such as diabetes and asthma as well as helpful information about your health plan.

Preventive Healthcare Guidelines — Distributed both in cur member newsletier
and available online at www.empireblue.com, these guides can help you and
your family stay up-to-date on check-ups, immunizations, screenings and tests
throughout every stage of your life.

My Health, powered by WebMD — This vast one-stop resource center of health
information, services and tools is accessible to all eligible members through
Member Online Services at www.empireblue.com. You will be able to find out if
you are at risk for certain conditions, access the latest in health news, learn about
treatments for common conditions and diseases, and much more. You will also
find preventive healthcare guidelines including the important tests to take and
discuss with your doctor. Topics include an online fitness program, LEAP (Lifetime
Exercise Adherence Program), where you can create your own personal fitness
routine; Ready, Set, Stopl, a smoking cessation program that blends conventional
smoking cessation technigues with an interactive experience; and the Nutrition
Center, where you can increase your understanding of your diet and find ways to
improve its nutritional value.

Here's how to get to "My Health™:
* Go to www.empireblue.com.
* Register or log on to Member Online Services.

® Click on "My Health” at the top of the screen.
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Hospital and Health Benefits

Terms You Should Know

* Adverse determination is a communication from Empire’s Medical
Management that reduces or denies benefits.

® Annual maximum is the maximum amount the Plan will pay for covered
expensesin one calendar year.

* Annual out-of-pocket limit is the most you pay during a Benefit Period in
cost sharing before your Plan begins to pay 100% of the Maximum Allowed
Amount for Covered Services. The Annual Out-of-Pocket Limit does not
include amounts over the Maximum Allowed Amount, or charges for
services that your Plan does not cover. The Annual Out-of-Pocket Limit may
consist of Deductibles, Coinsurance, and/or Copayments. Please see the
“Benefits At A Glance” section for cost shares that apply to your Plan.

= Authorized services — See "precertified services”

* Autism spectrum disorder (ASD) is any pervasive developmental disorder
defined in the most recent edition of the Diagnostic and Statistical Manual
of Mental Disorders at the time services are rendered, including Autistic
disorder, Asperger's disorder, Rett's disorder, childhood disintegrative
disorder, and pervasive developmental disorder not otherwise specified
(PDD-NOS).

* Case management refers to assistance and support available when you or a
member of your family faces a chronic or catastrophic illness or injury.

= Clinical Trials. The Plan will cover the routine patient costs for your
participation in an approved clinical trial and such coverage shall not be
subject to Utilization Review if you are:

— Eligible to participate in an approved clinical trial to treat either cancer or
other life-threatening disease or condition; and

— Referred by a Participating Provider who has concluded that your
participation in the approved clinical trial would be appropriate.

All other clinical trials, including when you do not have cancer or other
life-threatening disease or condition, may be subject to Utilization Review
and External Appeal.
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The Plan does not cover costs of the investigational drugs or devices; the costs of non-health services
required for you to receive the treatment; the costs of managing the research; or costs that would not be
covered under this benefit plan for non-investigational treatments provided in the clinical trial.

An “approved clinical trial” means a phase |, Il lIl, or IV clinical trial that is:
— A federally funded or approved trial; or

— Conducted under an investigational drug application reviewed by the federal Food and Drug
Administration; or

— A drug trial that is exempt from having to make an investigational new drug application.
® Coinsurance is the percentage of a covered medical expense you pay.
® Concurrent refers to a claim or review during freatment.

= Conformity with Law. Any term of this SPD which is in conflict with any applicable federal law will be
amended to conform with the minimum reguirements of such law.

* Copayment, or Copay, is the fee you pay for office visits and certain covered services when you use in-
network providers. The Plan then pays 100% of the remaining Covered Expenses.

* Covered services are services for which Empire provides benefits under the terms of the Plan's contract. For
example, Empire covers one in-network annual physical exam per year. Certain frequency or other limitations

may apply.

® Deductible is the dollar amount you must pay each calendar year before the Plan pays benefits for covered
out-of-network services. if you have family coverage, once the first family member meets the individual
deductible, the Plan will pay benefits for that family member. However, the benefits for other family members
will not be paid until two or more eligible family members meet the family deductible. Once the family
deductible is met, the Plan will pay benefits for covered out-of-network services for the remainder of the year
for all eligible family members. The exception to this rule is a common accident benefit — if two or more family
members are injured in the same accident and require medical care, the family must meet only one individual
deductible.

® Fraud and Abusive Billing. Empire has processes to review claims before and after payment to detect fraud
and abusive billing. Empire may identify certain Providers to review for potential fraud, waste, abuse or other
inappropriate activity if the claims data suggests there may be inappropriate billing practices. If Empire
selects a Provider for review under this program, then as part of the review process, Empire may use one
or more clinical utilization management guidelines in the review of claims submitted by this Provider, even
if those guidelines are not used for all Providers delivering services to the Plan's participants. Participants
seeking services from out-of-network providers could be balance billed by the out-of-network provider for
those services that are determined to be not payable due to a reasonable belief of fraud or other intentional
misconduct or abusive billing.

® Health Care Professional means an appropriately licensed, registered or certified physician; dentist;
optometrist; chiropractor; psychologist; social worker; podiatrist; physical therapist; occupational therapist;
midwife; speech-language pathologist, audiologist; pharmacist; behavior analyst; or any other licensed,
registered or certified Health Care Professional under Title 8 of the Mew York Education Law (or other
comparable state law, if applicable) that the Mew York Insurance Law requires to be recognized who charges
and bills patients for Covered Services. The Health Care Professional’s services must be rendered within the
lawful scope of practice for that type of Provider in order to be covered under this benefit plan.

Hespital/facility means, for purposes of cerlifying inpatient services, a hospital or facility must be a fully
licensed acute-care general facility that has all of the following on its own premises:

— A broad scope of major surgical, medical, therapeutic and diagnostic services available at all times to treat
almost all ilinesses, accidents and emergencies
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— 24-hour general nursing service with registered nurses who are on duty and
present in the hospital at all times

— A fully-staffed operating room suitable for major surgery, together with
anesthesia service and equipment. The hospital must perform major surgery
frequently enocugh to maintain a high level of expertise with respect to such
surgery in order to ensure quality care

— Assigned emergency personnel and a “crash cart” to treat cardiac arrest and
other medical emergencies

— Diagnostic radiology facilities
— A pathology laboratory

— An organized medical staff of licensed doctors

— For pregnancy and childbirth services, the definition of "hospital” includes
any birthing center that has a participation agreement with either Empire or
another Blue Cross and/or Blue Shield plan.

— For physical therapy purposes, the definition of a “*hospital” may include a
rehabilitation facility either approved by Empire or participating with Empire or
another Blue Cross and/or Blue Shield plan.

— For kidney dialysis treatment, a facility in New York State qualifies for in-
network benefits if the facility has an operating certificate issued by the New
York State Department of Health, and participates with Empire or another Blue
Cross and/or Blue Shield plan. In other states, the facility must participate with
ancther Blue Cross and/or Blue Shield plan and be certified by the state using
criteria similar to New York's. Out-of-network benefits will be paid only for non-
participating facilities that have an appropriate operating certificate.

— For behavioral healthcare purposes, the definition of “hospital” may include
a facility that has an operating certificate issued by the Commissioner of
Mental Health under Article 31 of the New York Mental Hygiene Law; a facility
operated by the Office of Mental Health; or a facility that has a participation
agreement with Empire to provide mental and behavioral healthcare services.
For alcohol and/or substance abuse received out-of-network, a facility in New
York State must be certified by the Office of Alcoholism and Substance Abuse
Services. A facility outside of New York State must be approved by the Joint
Commission on the Accreditation of Healthcare Organizations.

— For certain specified benefits, the definition of a “hospital” or *facility” may include a
hospital, hos pital department or facility that has a special agreement with Empire.

— Empire does not recognize the following facilities as hospitals: nursing
or convalescent homes and institutions; rehabilitation facilities (except as
noted above); institutions primarily for rest or for the aged; spas; sanitariums;
infirmaries at schools, colleges or camps.

® |n-network benefits are benefits for covered services delivered by in-network
providers and suppliers. Services provided must fall within the scope of their
individual professional licenses.

® |n-network provider/supplier is a doctor, other professional provider, or durable
medical equipment, home health care or home infusion supplier who:
—is in Empire's PPO network
—is in the PPO network of another BlueCross and/or BlueShield plan, or

— has a negotiated rate arrangement with another BlueCross and/or BlueShield
plan that does not have a PPO networl.
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* |[temized bill is a bill from a provider, hospital or ambulance service that gives information that Empire needs
to settle your claim. Provider and hospital bills will contain the patient's name, diagnosis, and date and charge
for each service performed. A provider bill will also have the provider's name and address and descriptions
of each service, while a hospital bill will have the subscriber’s name and address, the patient's date of birth

and the plan holder's Empire identification number. Ambulance bills will include the patient's full name and
address, date and reason for service, total mileage traveled, and charges.

® Lifetime maximum is the maximum amount of benefits your plan will pay for covered expenses over the
course of your lifetime.

* Maximum allowed amount is the maximum amount the Plan reimburses for services and supplies. In-network
providers have agreed to accept the maximum allowed amount as payment in full for services. Out-of-network
providers may bill you for amounts above the maximum allowed amount and you will be responsible for
paying any amount charged above the maximum allowed amount. For more detail on the maximum allowed
amount see the section “"How Much You Will Pay—Maximum Allowed Amount” on page 45.

* Medically necessary means services, supplies or equipment provided by a hospital or other provider of
health services that are:
— Consistent with the symptoms or diagnosis and treatment of the patient’s condition, illness or injury,
- In accordance with standards of good medical practice,
— Mot solely for the convenience of the patient, the family or the provider,
— Mot primarily custodial, and
— The most appropriate level of service that can be safely provided to the patient

— The Plan covers benefits described in this SPD as long as the health care service, procedure, treatment,
test, device, Prescription Drug or supply (collectively, “service”) is Medically Mecessary. The fact that a
Provider has furnished, prescribed, ordered, recommended, or approved the service does not make it

Medically Necessary or mean that We have to Cover it.
Empire will determine medical necessity based on a review of:
—Your medical records;
— Empire's medical policies and clinical guidelines;
— Medical opinions of a professional society, peer review commitiee or other groups of Physicians;
— Reports in peer-reviewed medical literature;

— Reports and guidelines published by nationally-recognized health care organizations that include
supporting scientific data;

— Professional standards of safety and effectiveness, which are generally-recognized in the United States for
diagnosis, care, or treatment;

— The opinion of Health Care Professionals in the generally-recognized health specialty involved,
— The opinion of the attending Providers, which have credence but do not overrule contrary opinions.

* Services will be deemed Medically Necessary only if:

— They are clinically appropriate in terms of type, frequency, extent, site, and duration, and considered
effective for Your illness, injury, or disease,

— They are required for the direct care and treatment or management of that condition,

— Your condition would be adversely affected if the services were not provided,

— They are provided in accordance with generally accepted standards of medical practice;
— They are not primarily for the convenience of you, your family, or your provider;

— They are not more costly than an alternative service of sequence of services, that is at least as likely to
produce equivalent therapeutic or diagnostic results;
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= When setting or place of service is part of the review, services that can safely be provided to you in a lower
cost setting will not be Medically Necessary if they are performed or a higher cost setting. For example,
the Plan will not provide coverage for an inpatient admission for surgery if the surgery could have been
performed on an outpatient basis or infusion of a specialty drug provided in the outpatient department of a
hospital if the drug could be provided in the physician's office or the home setting.

= Non-participating facility is a hospital or facility that does not have a participation agreeme nt with Empire
or another Blue Cross and/or Blue Shield plan to provide services to persons covered under Empire's PPO
contract, or, a hospital or facility that does not accept negotiated rate arrangements as payment in full in a
plan area without a PPO network.

& Out-of-network benefits refer to the reimbursement for covered services provided by out-of-network
providers and suppliers. Cutof-network benefits are generally subject to a deductible and coinsurance and,
therefore, have higher out-of-pocket costs.

& QOut-of-network deductible means the amount you pay for services of out-of-network providers/suppliers
before the Plan pays any benefits. Once your out-of-network deductible is met, you and the plan share the
cost. You and the plan each pay a percentage, called the out-of-network coinsurance, of Empire's maximum
allowed amount for the out-of-network service. You are responsible for any amounts not covered, or which
are in excess of the maximum allowed amount. You pay your out-of-network coinsurance up to an annual
out-cf-pocket limit. Once you meet your annual cut-of-network out-of-pocket limit, you will not be required to
pay coinsurance, but you will be responsible to pay the difference between the provider's actual charge and
Empire's maximum allowed amount. This is not applied to the deductible and coinsurance amounts. Refer to
the Benefits At A Glance section for your out-of-network deductible, coinsurance and out-of-pocket limit.

& Qut-of-network provider/supplier is a doctor, other professional provider, or durable medical equipment,
home health care or home infusion supplier who:

—is not in Empire's PPO network,
—is not in the PPO network of another BlueCross and/or BlueShield plan, and

— does not have a negotiated rate with another BlueCross and/or BlueShield plan.

* Participating hospital/facility is a hospital or facility that:
—is in Empire's PPO network,
—is in the PPO network of another BlueCross and/or BlueShield plan, or

— has a negotiated rate arrangement with another BlueCross and/or BlueShield plan that does not have a
PPO network.

* Precertified services are services that must be coordinated and approved by Empire’s Medical Management
or Behavioral Healthcare Management Programs to be fully covered by the Plan, such as planned inpatient
surgery, MRIs and MRAs. Failure to precertify may result in a reduction or denial of benefits.

* Provider means a hospital or facility (as defined earlier in this section), or other appropriately licensed or
certified professional healthcare practitioner. Empire will pay benefits only for covered services within the
scope of the practitioner's license. For behavioral healthcare purposes, “provider” includes care from licensed
psychiatrists or psychologists; licensed clinical social workers; licensed mental health counselors; licensed
marriage and family therapists; licensed psychoanalysts, licensed psychiatric nurse, licensed as a nurse
practitioner or clinical nurse specialist or a professional corporation or a university faculty practice corporation
thereof. Social workers must be licensed by the New York State Education Department or a comparable
organization in another state, and have three years of post-degree supervised experience in psychotherapy
and an additional three years of post-licensure supervised experience in psychotherapy. For maternity care
purposes, “provider” includes a certified nurse-midwife affiliated with or practicing in conjunction with a
licensed facility and whose services are provided under gualified medical direction.
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Provider also means a Physician, Health Care Professional or Facility licensed, registered, certified or
accredited as required by law. & Provider also includes a vendor or dispenser of diabetic equipment and
supplies, durable medical equipment, medical supplies, or any other equipment or supplies covered under this
benefit plan that is licensed, registered, certified or accredited as required by law.

* Retrospective review is one that is conducted after you receive medical services.

= Same-day surgery means surgery performed in a hospital or other facility that does not require an overnight
stay. For same-day surgery, the definition of "hospital” may include a free-standing ambulatory surgical facility
that has a participation agreement with either Empire or another Blue Cross and/or Blue Shield plan. “Facility”
does not include a provider's office.

* Treatment maximums refers to the maximum number of treatments or visits for certain conditions. Maximums
for in-network and out-of-network services are combined. For example, if the plan has a limit of 30 visits on a
covered expense, you would reach the limit if you had 17 visits in-network and 13 visits ocut-of-network.

* Treatment of autism spectrum disorder is care prescribed or ordered for an individual diagnosed with
Autism Spectrum Disorder by a licensed physician or a licensed psychologist.

= Urgent precertification is one associated with medical circumstances that require a quick decision.

= VVoluntary Clinical Quality Programs seek to promote good health and the early detection of disease. They
are designed to encourage participants to obtain certain covered Preventive Care or other recommended
care covered by the Plan not received within the recommended timeframe. For instance, a program may be
designed to encourage you to bring your child to his or her primary care physician for a well-child or well-
baby care visit if you missed a recommended check-up, or may encourage you to get certain screening tests
such as a mammaogram if yvou have not been tested within the recommended age range. Or, a program may
encourage you to have a medical visit within a specific time period such as a postpartum checkup within
a set number of days after delivery of a newbom or a home visit so you can provide a blood sample fora
recommended laboratory test.

These voluntary clinical guality programs are designed to encourage you to get certain preventive, wellness,
or other recommended care when you need it based on recommended clinical guidelines. These programs
are not guaranteed and your participation is optional. Empire will give you the choice, and if you choose

to participate in any program for which you qualify, and obtain the recommended care within the program'’s
timeframe, you may receive an incentive. The incentive will take the form of:

— a gift card in the amount of $50 or retailer coupons, such as for discounts on eye glasses; or

— a home test kit at no cost to allow you to conveniently collect a specimen for certain covered laboratory
tests at home and mail it to the laboratory for processing. In this case, you may need to pay any cost
shares that normally apply to covered laboratory tests under your benefit plan, but the home test kit will be
free to you, or

— a home visit to allow you to provide a specimen for certain covered laboratory tests, or for certain biometric
screenings. In this care, you may need to pay any cost shares that normally apply to covered laboratory
tests, but the home visit will be free to you.

— If you have any questions about whether receipt of a gift card or retailer coupon results in taxable income
to you, Empire recommends that you consult your tax advisor.

* Eligibility. You, your covered Spouse, and each covered Dependent can participate in the Voluntary Clinical
Quality Program(s) if the targeted service applies, based on the recommended clinical guidelines the program
promotes. These programs will be offered to paricipants who have certain conditions, who fall within
certain age ranges, or who are due to receive certain recommended preventive or other care based on a
recommended timeframe. For example:

— Participants between ages 50-75 years who have not undergone colorectal cancer screening as
recommended by the American Cancer Society may be eligible to participate in a program designed to
encourage these members to obtain a recommended preventive colorectal cancer screening, such as a
fecal occult blood screening test.
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— Participants between ages 50-74 years who have not had a mammography
screening as recommended by the United States Preventive Services Task
Force may be eligible to participate in a program designed to encourage
these members to obtain the screening through the offer of a gift card
awarded upon receipt of documentation that the screening was completed.

— If you are eligible for a clinical guality program that Empire offers, Empire will
contact you by phone or mail to offer you the chance to participate. You may
also call us at the phone number on your ID card if you have any questions
regarding program participation. We will explain to you the care you are
recommended to receive and the time frame within which you need to receive
it to be in eligible for the reward if applicable.

= Rewards. Rewards for participation in a clinical quality program and completion
of the identified services within the specified timeframe include monetary
rewards in the form of a gift card or retailer coupon such as for discounts on
eye glasses, so long as the recipient is encouraged to use the reward for a
product or service that promotes good health. In other cases, you will receive
a home test kit at no cost to make it more convenient for You to receive the
recommended care.

These programs are offered and administered by Empire; this Plan will not have
any responsibility regarding your participant in these programs.

summaty Plan Description/Plan Document - 38






