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Important Information

THIS IS NOT AN INSURED BENEFIT PLAN. THE BENEFITS DESCRIBED IN THIS BOOKLET OR
ANY RIDER ATTACHED HERETO ARE SELF-INSURED BY CITY OF SALEM WHICH IS
RESPONSIBLE FOR THEIR PAYMENT. CIGNA HEALTH AND LIFE INSURANCE COMPANY
(CIGNA) PROVIDES CLAIM ADMINISTRATION SERVICES TO THE PLAN, BUT CIGNA DOES NOT
INSURE THE BENEFITS DESCRIBED.

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

HC-NOT89



Explanation of Terms

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

The Schedule

The Schedule is abrief outline of your maximum benefits which may be payable under your insurance. For a full description
of each benefit, refer to the appropriate section listedinthe Table of Contents.
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Important Notices

Notice Regarding Provider Directories andProvider
Networks - Vision

A Participating Provider network consists ofa group of local
practitioners who contract directly or indirectly with Cignato
provide servicesto members.

You may receive alisting of Participating Providers by calling
the member services number on your benefit identification
card, or by visiting www.myCigna.com.

Notice - Participating Provider Benefits
The Vision benefit plan includes the following options:

« If youselectaParticipating Provider Cigna will base its
payment on theamount listedin the Schedule of Benefits.

The Participating Provider will limit his/her charge tothe
Contracted Fee forthe service.

« Ifyou selecta Non-Participating Provider Cigna will base
its payment on the amount listed in the Out-of-Network

section ofthe Schedule of Benefits. The Non-Participating
Provider may balance billup to his/heractual charge.

Notice — Emergency Services

Emergency Services rendered by a Non-Participating Provider
will be paid at the Participating Provider benefit levelin the
eventa Participating Provider is not available.

HC-NOT55

Discrimination is Againstthe Law

Cigna complies with applicable Federal civil rights laws and
does notdiscriminate on the basis of race, color, national
origin, age, disability, or sex Cigna does not exclude people
or treat themdifferently because of race, color, national origin,
age, disability, orsex

Cigna:

« Provides free aids and services to people with disabilities to
communicate effectively with us, such as:

« Qualified sign language interpreters

« Written informationin other formats (large print, audio,
accessible electronic formats, other formats)

« Provides free language servicesto people whose primary
languageis not English, suchas:

« Qualified interpreters
« Information written in other languages

If you need these services, contact customer service at the toll-
free numbershown onyourID card, and aska Customer
Service Associate forassistance.

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

Cigna

Nondiscrimination Complaint Coordinator
P.O. Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call
the numberon the backofyour ID card orsend anemailto
ACAGrievance@cigna.com. You can also file a civil rights
complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically throughthe
Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at:

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

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
http://mwww.hhs.gov/ocr/office/file/index html.

Proficiency of Language Assistance Services

English— ATTENTION: Language assistance services, free of
charge, are available to you. Call 1.877.478.7557

(TTY: 800.428.4833).

Spanish — ATENCION: Hay servicios de asistencia de
idiomas, sin cargo, a su disposicion. Llame al 1.877.478.7557
(TTY: 800.428.4833).

Chinese— X : BRI ALK EIRMUIES HE RS
FEBE 1.877.478.7557 ( FRFEEAR : 800.428.4833 ) o

Vietnamese - XIN LUU Y: Quy vidugc cép dich vu trg gitip
vé& ngdn ngirmién phi. Vui 1ong goi 1.877.478.7557

(TTY: 800.428.4833).

Korean - 2| ot=0{ & ALE0tA|= 82, A0 X| &
MH|AS FE 2 0| 80td 5= UG LICt 1.877.478.7557
(TTY: 800.428.4833)H © 2 MBS,

Tagalog - PAUNAWA: Makakakuha ka ng mga serbisyo sa

tulong sawika nang libre. Tumawag sa 1.877.478.7557
(TTY: 800.428.4833).

myCigna.com
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Russian— BHUM AHUE: Eciii BbI TOBOPHTE Ha PYCCKOM
SI3BIKE, TO BaM JIO CTyITHEI O€CIUIATHBIE Y CITyTH ITEPEBO/IA.
3Bonute 1.877.478.7557 (smuus TTY Teneram:
800.428.4833).

sacluall cilaad 8 dalll SY) Caanti i€ 1Y) :4ks eala — Arabic
1.877.478.7557 & n dadl | Jaally Al il 453 4, gall)
.(800.428.4833 : oS4l 5 anall Ciila 8 )

French Creole — ATANSYON: Gen sévis éd poulang ki
disponib gratispouou. Rele 1.877.478.7557 (TTY:
800.428.4833).

French— ATTENTION: Des services d’aide linguistique vous

sont proposés gratuitement. Veuillezappeler le
1.877.478.7557 (ATS: 800.428.4833).

Portuguese — ATENCAO: Se fala portugués, encontram-se
disponiveis servicos linguisticos, gratis.

Ligue 1.877.478.7557 (TTY: 800.428.4833).

Polish— UW A GA : Mozeszskorzysta¢ zbezplatnejpomocy

jezykowej. Zadzwon podnumer 1877 478 7557
(TTY: 800.428.4833).

Japanese -
AEEIE: BREZEINDGES. BHOEEXEEZC
FIRAWZITE S, 1.877.478.7557

(TTY:800.428.4833) FT. HB/EEICT EMELLIZELY,

Italian — ATTENZIONE: In caso lalingua parlata sia
I’italiano, sono disponibiliservizidi assistenza linguistica
gratuiti. Chiamare il numero 1.877.478.7557 (TTY:
800.428.4833).

German — ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlos sprachliche Hilfsdienstleistungenzur
Verfiigung. Rufnummer: 1.877.478.7557 (TTY:
800.428.4833).

8 a4 5SS clara 14 5i— Persian (Farsi)
2 8 (el 1.877.478.7557 o e L 3 siline ) ) Ladi 4
.(800.428.4833 : (L) 52ali 0 G g (i o jlad)

HC-NOT99 07-17

How To File Your Claim

There’s no paperwork for In-Network care. Justshowyour
identification cardand pay your share of the cost, ifany; your
providerwill submit a claim to Cigna for reimbursement. Out-

of-Network claims can be submitted by the providerifthe
provideris able and willing to file on yourbehalf. If the
provider is not submitting onyour behalf, you must sendyour
completed claimform and itemized bills to the claims address
listed on the claimform.

You may get the required claimforms from the website listed
on your identification card or by using the toll-free number on
your identification card.

CLAIM REMINDERS

« BE SURE TO USE YOUR MEMBER ID AND
ACCOUNT/GROUP NUMBER WHEN YOU FILE
CIGNA’S CLAIM FORMS, OR WHEN YOU CALL
YOUR CIGNA CLAIM OFFICE.

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

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

o BE SURE TO FOLLOW THE INSTRUCTIONS LISTED
ON THE BACK OF THE CLAIM FORM CAREFULLY
WHEN SUBMITTING A CLAIM TO CIGNA.

Timely Filing of Out-of-Network Claims

Cignawill consider claims for coverage under our plans when
proofofloss (aclaim) is submitted within 365 days for Out-
of-Network benefits after services are rendered. If services are
rendered on consecutive days, such as fora Hospital
Confinement, the limit will be counted fromthe last date of
service. Ifclaims are not submitted within 365 days for Out-
of-Network benefits, the claimwill not be considered valid
and will be denied.

WARNING: Any personwho knowingly and with intentto
defraud any insurance company or other person files an
application for insurance or statement of claimcontainingany
materially false information; or conceals forthe purpose of

misleading, information concerning any material fact thereto,
commits a fraudulentinsuranceact.

HC-CLM25 01-11
Vil

Eligibility - Effective Date

Employee Insurance
This plan is offered to youas an Employee.
Higibility for Employee Insurance

You will become eligible for insurance onthe day you
complete the waiting periodif:

« youareina Class of Eligible Employees; and

myCigna.com
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« youareaneligible, full-time Employee who normally wors
at least 20 hours a week; or

« youareaneligible, part-time Employee who normally
works at least 20hours a week; and

 Yyou pay any required contribution.

If you were previously insured and your insurance ceased, you
must satisfy the Waiting Period to become insured again. If
yourinsurance ceased because youwere no longeremployed
in a Class of Eligible Employees, you are notrequired to
satisfy anywaiting period if you again become a member of a
Class of Eligible Employees within one year afteryour
insurance ceased.

Eligibility for Dependent Insurance

You will become eligible for Dependent Insurance onthe later
of:

« theday youbecome eligible foryourself; or
« theday youacquire your first Dependent.

Waiting Period
The first day of the month following 30 days fromdate of hire.
Classesof Hligible Employees

Each Employee as reportedto theinsurance company by your
Employer.
Effective Date of Employee Insurance

You will become insured on the date youelect the insurance

by signing anapproved payroll deduction orenrollment form,

as applicable, butno earlier than the date you become eligible.

You will become insured on your first day of eligibility,

following yourelection, ifyou are in Active Service on that

date, orif you are notin Active Service onthatdate dueto

your health status.

Late Entrant - Employee

You are a Late Entrant if:

« you elect the insurance more than 30 days afteryoubecome
eligible; or

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

Dependent Insurance

Foryour Dependentsto beinsured, youwill have to pay the
required contribution, ifany, toward the cost of Dependent
Insurance.

Effective Date of Dependent Insurance

Insurance foryour Dependents will become effective on the
date you elect it by signingan approved payroll deduction
form (if required), but no earlierthan theday youbecome

eligible for Dependent Insurance. All of your Dependents as
defined will be included.

Your Dependents will be insuredonly ifyou are insured.
Late Entrant — Dependent
You are a Late Entrant for Dependent Insurance if:

« youelect thatinsurance more than 30 days afteryou
become eligible forit; or

« youagain elect it afteryou cancel your payroll deduction (if
required).

HC-ELG274M 01-19
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CignaVision Providers

Tofind a Cigna Vision Provider, orto get a claim form, the
Insured Person should visit myCigna.comand use thelinkon

the vision coverage page, orthey may call Customer Service
using the toll-free number on their identification card.

Reimbursement/Filinga Claim

When an Insured Person(s) has an examor purchases
Materials froma Cigna Vision Providerthey pay any
applicable Copayment, Coinsurance or Deductible shownin

The Schedule at the time of purchase. The Insured Person does
not need to file a claim form.

If an Insured Person(s) has theirexam or purchases Materials
froma providerwho is not a Cigna Vision Provider, the
Insured Person pays the full cost at thetime of purchase. The
Insured Person mustsubmit a claim formto be reimbursed.
Send acompleted Cigna Vision claimform and itemized
receiptto:

Cigna Vision

Claims Department

P.O. Box 385018
Birmingham, AL 35238-5018

Cigna Vision will pay forcovered expenses within ten
businessdays of receiving the completed claimform and
itemized receipt.

HC-VIS56 01-20
V1
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Cigna Vision

The Schedule

For You and Your Dependents

BENEFIT HIGHLIGHTS IN-NETWORK | OUT-OF-NETWORK

The Plan will pay 100% subject to any maximum shown below

The declining balance of a maximumamount can be applied towards any
covered Materials (Frames, Lenses, and Contact Lenses) and drawn against
throughout the frequency period.

Examinations* 100%

Maximum applies to In-and Out-of-Network Providers

Lenses & Frames** 100% up to $500 toward Lenses, Frames and Contact Lenses

Lenses** Subject to the maximum shown above
Single Vision Lenses
Bifocal Lined Lenses
Trifocal Lined Lenses

Lenticular Lenses

Contact Lenses** Subject to the maximum shown above

Elective
Therapedutic

Frames** Subject to the maximum shown above

Frequency of Services:
*12 months
**24 months

Your frequency period begins January 1 every year for exams and January 1 every other year for materials.

10 myCigna.com
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Vision Benefits

Please be aware thatthe Vision network is differentfromthe
network ofyour medical benefits.

For You and Your Dependents

Covered Expenses
Benefits Include:

Examinations — One vision and eye health evaluation
including butnot limited to eye healthexamination, dilation,
refraction and prescription for glasses.

Lenses (Glasses)/Frames/Contact Lenses - up to the stated
allowance.

HC-VIS54 01-20

V2

Expenses Not Covered

Covered BExpenseswillnot include, and no paymentwill be
made for:

« Orthopticorvisiontrainingandany associated
supplemental testing.

« Medicalorsurgicaltreatment ofthe eyes.

« Any eye examination, orany corrective eyewear, required
by an employeras a conditionof employment.

« Charges incurred after the Policy ends orthe insured's
coverageunderthePolicy ends, except as stated in the
Policy.

« BExperimental or non-conventional treatment or device.

« Charges in excess of the usualand customary charge for the
service or materials.

« Fororin connection with experimental procedures or
treatment methods not approved by the American
Optometric Association orthe appropriate vision specialty
society.

« Any injury orillness whenpaid or payable by Workers’
Compensationorsimilar law, or which is work-related.

o Claims submittedandreceived in excess of 12 months from
the original date of service.

« VDT (video display terminal)/computer eyeglass benefit.
« Magnificationorlow vision aids.

Other Limitations are shown in the Exclusions, Expenses Not
Cowered and General Limitations section.

HC-VIS55 01-20

V1

Exclusions and General Limitations
Exclusions

Additional cowerage limitations determined by plan or
provider type are shown in the Schedule. Payment for the
following is specifically excludedfrom this plan:

« treatment ofan Injury or Sickness which is dueto war,
declared, orundeclared.

« chargeswhich you are notobligatedto pay or for which you
are not billed or forwhich you would nothave been billed
except that they were covered underthis plan. Forexample,
if Cigna determines that a provider is or has waived,
reduced, or forgiven any portion of its charges and/orany
portion of copayment, deductible, and/or coinsurance
amount(s) you are required to pay fora Covered Service (as
shown onthe Schedule) without Cigna’s express consent,
then Cignain its sole discretionshall have the right to deny
the payment of benefits in connection with the Covered
Service, orreduce the benefits in proportion tothe amount
of the copayment, deductible, and/or coinsuranceamounts
waived, forgiven orreduced, regardless of whether the
provider represents thatyouremain responsible forany
amountsthatyourplan doesnotcover. In the exercise of
that discretion, Cigna shall have theright to require youto
provide proof sufficient to Cigna that you have made your
required cost share payment(s) prior to the payment ofany
benefits by Cigna. This exclusion includes, but is not
limited to, charges ofa Non-Participating Provider who has
agreed to charge you or charged you at an in-network
benefits level or some other benefits level not otherwise
applicable to the services received.

« chargesarisingout of orrelating to any violation ofa
healthcare-related state or federal law or which themselves
are a violation ofa healthcare-related state or federal law.

« for orin connection with experimental procedures or
treatment methods not approved by the American
Optometric Association orthe appropriate vision
specialty society.

11
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General Limitations

No payment will be made for expensesincurred foryou orany
one ofyour Dependents:

« for charges made by a Hospital owned or operated by or
which provides care or performs services for, the United

States Government, if such charges are directly related toa
military-service-connected Injury or Sickness.

« totheextent that payment is unlawful where the person
resides whentheexpensesare incurred.

« for charges which would nothave been made ifthe person
had no insurance.

« expensesforsupplies, care, treatment, or surgery that are
not Medically Necessary.

HCEXC1 10-14

V29

Coordination of Benefits

This sectionapplies ifyou orany one of your Dependents is
covered under more than one Plan and determines how
benefits payable fromall such Planswill be coordinated. You
shouldfile all claims with each Plan.

Definitions

Forthe purposes of this section, the following terms have the
meanings set forthbelow:

Plan

Any ofthe following that provides benefits or services for
vision care or treatment:

« Group insurance and/or group-type coverage, whether
insured or self-insured which neither can be purchased by

the general public, noris individually underwritten,
including closed panel coverage.

« Governmental benefits as permitted by law, excepting
Medicaid, Medicare and Medicare supplement policies.

« Medical benefits coverage of group, group-type, and
individualautomobile contracts.

Each Plan or part ofa Plan which has the right to coordinate
benefits willbe considered a separate Plan.

ClosedPanel Plan

A Plan that provides medical or dental benefits primarily in
the form of services through a panel ofemployed or
contracted providers, and that limits orexcludes benefits
provided by providers outside of the panel, except in the case
of emergencyor if referred by a provider within the panel.

PrimaryPlan

The Plan that determines and provides or pays benefits
without taking into consideration the existence ofany other
Plan.

SecondaryPlan

A Plan that determines, and may reduce its benefits after
taking into consideration, the benefits provided or paid by the
Primary Plan. A Secondary Plan may also recover fromthe
Primary Plan the Reasonable Cash Value ofany services it
provided toyou.

Allowable Expense

The amount of charges considered for paymentunder the Plan
for a Covered Service priorto any reductionsdueto
coinsurance, copayment or deductible amounts. If Cigna
contracts with an entity to arrange for the provision of
Covered Services throughthat entity’s contracted network of
health care providers, theamount that Cigna has agreedto pay
that entity is the allowable amount used to determine your
coinsurance ordeductible payments. Ifthe Plan provides
benefits in the formofservices, the Reasonable Cash Value of
each service is the Allowable Expense andis a paid benefit.

Examples of expenses orservicesthat are not Allowable
Bxpenses include, butare not limited to the following:

« Anexpense orservice oraportionofan expense orservice
thatis not covered by anyofthe Plansis notan Allowable

Bxpense.

« Ifyou are covered by two ormore Plans that provide
servicesorsupplies on the basis of reasonable and
customary fees, any amountin excess of the highest
reasonable and customary fee is not an Allowable Expense.

« If youare coveredby onePlan thatprovides services or
supplies on the basis of reasonable and customary fees and
one Plan that provides services and supplies on the basis of

negotiated fees, the Primary Plan's fee arrangement shall be
the Allowable Expense.

« If yourbenefits are reduced under the Primary Plan (through
the imposition ofa higher copaymentamount, higher
coinsurance percentage, a deductible and/ora penalty)
because you did not comply with Plan provisions or because
you did not use a preferred provider, theamount ofthe
reductionis not an Allowable Expense. Such Plan
provisionsinclude secondsurgical opinionsand
precertification of admissions or services.

Reasonable Cash Value

An amount which a duly licensed provider of health care
services usually charges patients and which is within the range
of fees usually charged for the same service by other health
care providers located within the immediate geographic area

where the hea_lth care service is rendered under similar or
comparable circumstances.

12
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Order of Benefit Determination Rules

A Plan that does not havea coordination of benefits rule
consistentwith this sectionshallalways be the Primary Plan.
If the Plan does have a coordination of benefits rule consistent
with this section, the first of the following rules that applies to
the situation is theone touse:

« ThePlan that covers youas an enrollee oran Employee
shallbe the Primary Plan and the Plan that coversyouas a
Dependentshallbe the Secondary Plan;

« If you are a Dependent child whose parents are not divorced
or legally separated, the Primary Plan shallbe the Plan
which coversthe parentwhosebirthday falls first in the
calendaryearas an enrollee or Employee;

« Ifyou arethe Dependentofdivorced orseparated parents,
benefits forthe Dependent shallbe determinedin the
following order:

« first,if a court decreestatesthatoneparent is responsible
for the child's healthcare expenses or health coverageand

the Plan forthat parent has actual knowledge of the terms
of the order, but only fromthe time of actual knowledge;

« then,the Plan of the parent with custody ofthe child;

« then,the Plan of the spouse of the parent with custody of
the child;

« then,the Plan of the parent not having custody of the
child; and

« finally, the Plan ofthe spouse ofthe parent not having
custody ofthe child.

« ThePlan that covers youas an active Employee (oras that
Employee's Dependent) shall be the Primary Plan and the
Plan that covers you as laid-off or retired Employee (oras
that Employee's Dependent) shall be the Secondary Plan. If
the other Plan does not havea similar provisionand, as a
result, the Plans cannot agree on the order of benefit
determination, this paragraphshallnot apply.

« ThePlan that covers youunderaright of continuation
which is provided by federal or state law shall be the
Secondary Plan andthe Plan that covers you as an active
Employee orretiree (or as that Employee's Dependent) shall
be the Primary Plan. If the other Plan doesnothave a
similar provisionand, as a result, the Plans cannot agree on
the order of benefit determination, this paragraph shall not
apply.

« If one ofthePlans that coversyouis issuedoutofthe state
whose laws govern this Policy, and determines the order of
benefits based uponthe gender ofa parent,and asaresult,
the Plans do notagree onthe order of benefit determination,

the Plan with the gender rules shall determine the order of
benefits.

If none ofthe above rules determines the order of benefits, the
Plan that has covered you forthe longer period of time shall
be primary.

Effect on the Benefits of This Plan

If this Plan is the Secondary Plan, this Plan may reduce

benefits sothat thetotal benefits paid by all Plans are not more
than 100% ofthe total of all Allowable Expenses.

Recowery of Excess Benefits

If Cigna pays charges for benefits that should have been paid
by the Primary Plan, orif Cigna pays charges in excess of
those forwhich we are obligated to provide under the Policy,
Cignawill have the rightto recover theactual paymentmade
or the Reasonable Cash Value of any services.

Cignawill have sole discretionto seek suchrecovery fromany
personto, or forwhom, or with respect towhom, such
services were provided or such payments made by any
insurance company, healthcare Plan or other organization. If
we request, youmustexecute and deliverto us such
instruments and documents as we determine are necessary to
secure theright of recovery.

Rightto Receive and Release Information

Cigna, without consent or notice to you, may obtain
information from and release information to any other Plan
with respect to you in orderto coordinate your benefits
pursuantto thissection. You must provide us with any
information we request in orderto coordinate your benefits
pursuantto thissection. This requestmay occurin connection
with a submitted claim; if so, you willbe advised thatthe
"other coverage" information, (includingan Explanation of
Benefits paid under the Primary Plan)is required before the
claim will be processed for payment. If no response is
received within 55days ofthe request, the claimwill be
closed. Ifthe requested information is subsequently received,
the claimwill be processed.

HC-Q0B273 01-21

Medicare Eligibles

The Medical Insurancefora personwho is eligible for
Medicare will be modified as follows:

The amount payable under this plan will be reduced sothat the
totalamount payable by Cigha and Medicare will be no more
than 100% ofthe expenses incurred. This provision will not
apply to aperson while Medicare, based onthe rules
established by the Social Security Act of 1965 as amended, is
assumingthe role of secondary payerto this plan forthat
person.

13
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Cignawill assume the amountpayable under:

« Part A of Medicare forapersonwho is eligible for that Part
without premiumpayment, but has not applied, to be the
amount he would receive ifhe had applied.

« Part B of Medicare forapersonwho is entitledto be

enrolled in that Part, but is not, to be the amount he would
receive if he were enrolled.

« Part B of Medicare forapersonwho hasentered intoa
private contractwith a provider, to be the amount he would
receive in the absence of such private contract.

A person is consideredeligible for Medicare on the earliest
date any coverage under Medicare could become effective for
him.

Domestic Partners

Under federal law, the Medicare Secondary Payer Rules do
notapply to Domestic Partners covered undera group health
plan when Medicare coverageis due to age. Therefore, when
Medicare coverage is dueto age, Medicare is always the
Primary Plan fora person coveredas a Domestic Partner, and
Cigna s the Secondary Plan. However, when Medicare
coverageis due to disability, the Medicare Secondary Payer
rules explained above will apply.

HC-COB68V1

Payment of Benefits
Assignmentand Payment of Benefits

You may notassign to any party, including, butnotlimited to,
a provider of healthcare services/items, your right to benefits
underthis plan, nor may you assignany administrative,
statutory, or legal rights or causes of actionyoumay have
under ERISA, including, but not limited to, any right to make
a claim for plan benefits, to request plan or other documents,
to file appeals of denied claims or grievances, orto file
lawsuits under ERISA. Any attemptto assign such rights shall
be void and unenforceable underall circumstances.

You may, however, authorize Cignato pay any healthcare
benefits under this policy to a provider. Whenyou authorize
the payment of your healthcare benefits to a provider, you
authorize the paymentofthe entire amountofthe benefits due
onthatclaim. If a provider is overpaid because of accepting
duplicate payments fromyou and Cigna, it is the provider’s
responsibility to reimburse the overpayment to you. Cigna
may pay all healthcare benefits for Covered Expenses directly
to a providerwithoutyour authorization. You may not
interpret orrely upon this discrete authorization or permission
to pay any healthcare benefits to a provider as theauthority to
assignany otherrights under this policy to any party,

including, but not limited to, a provider of healthcare
services/items.

Even if the paymentof healthcare benefits to a provider has
been authorized by you, Cigna may, at its option, make
payment of benefits to you. When benefits are paid to you or
your Dependent, youoryour Dependents are responsible for
reimbursing the provider.

If any personto whombenefits are payable is a minor or, in
the opinion of Cignais not able to givea valid receipt forany
payment duehim, such paymentwill be made to his legal
guardian. Ifno requestfor paymenthas been made by his legal
guardian, Cigna may, at its option, make paymentto the
personor institution appearingto have assumed his custody
and support.

When one of our participants passes away, Cigna may receive
notice that anexecutor of the estate has been established. The
executor has thesame rights as ourinsured and benefit

payments for unassigned claims should be made payable tothe
executor.

Payment as described abovewill release Cigna fromall
liability to the extent ofany payment made.

Recowery of Overpayment

When an overpaymenthas been made by Cigna, Cigna will
have the right atanytime to: recoverthatoverpayment from
the person to whomoron whosebehalf it was made; or offset
the amount of thatoverpayment froma future claim payment.
In addition, youracceptance of benefits under this planand/or
assignmentof Medical Benefits separately creates an equitable
lien by agreement pursuant to which Cigna may seek recovery
of any overpayment. You agree that Cigna, in seeking
recovery ofany overpayment as a contractual right oras an
equitable lien by agreement, may pursue thegeneral assets of
the person orentityto whomoron whosebehalfthe
overpaymentwas made.

HC-POBI132 01-19

Termination of Insurance

Employees
Your insurance will cease on the earliest date below:

« thedate youceaseto be inaClass of Eligible Employees or
cease to qualify forthe insurance.

« the last day for which youhave made anyrequired
contributionforthe insurance.

« thedatethe policy is cancelled.
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« thelast day ofthe calendar month in which your Active
Service ends exceptas described below.

Any continuationofinsurance mustbe based ona plan which
precludes individual selection.

Temporary Layoff or Leawe of Absence

If your Active Service ends due to temporary layoff or leave
of absence, your insurancewill be continued until the date as
determined by your Employer.

Injury or Sickness

If your Active Service ends due to an Injury or Sickness, your
insurance will be continued while you remain totally and
continuously disabled as a result ofthe Injury or Sickness.

However, yourinsurance will not continue pastthe date your
Employer cancels your insurance.

Retirement

If your Active Service ends becauseyouretire, your insurance
will be continued untilthe dateon which your Employer
cancels theinsurance.

Dependents

Your insurance forall of your Dependents will cease on the
earliest date below:

« thedate yourinsurance ceases.
« the date youceaseto be eligible for Dependent Insurance.

« the last day for which youhave made anyrequired
contributionforthe insurance.

« the date Dependent Insuranceis cancelled.

The insurance forany one of your Dependents will cease on
the date thatDependentno longer qualifies as a Dependent.

HC-TRM128 12-17

Federal Requirements

The following pages explain yourrights and responsibilities
underfederal laws and regulations. Some states may have
similar requirements. Ifasimilar provision appears elsewhere
in this booklet, the provision which provides the better benefit
will apply.

HC-FED1 10-10

Quialified Medical Child Support Order
(QMCSO)
Higibility for Coverage Under a QMCSO

If a Qualified Medical Child Support Order (QMCSO) is
issuedforyourchild, thatchild will be eligible for coverageas
required by the orderandyouwill not be considereda Late
Entrant for Dependent Insurance.

You must notify your Employerand electcoverage forthat
child, and yourselfif you are not already enrolled, within 31
days ofthe QMCSO beingissued.

QualifiedMedical Child Support Order Defined

A Qualified Medical Child Support Orderis a judgment,
decree ororder (includingapproval of a settlement agreement)
or administrative notice, which is issued pursuant toa state
domestic relations law (including a community property law),
or to an administrative process, which provides for child
support or provides for health benefit coverage to such child
and relates to benefits under thegroup health plan, and
satisfiesall of the following:

« the orderrecognizes orcreatesa child’s rightto receive
group health benefits for which a participantor beneficiary
is eligible;

« the orderspecifies yourname and last known address, and
the child’s name and lastknown address, except that the
name and address of an official of a state or political
subdivision may be substituted for the child’s mailing
address;

« theorderprovidesadescriptionofthe coverage tobe
provided, orthe mannerin which the type of coverage is to
be determined;

« theorderstates the periodto which it applies; and

« if the orderis a National Medical Support Notice completed
in accordancewith the Child Support Performance and

Incentive Act 0f 1998, such Notice meets the requirements
above.

The QMCSO may not require the healthinsurance policy to
provide coverage foranytype or formof benefit or optionnot
otherwise provided underthepolicy, exceptthatan order may
require a plan to comply with State laws regarding health care
coverage.
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Payment of Benefits

Any payment of benefits in reimbursement for Covered
Bxpenses paid by the child, orthe child’s custodial parent or
legalguardian, shall be made to the child, the child’s custodial
parentor legal guardian, or a state official whose name and

address have beensubstituted for the name and address ofthe
child.

HC-FED4 10-10

Effect of Section 125 Tax Regulations on This
Plan

Your Employer has chosen to administer this Plan in
accordancewith Section 125regulations ofthe Internal
Revenue Code. Perthis regulation, youmay agree to a pretax
salary reduction puttoward the cost of your benéfits.
Otherwise, youwill receive yourtaxable earnings as cash
(salary).

A. Cowerage elections

Per Section 125regulations, youare generally allowed to
enrollfor or change coverageonly before each annual benefit
period. However, exceptions are allowed:

« if yourEmployeragrees, and you meet the criteria shown in
the following Sections Bthrough Hand enroll for or change
coveragewithin the time period established by your
Employer.

B. Change of status
A change in statusis definedas:

« change in legal marital status due to marriage, death ofa
spouse, divorce, annulment or legal separation;

« change in number of Dependents due to birth, adoption,
placement foradoption, ordeathofa Dependent;

« changein employment status of Employee, spouseor
Dependentdueto terminationor start of employment,
strike, lockout, beginningorend of unpaid leave of absence,
including underthe Family and Medical Leave Act
(FMLA), or changein worksite;

« changesin employment status of Employee, spouse or
Dependentresulting in eligibility or ineligibility for
coverage;

« changeinresidence of Employee, spouseor Dependentto a

location outside ofthe Employer’s network service areg;
and

« changeswhich cause a Dependent to become eligible or
ineligible for coverage.

C. Courtorder

A change in coverage due to and consistent with a court order
of the Employee or other person tocovera Dependent.

D. Medicare or Medicaid eligibility/entitlement

The Employee, spouse or Dependentcancels or reduces

coveragedueto entitlement to Medicare or Medicaid, or
enrolls orincreases coverage due to loss of Medicare or

Medicaid eligibility.

E. Changein costof coverage

If the cost of benefits increases or decreases during a benefit
period, your Employer may, in accordance with plan terms,
automatically change your elective contribution.

When thechange in cost is significant, youmay either
increase your contributionor elect less-costly coverage. When
a significant overall reduction is made to the benefit option
you have elected, youmay elect another available benefit
option. Whena new benefit option is added, youmay change
yourelection to the new benefit option.

F. Changes incowerage of spouse or Dependent under
another employer’s plan

You may make a coverageelectionchange ifthe plan of your
spouse or Dependent: incursa changesuchas adding or
deleting a benefit option; allows election changes dueto
Change in Status, Court Order or Medicare or Medicaid
Eligibility/Entitlement; orthis Plan and the other plan have
different periods of coverage or open enrollment periods.

G. Reduction in work hours

If an Employee’s workhours are reduced below 30
hours/week (even if it does not result in the Employee losing
eligibility forthe Employer’s coverage); andthe Employee
(and family) intend to enrollin another plan that provides
Minimum Essential Coverage (MEC). The new coverage must
be effective no laterthanthe 1stday ofthe 2nd month
following the month that includes thedatethe original
coverageis revoked.

H. Enrollment in a Qualified Health Plan (QHP)

The Employee wants toenrollin a QHP througha
Marketplace duringthe Marketplace’s annual open enrollment
period; and the disenrollment fromthe group plan corresponds
to the intendedenrollment of the Employee (and family) in a
QHP througha Marketplace for new coverage effective
beginningno later than the day immediately following the last
day ofthe original coverage.

HC-FED95 04-17
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Eligibility for Coverage for Adopted Children

Any child who is adopted by you, including a child who is
placed with you foradoption, will be eligible for Dependent
Insurance, if otherwiseeligible as a Dependent, upon the date
of placement with you. A child will be considered placed for
adoption whenyoubecome legally obligated to support that
child, totally or partially, prior to that child’s adoption.

If a child placed foradoption is notadopted, all health

coverageceases whenthe placementends, and willnot be
continued.

The provisions in the “Exception for Newborns” section of
this document that describe requirements forenrollment and

effective date ofinsurancewill also apply to an adopted child
or achild placed with you foradoption.

HC-FED67 09-14

Group Plan Coverage Instead of Medicaid

If yourincome and liquid resources do not exceed certain
limits established by law, the state may decide to pay
premiums for this coverageinstead of for Medicaid, if it is
cost effective. This includes premiums for continuation
coveragerequired by federal law.

HC-FED13 10-10

Requirements of Family and Medical Leave Act
0f 1993 (as amended) (FMLA)

Any provisions of the policy that provide for: continuation of
insurance during a leave of absence; and reinstatementof
insurance following a returnto Active Service; are modified
by the following provisions of the federal Family and Medical
Leave Actof 1993, as amended, where applicable:
Continuation of Health Insurance During Leawe

Your health insurance will be continued during a leave of
absenceif:

« thatleave qualifies as a leave ofabsence under the Family
and Medical Leave Act 0f1993, as amended;and

« youarean eligible Employee underthe terms of that Act.

The cost of your health insurance during such leavemust be
paid, whetherentirely by your Employerorin part by you and
your Employer.

Reinstatement of Canceled Insurance Following Leawe

Upon yourreturn to Active Service following a leave of
absence that qualifies under the Family and Medical Leave

Act0f1993, as amended, any canceled insurance (health, life
or disability) will be reinstated as of the date of your return.

You will not be required to satisfy any eligibility or benefit
waiting period to the extent thatthey had been satisfied prior
to the start ofsuch leave of absence.

Your Employerwill give you detailed informationabout the
Family and Medical Leave Act of 1993, as amended.

HC-FED93 10-17

Uniformed Services Employment and Re-
Employment Rights Act of 1994 (USERRA)

The Uniformed Services Employment and Re-employment
Rights Act 0f 1994 (USERRA\) sets requirements for
continuation of health coverage andre-employment in regard
to an Employee’s military leave ofabsence. These
requirements apply to medicaland dental coverage foryou
and your Dependents. They do not apply to any Life, Short-
term or Long-termDisability or Accidental Death &
Dismemberment coverage you may have.

Continuation of Cowerage

Forleaves of less than 31 days, coverage will continue as
describedin the Termination section regarding Leave of
Absence.

Forleaves of 31 days ormore, you may continuecoverage for
yourselfand your Dependents as follows:

You may continuebenefits by payingtherequired premiumto
your Employer, until the earliest of the following:

« 24 months fromthe last day of employmentwith the
Employer;

« theday afteryoufailto return to work; and
« the date the policy cancels.

Your Employer may charge youandyour Dependents upto
102% of the total premium.

Reinstatement of Benefits (applicable to all coverages)

If your coverage ends during the leave of absence becauseyou
do not elect USERRA at the expiration of USERRA and you
are reemployed by your current Employer, coverage foryou
and your Dependents may be reinstated if you gave your
Employeradvancewritten or verbal notice of your military
service leave, andthe duration of all military leaves while you

are employed with your current Employer does notexceed 5
years.

You and your Dependents will be subject to only the balance
of awaiting period that was notyet satisfied before the leave
began. However, ifan Injury or Sickness occurs or is
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aggravated during the military leave, full Plan limitations will
apply.

If your coverage under this plan terminates as a result of your
eligibility for military medical and dental coverage andyour

orderto active duty is canceled before your active duty service
commences, these reinstatement rights will continue to apply.

HC-FED18 10-10

Claim Determination Procedures

The following complies with federal law. Provisions of
applicable laws of your state may supersede.

Postservice Determinations

When you oryour representative requests a coverage
determination ora claim payment determination after services
have beenrendered, Cigna will notify you oryour
representative of the determination within 30 days after
receiving the request. However, if more time is neededto
make a determinationdue to matters beyond Cigna’s control,
Cignawill notify youoryourrepresentativewithin 30 days
afterreceiving the request. This noticewill include the datea
determination can be expected, which will be no more than 45
days afterreceiptofthe request.

If more time is needed because necessary information s
missing fromthe request, the notice will also specify what
information is needed, andyouoryour representative must
provide the specified informationto Cigna within 45 days
afterreceiving the notice. Thedetermination period will be
suspended on thedate Cigna sends sucha notice of missing
information, and the determination period will resume on the
date you oryour representative responds to the notice.

HC-FED104 01-19

Appointment of Authorized Representative

You may appoint an authorized representative to assist youin
submitting a claimor appealing a claim denial. However,
Cignamay require you to designate your authorized
representative in writing using a formapprovedby Cigna. At
all times, the appointment of an authorized representative is
revocable by you. To ensure that a prior appointment remains
valid, Cigna may require you to re-appoint your authorized
representative, fromtime to time.

Cignareservestheright to refuse to honor theappointment of
a representative if Cigna reasonably determines that:

« thesignatureon an authorized representative formmay not
beyours,or

« the authorized representative may not have disclosed toyou
all ofthe relevant facts and circumstances relatingto the
overpaymentorunderpayment ofany claim, including, for
example, that the billing practices of the provider of medical
services may have jeopardized your coveragethroughthe
waiver of the cost-sharingamounts that you are required to
pay underyourplan.

If yourdesignationofan authorized representative is revoked,
or Cignadoes not honoryour designation, you may appoint a
newauthorized representative at anytime, in writing, using a
formapprovedby Cigna.

HC-FED88 01-17

Medical - When You Have a Complaint or an
Appeal

Forthe purposes ofthis section, any reference to"you" or
"your"also refersto a representative or provider designated by
you to act on your behalf; unless otherwise noted.

We want you to be completely satisfied with the services you

receive. That is why we have established a process for
addressing your concernsandsolvingyour problems.

Start With Customer Service

We are here to listen and help. If you have a concern
regarding a person, aservice, the quality of care, or
contractual benefits, you may call the toll-free number on
your ID card, explanation of benefits, or claim form and
explain yourconcernto one of our Customer Service
representatives. You may also express that concern in
writing.

We will do ourbest to resolve the matter on your initial
contact. If we need more time to review or investigate your
concern, we will get backto you assoonas possible, but in
any case within 30 days. If you are not satis fied with the
results of a coveragedecision, you may startthe appeals
procedure.

Internal Appeals Procedure

Toinitiate an appeal of an adverse benefit determination, you
must submit a request foran appeal to Cigha within 180 days
of receipt ofadenial notice. If you appeala reductionor
termination in coverage foran ongoing course of treatment
that Cigna previously approved, you will receive, as required
by applicable law, continued coverage pending the outcome of
an appeal.

You should state the reasonwhy you feel yourappeal should
be approved and include any informationsupporting your

appeal. If you are unable orchoose notto write, you may ask
Cignato registeryourappeal by telephone. Call or write us at
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the toll-free numberon your ID card, explanation of benefits,
or claim form.

Your appeal will be reviewed and the decisionmade by
someone not involved in the initial decision. Appeals
involving Medical Necessity or clinical appropriateness will
be considered by a health care professional.

We will respond in writing with a decision within 30 calendar
days afterwe receive an appeal fora required preserviceor
concurrent care coverage determination ora postservice
Medical Necessity determination. We will respond within 60
calendar days after we receive an appeal for any other
postservice coverage determination. If more time or
information is needed to make the determination, we will
notify you in writing to request an extensionofup to 15
calendar days and to specify any additional information
needed tocompletethe review.

You may request thatthe appeal process be expedited if the
time frames under this process would seriously jeopardize
your life, health orability to regain maximum functionality or
in the opinion of your health care provider would causeyou
severe pain which cannot be managed withoutthe requested
services.

When an appeal is expedited, Cigna will respondorally with a
decision within 72 hours, followed up in writing.

External Review Procedure

If you are not fully satisfied with the decision of Cigna's
internalappeal reviewregarding your Medical Necessity or
clinical appropriateness issue, you may requestthatyour
appealbe referred to an Independent Review Organization
(IRO). The IRO is composed of persons who are not employed
by Cigna, orany of its affiliates. A decision to request an
external review to an IRO will not affect the claimant's rights
to any other benefits underthe plan.

There is no charge foryouto initiate an external review. Cigna
and your benefit plan willabide by the decision of the IRO.

In orderto requesta referralto an IRO, the reasonforthe
denialmust be based ona Medical Necessity or clinical
appropriateness determination by Cigna. Administrative,
eligibility orbenefit coverage limits orexclusions are not
eligible forappealunderthis process.

To requestareview, you mustnotify the Appeals Coordinator
within 4 months ofyour receipt of Cigna's appeal review
denial. Cigna will then forward the file to arandomly selected
IRO. The IRO will renderan opinion within 30days.

When requestedandwhena delay would be detrimental to
yourmedical condition, as determined by Cigna’s reviewer,
the external review shallbe completed within 3days.

Notice of Benefit Determination on Appeal

Every notice of a determinationon appeal will be provided in
writing or electronically and, if an adverse determination, will

include: the specific reason or reasons for the adverse
determination; reference tothe specific plan provisionson
which the determination is based; a statement that the claimant
is entitled to receive, uponrequest and free of charge,
reasonable access toand copies ofalldocuments, records, and
other Relevant Informationas defined below; a statement
describingany voluntary appeal procedures offered by the
plan and the claimant's right to bring an action under ERISA
section 502(a), if applicable; uponrequestand free of charge,
a copy ofany internal rule, guideline, protocol or other similar
criterion that was relied upon in making the adverse
determination regarding your appeal, and an explanation of the
scientific or clinical judgment for a determination that is based
on a Medical Necessity, experimental treatment or other
similar exclusion or limit.

You also have the right to bringa civilaction under section
502(a) of ERISA if you are not satisfied with the decisionon
review. You oryourplan may have other voluntary alternative
disputeresolution options such as Mediation. One way to find
out what may be available is to contact yourlocal U.S.
Department of Labor office and your Stateinsurance

regulatoryagency. You may also contact thePlan
Administrator.

Relevant Information

Relevant Informationis any document, record or other
information which: was relied upon in making the benefit
determination; was submitted, considered or generated in the
course of making the benefit determination, withoutregardto
whethersuchdocument, record, or other information was
relied upon in making the benefit determination; demonstrates
compliance with the administrative processes and safeguards
required by federal law in making the benefit determination;
or constitutes a statement of policy or guidance with respectto
the plan concerning the denied treatment option or benefit for
the claimant's diagnosis, withoutregard towhether such
advice or statementwas relied upon in making the benefit
determination.

Legal Action

If yourplan is governed by ERISA, you have theright to bring
a civil action under section 502(a) of ERISA if you are not
satisfied with the outcome of the Appeals Procedure. In most
instances, youmay not initiate a legal actionagainst Cigna
untilyou have completed theappeal processes. However, no
action will be broughtat allunless broughtwithin threeyears
after proofofclaim is required under the Plan.

HC-FED110 01-21
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COBRA Continuation Rights Under Federal
Law

For You and Your Dependents

What is COBRA Continuation Cowerage?

Under federal law, you and/or your Dependents must be given
the opportunity to continue health insurance when there is a
“qualifying event” that would result in loss of coverage under
the Plan. You and/or your Dependents will be permitted to
continue the same coverage under which you oryour
Dependents were covered on theday beforethe qualifying
eventoccurred, unless youmove outofthat plan’s coverage
areaortheplanis no longeravailable. You and/oryour
Dependents cannot change coverage options until the next
open enrollment period.

When is COBRA Continuation Available?

Foryou and your Dependents, COBRA continuation is
available forup to 18 months fromthe date of the following
gualifying events ifthe event would result in a loss of
coverageunderthePlan:

« yourtermination of employment forany reason, otherthan
gross misconduct; or

« yourreductionin workhours.

Foryour Dependents, COBRA continuation coverage is
available forup to 36 months fromthe date of the following
qualifying events ifthe event would result in a loss of
coverageunderthePlan:

 yourdeath;
« yourdivorce or legal separation; or

« foraDependent child, failure to continue toqualify as a
DependentunderthePlan.

Who is Entitled to COBRA Continuation?

Only a “qualified beneficiary” (as defined by federal law) may
elect to continue healthinsurance coverage. A qualified
beneficiary may include thefollowing individuals whowere
covered bythe Plan on the day the qualifyingeventoccurred:
you, yourspouse, andyour Dependent children. Each
qualified beneficiary has their own right to elect ordecline
COBRA continuation coverage even if you decline orare not
eligible for COBRA continuation.

The following individuals are notqualified beneficiaries for
purposes of COBRA continuation: domestic partners,
grandchildren (unless adopted by you), stepchildren (unless
adopted by you). Although these individuals do not have an
independentright to elect COBRA continuation coverage, if
you elect COBRA continuation coverage for yourself, you
may also coveryour Dependents even ifthey are not
considered qualified beneficiaries under COBRA. However,
such individuals’ coverage will terminate when your COBRA
continuation coverage terminates. The sections titled

“Secondary Qualifying Events”and “Medicare Extension For
Your Dependents”are not applicable to these individuals.

Secondary Qualifying Bvents

If, as aresult of your termination ofemploymentor reduction
in work hours, your Dependent(s) have elected COBRA
continuation coverage and oneor more Dependents experience
another COBRA qualifying event, the affected Dependent(s)
may elect to extend their COBRA continuation coverage for
an additional 18 months (7 monthsifthe secondary event
occurs within thedisability extension period) fora maximum
of 36 months fromthe initial qualifying event. The second
qualifying event mustoccur before theend of the initial 18
months of COBRA continuation coverage or within the
disability extension period discussed below. Underno
circumstances will COBRA continuation coverage be
available for more than 36 months fromthe initial qualifying
event. Secondary qualifying events are: your death; your
divorce or legal separation; or, fora Dependent child, failure
to continue to qualify as a Dependent under the Plan.

Disability Extension

If, afterelecting COBRA continuation coveragedueto your
termination of employment or reduction in work hours, youor
one ofyour Dependents is determined by the Social Security
Administration (SSA)to be totally disabled under Title Il or
XWVI of the SSA, you and all of your Dependents who have
elected COBRA continuation coverage may extend such
continuation for an additional 11 months, fora maximum of
29 months fromthe initial qualifying event.

To qualify forthe disability extension, all of the following
requirements must be satisfied:

« SSA must determine thatthe disability occurred priorto or
within 60 days afterthe disabled individual elected COBRA
continuation coverage; and

« A copy ofthe written SSA determination must be provided
to the Plan Administrator within 60 calendar days after the
date the SSA determinationis made AND before theend of
the initial 18-month continuation period.

If the SSA later determines that theindividualis no longer
disabled, you mustnotify the Plan Administrator within 30
days afterthedatethe final determination is made by SSA.
The 11-month disability extensionwill terminate forall
covered personson the first day of the month thatis more than
30 days afterthe date the SSA makes a final determination
that the disabledindividual is no longerdisabled.

All causes for “Termination of COBRA Continuation” listed
belowwill also apply to the period of disability extension.

Medicare Extension for Your Dependents

When thequalifying event is your termination of employment
or reduction in work hours and youbecame enrolled in
Medicare (Part A, Part B orboth) within the 18 months before
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the qualifying event, COBRA continuation coverageforyour
Dependents will last for up to 36 months afterthedateyou
became enrolled in Medicare. Your COBRA continuation
coveragewill last for up to 18 months fromthe date of your
termination ofemployment or reduction in work hours.

Termination of COBRA Continuation

COBRA continuation coverage will be terminated uponthe
occurrence ofany ofthe following:

« theend ofthe COBRA continuation period of 18, 29 or 36
months, as applicable;

« failure to pay the required premiumwithin 30 calendar days
afterthe due date;

« cancellation of the Employer’s policy with Cigna;

« afterelecting COBRA continuation coverage, a qualified
beneficiary enrolls in Medicare (Part A, Part B, or both);

« afterelecting COBRA continuation coverage, a qualified
beneficiary becomes covered under another group health
plan, unlessthe qualified beneficiary has a condition for
which the new plan limits or excludes coverage undera pre-
existing condition provision. In such case coverage will
continue untilthe earliest of:the end ofthe applicable
maximum period; the date the pre-existing condition
provisionis no longerapplicable; orthe occurrenceofan
event describedin one of the first three bullets above;

« any reasonthePlan would terminate coverage ofa
participant or beneficiary who is not receiving continuation
coverage(e.g., fraud).

Employer’s Notification Requirements

Your Employeris required to provide youand/or your
Dependents with the following notices:

« Aninitial notification of COBRA continuation rights must
be provided within 90 days afteryour (oryourspouse’s)
coverageunderthePlan begins (orthe Plan first becomes
subject to COBRA continuation requirements, if later). If
you and/oryour Dependents experiencea qualifying event
before the end of that 90-day period, theinitial notice must
be provided within the time frame required forthe COBRA
continuation coverage election noticeas explained below.

« A COBRA continuationcoverageelection notice must be
provided toyouand/or your Dependents within the
following timeframes:

« if the Plan provides that COBRA continuation coverage
and the period within whichan Employer must notify the
Plan Administrator of a qualifying event starts uponthe

loss of coverage, 44 days after loss of coverageunderthe
Plan;

« if the Plan provides that COBRA continuation coverage
and the period within whichan Employer must notify the
Plan Administrator of a qualifying event starts uponthe

occurrence ofaqualifying event, 44 days afterthe
qualifying event occurs; or

« in the case ofamulti-employerplan, no laterthan 14 days
afterthe end of the period in which Employers must

provide notice of a qualifying event to the Plan
Administrator.

How to Elect COBRA Continuation Cowerage

The COBRA coverage election noticewill list the individuals
who are eligible for COBRA continuation coverageand
informyou ofthe applicable premium. The notice will also
include instructions for electing COBRA continuation
coverage. You must notify the Plan Administrator of your
election no laterthanthe due date stated on the COBRA
election notice. Ifa written election noticeis required, it must
be post-marked no later thanthe due date stated on the
COBRA election notice. Ifyou do not make proper
notification by the due date shown onthe notice, youand your
Dependents will lose the right to elect COBRA continuation
coverage. Ifyou reject COBRA continuation coverage before
the due date, you may change your mind as long as you
furnish acompletedelection formbefore the due date.

Each qualified beneficiary has an independent right to elect
COBRA continuation coverage. Continuation coverage may
be elected foronly one, several, or forall Dependents who are
qualified beneficiaries. Parents may elect to continue coverage
on behalf oftheir Dependent children. You oryour spouse
may elect continuationcoverageon behalf ofall the qualified
beneficiaries. You are not required to elect COBRA
continuation coverage in orderforyour Dependents to elect
COBRA continuation.

How Much Does COBRA Continuation Cowerage Cost?

Each qualified beneficiary may be requiredto paythe entire
cost of continuation coverage. Theamount may not exceed
102% of the costto the group health plan (including both
Employerand Employee contributions) for coverage ofa
similarly situated active Employeeor family member. The
premiumduring the 11-month disability extension may not
exceed 150% of the costto the group health plan (including
both employerand employee contributions) for coverage ofa
similarly situated active Employeeor family member.

Forexample: If the Employee alone elects COBRA
continuation coverage, the Employee will be charged 102%
(or 150%) of the active Employee premium. If the spouseor
one Dependentchild alone elects COBRA continuation
coverage, theywill be charged 102% (or 150%) ofthe active
Employee premium. If more than one qualified beneficiary
elects COBRA continuation coverage, they will be charged
102% (or 150%) of the applicable family premium.
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When and How to Pay COBRA Premiums
First payment for COBRA continuation

If you elect COBRA continuation coverage, youdo not have
to send any paymentwith the election form. However, you
must make your first payment no later than 45 calendar days
afterthe date of yourelection. (This is the date the Election
Notice is postmarked, if mailed.) If you do not make your first
payment within that45days, you will lose all COBRA
continuation rights underthePlan.

Subsequent payments

Afteryou make your first payment for COBRA continuation
coverage, youwill be required to make subsequent payments
of the required premiumforeach additional month of
coverage. Paymentis due onthe first day of each month. If
you make a payment on or before its duedate, your coverage
underthe Plan will continue for that coverage period without
any break.

Grace periods for subsequent payments

Althoughsubsequent paymentsare due by the first day ofthe
month, you will be given a grace period of 30 days afterthe
first day ofthe coverage period to make each monthly
payment. Your COBRA continuation coverage will be
provided foreach coverage period as longas paymentforthat
coverageperiodis made before theend ofthegrace period for
that payment. However, if your paymentis received after the
due date, your coverage under the Plan may be suspended
during this time. Any providers who contactthe Plan to
confirm coverage during this time may be informed that
coveragehas been suspended. If payment is received before
the end ofthe grace period, your coverage will be reinstated
backto the beginning ofthe coverage period. This means that
any claim you submit for benefits while your coverage is
suspended may be deniedand may have to be resubmitted
once yourcoverage is reinstated. If you failto make a
payment before the end of the grace period for that coverage
period, you will lose all rights to COBRA continuation
coverageunderthePlan.

You Must Give Notice of Certain Qualifying Events

If you oryour Dependent(s) experience one of the following
qualifying events, you must notify the Plan Administrator
within 60 calendar days afterthe later ofthe date the
qualifying event occurs or the date coverage would cease as a
result ofthe qualifyingevent:

« Your divorce or legal separation;or
« Your child ceasesto qualify as a Dependent under the Plan.

« Theoccurrenceofasecondary qualifyingeventas discussed
under “Secondary Qualifying Events” above (this notice
must be received priorto theend ofthe initial 18- or 29-
month COBRA period).

(Also referto the sectiontitled “Disability Extension” for
additional notice requirements.)

Notice must be made in writing and must include: the name of
the Plan, name and address ofthe Employee covered under the
Plan, name and address(es) of the qualified beneficiaries
affected by thequalifying event; the qualifyingevent; the date
the qualifying event occurred; and supporting documentation
(e.g.,divorce decree, birth certificate, disability determination,
etc.).

Newly Acquired Dependents

If you acquire anew Dependentthrough marriage, birth,
adoption or placement foradoptionwhile your coverage is
being continued, youmay cover such Dependentunder your
COBRA continuation coverage. However, only your newborn
or adopted Dependent child is a qualified beneficiary and may
continue COBRA continuation coverage for the remainder of
the coverage period following your early termination of
COBRA coverageordue to asecondary qualifying event.
COBRA coverageforyour Dependentspouse and any
Dependentchildrenwho are notyour children (e.g.,
stepchildren or grandchildren) will cease on thedateyour
COBRA coverageceases and theyare not eligible fora
secondary qualifyingevent.

COBRA Continuation for Retirees Following Employer’s
Bankruptcy

If you are coveredas aretiree, and a proceeding in bankruptcy
is filed with respectto the Employerunder Title 11 ofthe
United States Code, you may be entitled to COBRA
continuation coverage. Ifthe bankruptcy resultsin a loss of
coverageforyou, your Dependentsoryour surviving spouse
within one year before orafter such proceeding, youandyour
covered Dependents willbecome COBRA qualified
beneficiaries with respect to the bankruptcy. You will be
entitled to COBRA continuation coverage until your death.
Your survivingspouseand covered Dependent children will
be entitled to COBRA continuation coverage for up to 36
months following your death. However, COBRA continuation
coveragewill cease uponthe occurrence ofany ofthe events
listed under “Terminationof COBRA Continuation” above.

Interaction With Other Continuation Benefits

You may be eligible for other continuation benefits under state

law. Refer to the Termination section forany other
continuation benefits.

HC-FED66 07-14
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Definitions
Actiwe Service
You will be considered in Active Service:

« onany ofyour Employer's scheduledwork days ifyou are
performing the regular duties of yourwork on thatday
eitherat your Employer's place of business orat some
location to which you are required to travel for your
Employer's business.

« onaday which is not one of your Employer's scheduled

work days if you were in Active Service onthe preceding
scheduledworkday.

HC-DFS1095M 12-17

Dependent
Dependentsare:
« yourlawfulspouse; or
« your Domestic Partner; and
« any child ofyours whois
« lessthan 26years old.

« 26 ormore years old, unmarried, and primarily supported
by you and incapable of self-sustaining employment by
reason of mental or physical disability. Proof of the child's
conditionand dependence may be required to be
submittedto the planwithin 31 days afterthedatethe
child ceases to qualify above. Fromtime to time, but not
more frequently thanonce a year, theplan may require
proofofthe continuation of such condition and
dependence.

The term child means a child born to youora child legally
adopted byyou. Italso includesa stepchild ora child for
whomyou are the legal guardian. If your Domestic Partner has
a child, that child will also be included asa Dependent.

Benefits fora Dependentchild will continueuntilthe last day
of the calendar monthin which the limiting age is reached.

Anyonewhois eligible as an Employee will not be considered
as a Dependent.

No one may be considered as a Dependent of more than one
Employee.

HC-DFS875 01-17
Domestic Partner

A Domestic Partneris definedas a personofthe same sex
who:

« sharesyourpermanentresidence;

« hasresidedwith youforno lessthanoneyear;
« isnolessthan 18years ofage;

« is financially interdependentwith you and has provensuch
interdependence by providing documentation of at least two
of the following arrangements: common ownership of real
property oracommon leasehold interest in such property;
community ownership ofa motorvehicle; a joint bank
accountorajoint credit account; designationas a
beneficiary for life insurance or retirement benefits or under
your partner's will; assignment of a durable power of
attorney or health care power of attorney; or such other
proofas is considered by Cignato be sufficientto establish
financial interdependency under the circumstances ofyour
particular case;

« isnotablood relative any closerthanwould prohibit legal
marriage; and

« has signed jointly with you, a notarized affidavit attesting to
the abovewhich can bemade available to Cigna upon
request.

In addition, you and your Domestic Partner will be considered

to have met the terms ofthis definitionas longas neitheryou
noryour Domestic Partner:

« has signed a Domestic Partner affidavit or declaration with
any other personwithin twelve months prior to designating
each otheras Domestic Partners hereunder;

« is currently legally married to another person;or

« has any other Domestic Partner, spouse or spouse equivalent
of the same or opposite sex

You and your Domestic Partner must haveregistered as
Domestic Partners, ifyou reside in a statethat provides for
such registration.

The sectionofthis certificate entitled " COBRA Continuation

Rights Under Federal Law" will not apply to your Domestic
Partnerand his or her Dependents.

HC-DFs47 04-10

V1

Employee
The term Employee means a full or part time Employee of the

Employerwho is currently in Active Service. Thetermdoes

notinclude Employeeswhoare temporary orwho normally
work less than 20 hours a week for the Employer.

HC-DFS1094 M 12-17
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Employer

The term Employer means the plan sponsor self-insuring the
benefits described in this booklet, on whosebehalf Cigna is
providing claimadministration services.

01-22

HC-DFS1615

Injury
The term Injury means an accidental bodily injury.

04-10
V1

HC-DFS12

Medicaid

The term Medicaid means a state programof medical aid for
needy persons established under Title XIX ofthe Social
Security Act of 1965 as amended.

04-10
V1

HC-DFS16

Medically Necessary/Medical Necessity

Health care services, supplies and medications provided for
the purpose of preventing, evaluating, diagnosing or treatinga
Sickness, Injury, condition, disease or its symptoms, thatare
all ofthe following as determined by a Medical Director or
Review Organization:

« required to diagnoseortreat anillness, Injury, diseaseor its
symptoms;

« in accordancewith generally accepted standards of medical
practice;

« clinically appropriate in terms of type, frequency, extent,
siteand duration;

« not primarily forthe convenience ofthe patient, Physician
or Other Health Professional;

« notmore costly than analternative service(s), medication(s)
or supply(ies) that is at least as likely to produce equivalent
therapeutic or diagnostic results with the same safety profile
as to the prevention, evaluation, diagnosis or treatment of
yo(LjJrSickness, Injury, condition, disease or its symptoms;
an

« rendered in the leastintensivesetting that is appropriate for
the delivery ofthe services, supplies or medications. Where
applicable, the Medical Director or Review Organization
may compare the cost-effectiveness ofalternativeservices,
supplies, medications or settings when determining least
intensivesetting.

In determining whether health care services, supplies, or
medications are Medically Necessary, the Medical Director or
Review Organization may rely on the clinical coverage
policies maintained by Cigna or the Review Organization.
Clinical coverage policies may incorporate, without limitation
and as applicable, criteria relating to U.S. Food and Drug
Administration-approved labeling, the standard medical
reference compendia and peer-reviewed, evidence-based
scientific literature or guidelines.

HC-DFS1486 01-21

Medicare

The term Medicare means the programof medical care
benefits provided under Title XVIII of the Social Security Act
of 1965 as amended.

HC-DFS17 04-10

V1

Ophthalmologist

The term Ophthalmologist means a person practicing
ophthalmology within thescope of his license. It will also
include a physician operating within thescope of his license
when he performs any ofthe Vision Care services described in
the policy.

HC-DFS70 04-10

V1

Optician

The term Optician means a fabricator and dispenser of
eyeglassesand/or contactlenses. Anoptician fills
prescriptions for glasses and other optical aids as specified by
optometrists or ophthalmologists. Thestatein which an
optician practices may or may not require licensure for
rendering oftheseservices.

HC-DFS71 04-10

A\
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Optometrist

The term Optometristmeans a person practicing optometry
within the scope of his license. It will also include a physician
operatingwithin the scopeofhis licensewhen he performs
any ofthe Vision Care services described in the policy.

HC-DFS72 04-10
V1

Sickness— For Medical Insurance

The term Sickness means a physical or mentalillness. It also
includes pregnancy. Expenses incurred for routine Hospital
and pediatric care ofanewborn child priorto discharge from

the Hospital nursery will be consideredto be incurred asa
result of Sickness.

HC-DFS50 04-10
V1

Vision Provider

The term Vision Provider means:an optometrist,
ophthalmologist, optician ora group partnership or other
legally recognized aggregation of such professionals; duly
licensed andin good standing with therelevant public
licensing bodiesto provide covered vision services within the
scope ofthe Vision Providers’ respective licenses.

HC-DFS73 04-10
V1
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