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PPO Network Major Medical Health Care Benefit Book

NOTICE:

IF YOU OR YOUR FAMILY MEMBERS ARE COVERED BY MORE THAN ONE
HEALTH CARE PLAN, YOU MAY NOT BE ABLETO COLLECT BENEFITS FROM
BOTH PLANS. EACH PLAN MAY REQUIRE YOU TO FOLLOW ITS RULES OR
USE SPECIFIC DOCTORS AND HOSPITALS, AND IT MAY BE IMPOSSIBLE TO
COMPLY WITH BOTH PLANS AT THE SAME TIME. READ ALL OF THE RULES
VERY CAREFULLY, INCLUDING THE COORDINATION OF BENEFITS SECTION,
AND COMPARE THEM WITH THE RULES OF ANY OTHER PLAN THAT COVERS
YOU OR YOUR FAMILY.

MEDICAL MUTUAL SERVICES, LLC

Our Member Frequently Asked Questions (FAQ) document is available to help you learn more about your rights and responsibilities;
information about benefits, restrictions and access to medical care; policies about the collection, use and disclosure of your personal health
information; finding forms to request privacy-related matters; tips on understanding your out-of-pocket costs, submitting a claim, or filing a
complaint or appeal; finding a doctor, obtaining primary, specialty or emergency care, including after-hours care; understanding how new
technology is evaluated; and how to obtain language assistance. The Member FAQ is available on our member site, My Health Plan,
accessible from MedMutual.com. To request a hard copy of the FAQ, please contact us at the number listed on your member identification
(ID) card.
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This Amendment modifies the coverage described in your Benefit Book and is effective on January 1, 2022,
unless stated otherwise. It is subject to all the terms and conditions of the Plan, except as stated. This Amendment
terminates concurrently with the Plan to which it is attached. Please place this Amendment with your Benefit
Book for future reference.

1. The following is added to the Schedule of Benefits:

The Federal No Surprises Act and Ohio's House Bill 388 establish patient protections, including surprise bills from
out-of-network Providers ("balance billing") for emergency care and other specified items or services. We will comply
with these new state and federal requirements, as applicable, including how we process claims from certain
out-of-network Providers.

2. The Schedule of Benefits is amended as follows:

To receive the highest level of benefits at the lowest Out-of-Pocket Maximum expense, Covered Services
must be provided by PPO Network Providers. These Providers (and other Providers with whom we have a contract)
have agreed to accept a specific payment amount for their services. Non-Contracting Providers may charge a higher
amount, and you may be responsible for any balance due between the Provider's charge and the Allowed Amount.
This difference is often referred to as "balance billing" and is in addition to any Deductibles, Copayments, Coinsurance,



Medicare reimbursement for that service. The Non-Contracting Amount will likely be less than the Provider's
Billed Charges. Medical Mutual also reserves the right to pay a Non-Contracting Amount for Prescription Drugs
received from a non-Network Pharmacy that is based on the lesser of the Billed Charges or an amount similar
to or less than what Medical Mutual would pay a Network Pharmacy.

c. The following definition is added:
Independent Freestanding Emergency Department - a health care facility that:

» Is geographically separate and distinct and licensed separately from a Hospital under applicable State law;
and

» Provides any Emergency Services.
4. The Health Care Benefit entitled, "Emergency Services" is deleted and replaced with the following:
Emergency Services

You are covered for Medically Necessary Emergency Services for an Emergency Medical Condition. Emergency
Services are available 24 hours a day, 7 days a week.

In the event of an emergency:

« call 911 or go to the nearest Hospital or Independent Freestanding Emergency Department; and

« notify Medical Mutual, by calling Customer Care at the phone number shown on your identification card, within
24 hours



There may be occasions where you knowingly and purposefully seek care from a Non-PPO Network or
Non-Contracting Provider and voluntarily give consent for services for which you can be balance billed. For
example, if you have a complex health Condition and want to be treated by a Specialist who is not in this Plan's
PPO Network, and that Specialist will not treat you unless he or she can bill you directly, including any balance
billing. Before you can consent to be balance billed, your Non-PPO Network or Non-Contracting Provider must
give you, or your authorized representative, a written notice, in advance of performing the service, that includes
detailed information designed to ensure that you knowingly accept out-of-pocket charges. The notice must also
include an estimate of the Provider's charge for the services. If you voluntarily give written consent after
receiving the notice






6. COVID-19 Coverage: The following coverage is in effect during the national public health emergency declared by
the Department of Human Health Services ("HHS") on January 31, 2020 (effective January 27, 2020), or as required
by applicable state or federal law, if any provisions of this section are extended beyond the emergency period.

a. Coverage is provided for certain diagnostic and preventive services related to COVID-19 without cost-sharing
requirements (including Deductibles, Copayments and Coinsurance), prior authorization or other medical
management requirements.

b. Actively-at-work or similar eligibility requirements may be relaxed for otherwise eligible Employees who are
impacted by COVID-19 for certain situations, such as layoffs, furloughs, reduced hours or reduced pay.

c. Limited extensions are provided for certain notification requirements relative to special enroliment, COBRA
elections and filing of claims and appeals.

d. To the extent state or federal law requires different benefits and/or coverage than described above, the Plan
will be deemed to include those benefits and/or coverage.

IN WITNESS
WHEREOF:

Medical Mutual Services, LLC

Steven C. Glass
President & CEO










After the applicable Out-of-Pocket Maximum shown above has been met, you are no longer responsible for
paying any further Copayments, Deductibles or Coinsurance for Covered Charges Incurred during the balance
of the Benefit Period. If the Out-of-Pocket Maximum is unlimited, you continue to be responsible for paying the
amounts shown above.

Any Excess Charges you pay for claims will not accumulate toward any applicable Coinsurance Limit or toward
the Out-of-Pocket Maximum.

The Deductible, Coinsurance Limit, and Out-of-Pocket Maximum that applies to PPO Network Providers accumulates
separately from the Deductible, Coinsurance Limit, and Out-of-Pocket Maximum that applies to Non-PPO Network
Providers and Non-Contracting Providers.

You may be charged more than one Copayment per visit if multiple types of examinations are performed.

It is important that you understand how Medical Mutual calculates your responsibilities under this Benefit Book. Please
consult the "HOW CLAIMS ARE PAID" section for necessary information.

To receive maximum benefits, you must use PPO Network Providers. PPO Network Providers may change. Medical
Mutual will tell you 60 days before a PPO Network Hospital becomes Non-PPO Network.

Remember, in an emergency, always go to the nearest appropriate medical facility; your benefits will not be
reduced if you go to a Non-PPO Network Hospital in an emergency.







COINSURANCE AND COPAYMENTS FOR COVERED SERVICES

TYPE OF SERVICE
(Institutional and Professional)

For Covered Services received from
a PPO Network Provider,
you pay the following portion, based
on the Allowed Amount

For Covered Services received from
a Non-PPO Network or a
Non-Contracting Provider, you pay
the following portion, based on the
applicable Allowed Amount or
Non-Contracting Amount (3)

SUBJECT T

IF A DEDUCTIBLE APPLIES, ALL COVERED SERVICES ARE SUBJECT TO THE DEDUCTIBLE, UNLESS "NOT
LY STATED.

O THE DEDUCTIBLE" IS SPECIFICAL

Medically Necessary Office Visits in a
Specialist's OfficeSpecialist' 0 1 45.6JF

$35 Copayment, not subject to the
CT 40% Deductible

40%




3. The Coinsurance percentage will be the same for Non-Contracting Providers as Non-PPO Network Providers, but
for Non-Contracting Providers, you may still be subject to balance billing and/or Excess Charges. Payments to
Contracting Non-PPO Network Providers are based on the Allowed Amount. Payments to Non-Contracting Providers
are based on the Non-Contracting Amount.

4. Contact Customer Care for more details.
5. Includes Office Visits to a Psychiatrist or Psychologist, Licensed Independent Social Worker
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PPO NETWORK MAJOR MEDICAL HEALTH CARE BENEFIT BOOK

This Benefit Book describes the health care benefits available to you as a Covered Person in the Self-Funded Health
Benefit Plan (the Plan) offered to you by your Employer or your Union (the Group). It is subject to the terms and conditions
of the plan document. This is not a summary plan description or an Employee Retirement Income Security Act (ERISA)
plan document by itself. However, it may be al 645.y



HOW TO USE YOUR BENEFIT BOOK

This Benefit Book describes your health care benefits. Please read it carefully.

The Schedule of Benefits gives you information about the limits and maximums of your coverage and explains your
Coinsurance, Copayment and Deductible obligations, if applicable.

The Definitions section will help you understand unfamiliar words and phrases. If a word or phrase starts with a capital
letter, it is either a title or it has a special meaning. If the word or phrase has a special meaning, it will be defined in this
section or where used in the Benefit Book.

The Eligibility section outlines how and when you and your dependents become eligible for coverage under the Plan
and when this coverage starts.

The Health Care Benefits section explains your benefits and some of the limitations on the Covered Services available
to you.

The Exclusions section lists services which are not covered in addition to those listed in the Health Care Benefits section.

The General Provisions section tells you how to file a claim and how claims are paid. It explains how Coordination of
Benefits and Subrogation work. It also explains when your benefits may change, how and when your coverage stops
and how to obtain coverage if this coverage stops.
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Copayment - a dollar amount, if specified in the Schedule of Benefits, that you may be required to pay at the time Covered
Services are rendered.

Covered Charges - the Billed Charges for Covered Services, except that Medical Mutual reserves the right to limit the
amount of Covered Charges for Covered Services provided by a Non-Contracting Provider to the Non-Contracting Amount
determined as payable by Medical Mutual.

Covered Person - the Card Holder, and if family coverage is in force, the Card Holder's Eligible Dependent(s).

Covered Service - a Provider's service or supply as descr



if reliable evidence shows that the consensus of opinion among experts is that the drug, device, medical treatment
or procedure is not the standard of care and that further studies or clinical trials are necessary to determine its
maximum tolerated dose, toxicity, safety, efficacy or efficacy as compared with the standard means of treatment or
diagnosis.

Reliable evidence may consist of any one or more of the following:

published reports and articles in the authoritative medical and scientific literature;
opinions expressed by expert consultants retained by Medical Mutual to evaluate requests for coverage;

the written protocol or protocols used by the treating facility or the protocol(s) of another facility studying substantially
the same drug, device, medical treatment or procedure;

the written informed consent used by the treating facility or by another facility studying substantially the same drug,
device, medical treatment or procedure;

corporate medical policies developed by Medical Mutual; or
any other findings, studies, research and other relevant information published by gov



Inpatient - a Covered Person who receives care as a registered bed patient in a Hospital or Other Facility Provider where
a room and board charge is made.

Institution (Institutional) - a Hospital or Other Facility Provider.

Legal Guardian - an individual who is either the natural guardian of a child or who was appointed a guardian of a child
in a legal proceeding by a court having the appropriate jurisdiction.

Medical Care - Professional services received from a Physician or an Other Professional Provider to treat a Condition.

Medically Necessary (or Medical Necessity) - a Covered Service, supply and/or Prescription Drug that is required to
diagnose or treat a Condition and which Medical Mutual determines is:

« appropriate with regard to the standards of good medical practice and not Experimental or Investigational;
* not primar



Office Visit - Office visits include medical visits or Outpatient consultations in a Physician's office or patient's residence.
A Physician's office can be defined as a medical/office building, Outpatient department of a Hospital, freestanding clinic
facility or a Hospital-based Outpatient clinic facility.

Other Facility Provider - the following Institutions that are licensed, when required, and where Covered Services are
rendered that require compensation from their patients. Other than incidentally, these facilities are not used as offices or
clinics for the private practice of a Physician or Other Professional Provider. The Plan will only provide benefits for services
or supplies for that a charge is made. Only the following Institutions that are defined below are considered to be Other
Facility Providers:

Alcoholism Treatment Facility - a facility that mainly provides detoxification and/or rehabilitation treatment for
Alcoholism.

Ambulatory Surgical Facility - a facility with an organized staff of Physicians that has permanent facilities and
equipment for the primary purpose of performing surgical procedures strictly on an Outpatient basis. Treatment must
be provided by or under the supervision of a Physician and also includes nursing services.

Day/Night Psychiatric Facility - a facility that is primarily engaged in providing diagnostic services and therapeutic
services for the Outpatient treatment of Mental Iliness. These services are provided through either a day or night
treatment program.

Dialysis Facility - a facility that mainly provides dialysis treatment, maintenance or training to patients on an Outpatient
or home care basis.

Drug Abuse Treatment Facility - a facility that mainly provides detoxification and/or rehabilitation treatment for
Drug Abuse.

Home Health Care Agency - a facility that meets the specifications set forth in the applicable state law and that
provides nursing and other services as specified in the Home Health Care Services section of this Benefit Book. A
Home Health Care Agency is responsible for supervising the delivery of such services under a plan prescribed and
approved in writing by the attending Physician.

Hospice Facility - a facility that provides supportive care for patients with a reduced life expectancy due to advanced
illness as specified in the Hospice Services section of this Benefit Book.

Psychiatric Facility - a facility that is primarily engaged in providing diagnostic services and therapeutic services
for the treatment of Mental lllness on an Outpatient basis.

Psychiatric Hospital - a facility that is primarily engaged in providing diagnostic services and therapeutic services
for the treatment of Mental lliness on an Inpatient basis. Such services must be provided by or under the supervision
of an organized staff of Physicians. Continuous nursing services must be provided under the supervision of a
registered nurse.

Skilled Nursing Facility - a facility that primarily provides 24-hour Inpatient Skilled Care and related services to
patients requiring convalescent and rehabilitative care. Such care must be provided by either a registered nurse,
licensed practical nurse or physical therapist performing under the supervision of a Physician.

Other Professional Provider - the following persons or entities which are licensed as required:

advanced nurse practitioner (A.N.P.);
ambulance services;

certified dietician;

certified nurse-midwife;

certified nurse practitioner;

clinical nurse specialist;

dentist;

doctor of chiropractic medicine;

durable medical equipment or prosthetic appliance vendor;
laboratory (must be Medicare Approved);
licensed independent social workers (L.I.S.W.);
licensed practical nurse (L.P.N.);

licensed Professional clinical counselor;
licensed Professional counselor;

licensed vocational nurse (L.V.N.);
20
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Residential Treatment Facility - a facility that meets all of the following:

* An accredited facility that provides care on a 24 hour a day, 7 days a week, live-in basis for the evaluation and
treatment of residents with psychiatric or chemical dependency disorders who do not require care in an acute or
more intensive medical setting.

e The facility must provide room and board as well as providing an individual treatment plan for the chemical,
psychological and social needs of each of its residents.

» The facility must meet all regional, state and federal licensing requirements.

« The residential care treatment program is supervised by a Professional staff of qualified Physician(s), licensed nurses,
counselors and social workers.

Rider - a document that amends or supplements your coveragb6ster -



ELIGIBILITY

Enrolling for Coverage

Prior to receiving this Benefit Book, you enrolled, and were accepted or approved by your Group for individual co



the guardian will receive the necessary information regarding the dependent child's rights for continuation of coverage
under COBRA.

Effective Date

Coverage starts at 12:01 a.m. on the effective date



3. Ifyou or your Eligible Dependent has COBRA coverage, the coverage must be exhausted in order to trigger a special
enroliment right. Generally, this means the entire 18, 29 or 36-month COBRA period must be completed in order to

trigger a special enrollment for loss of other coverage.
4. Enrollment must be supported by written documentation of the termination of the other coverage with the effective
date of said termination stated therein.



HEALTH CARE BENEFITS

This section describes the services and supplies covered if provided and billed by Providers. All Covered Services must
be Medically Necessary unless otherwise specified.

Please refer to the "Prior Approval of Benefits Received from Non-PPO Network or Non-Contracting Providers"
in the "How Claims Are Paid" section of the General Provisions for information regarding services received from
Providers who are not in the PPO Network.

Women's Health and Cancer Rights Act Notice

Your Plan, as required by the Women's Health and Cancer Rights Act of 1998, provides benefits for mastectomy-related
services including all stages of reconstruction and surgery to achieve symmetry between the breasts, prostheses, and
complications resulting from a mastectomy, including lymphedema. Call the Customer Service number located on your
identification card for more information.

Alcoholism and Drug Abuse Services

Benefits are provided for the treatment of Alcoholism and Drug Abuse. Covered Services include:

« Inpatient treatment, including rehabilitation and treatment in a Residential Treatment Facility;
< Outpatient treatment, including partial Hospitalization and intensive Outpatient services;

» detoxification services;

« individual and group psychotherapy;

« psychological testing; and

« counseling with family members to assist with diagnosis and treatment. This coverage will provide payment for
Covered Services only for those family members who are considered Covered Persons under this Benefit Book.
Charges will be applied to the Covered Person who is receiving family counseling services, not necessarily the
patient receiving treatment for Alcoholism or Drug Abuse.

Inpatient admissions to a Hospital Provider or Residential Treatment Facility must be preauthorized. The telephone
number for Preauthorization is listed on the back of your identification card. Contracting Providers and PPO Network
Providers will assure that Preauthorization is done; since the Provider is responsible for obtaining Preauthorization, there
is no penalty to you if this is not done. If a Non-Contracting Provider is utilized, you are responsible for obtaining
Preauthorization. If you do not obtain Preauthorization, and it is later determined that the admission was not Medically
Necessary or not covered for any reason, you will be responsible for all Billed Charges.

Allergy Tests and Treatments

Allergy tests and treatment that are performed and related to a specific diagnosis are Covered Services.

Ambulance Services

To be covered, ambulance services must be Medically Necessary. We will provide benefits for ambulance transportation
by a licensed, professional ground ambulance service to the closest facility that can provide the needed services appropriate
for your Condition.

Covered transportation:

« from the scene of an accident or Emergency Medical Condition to the closest Hospital to provide Emergency Services;
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from one Hospital to another Hospital, including when we require a Covered Person to move from a Non-PPO
Network Hospital to a PPO Network Hospital;

from a Hospital or a Skilled Nursing Facility to your home or to another facility, if an ambulance is the only safe way
to transport you;

from your home to a Hospital, if an ambulance is the only safe way to transport you;

When during a covered Inpatient stay at a Hospital, Skilled Nursing Facility or acute rehabilitation Hospital, an

ambulance is required to safely and adequately transport you to or from Inpatient or Outpatient Medically Necessary
treatment.

It's important to note:

Ambulance ser



Abuse treatment. In such instances, benefits not expressly covered in this Benefit Book may be approved. All case
management programs are voluntary for the patient.

Coverage for these services must be approved in advance and in writing by Medical Mutual.

To learn more about these services, you may contact Medical Mutual's case management staff.

Clinical Trial Programs




« A service, item, or drug that is clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis.

Dental Services for an Accidental Injury

Dental services will only be covered for initial injuries sustained in an accident. The accidental injury must have caused
damage to the jaws, sound natural teeth, mouth or face. Injury as a result of chewing or biting shall not be considered
an accidental injury.

The above exclusion for injuries as a result of biting or chewing shall not apply if such injury was the result of domestic
violence or if an underlying medical Condition caused the biting or chewing-related injuries. For example, a Covered
Person with epilepsy involuntarily clamps down on his teeth and breaks one during a seizure.

The underlying lliness must cause the chewing or biting accident that results in injury to the jaws, sound natural teeth,
mouth or face. If a Covered Person has an underlying lliness that causes the teeth to be more susceptible to injury, dental
services related to such injury will not be covered as an injury sustained in an accident.

Coverage may be provided for dental implants only when due to trauma, accidents or as deemed Medically Necessary
by Medical Mutual.

Diagnostic Services

A diagnostic service is a test or procedure performed, when you have specific symptoms, to detect or monitor your
Condition. It must be ordered by a Physician or Other Professional Provider. Covered diagnostic services are limited to
the following:

 radiology, ultrasound and nuclear medicine;

« laboratory and pathology services; and

* EKG, EEG, MRI and other electronic diagnostic medical procedures.

Drugs and Biologicals

You are covered for Prescription Drugs and biologicals that cannot be self-administered and are furnished as part of a
Physician's professional service, such as antibiotics, joint injections and chemotherapy, in the course of the diagnosis or
treatment of a Condition. Other drugs that can be self-administered or that may be obtained under drug coverage, if
applicable, are not covered but the administration of the drug may be covered.

Drugs that can be covered under your supplemental Prescription Drug plan need to be obtained under your Pharmacy
coverage.

Specialty Prescription Drugs require prior approval from Medical Mutual.

Medical Mutual, along with your Physician, will determine which setting is most appropriate for these drugs and biologicals
to be administered to you.

Medical Mutual may, in its sole discretion, establish Quantity Limits and/or age limits for specific Prescription Drugs.
Covered Services will be limited based upon Medical Necessity, Quantity Limits and/or age limits established by Medical
Mutual or utilization guidelines. Medical Mutual may require other utilization programs, such as Step Therapy and Prior
Authorization, on certain Prescription Drugs. These programs are described further below. The Medical Necessity decisions
are made by going through a coverage review process.

Step Therapy: a program to determine whether you qualify for coverage based upon certain information, such as
medical history, drug history, age and gender. This program requires that you try another drug before the target drug
will be covered under this Plan, unless special circumstances exist. If your Physician believes that special
circumstances exist, he or she may request a coverage review.
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Prior Authorization: a program applied to certain Prescription Drugs and/or therapeutic categories to define and/or
limit the conditions under which they will be covered. Prior authorization helps promote appropriate use and
enforcement of medically accepted guidelines for Prescription Drug benefit coverage.

Prior Authorization is required for most Specialty Prescription Drugs and may also be required for certain other
Prescription Drugs (or the prescribed quantity of a certain Prescription Drug).

Quantity limits: Certain Prescription Drugs are covered only up to a certain limit. Quantity Limits help promote
appropriate dosing of Prescription Drugs and enforce medically accepted guidelines for Prescription Drug benefit
coverage. Obtaining quantities beyond the predetermined limit requires Prior Authorization.

Emergency Services

You are covered for Medically Necessary Emergency Services for an Emergency Medical Condition. Emergency Services
are available 24 hours a day, 7 days a week.
In the event of an emergency:
« call 911 or go to the nearest Hospital; and
« notify Medical Mutual, by calling Customer Care at the phone number shown on your identification card, within 24
hours, or as soon as medically possible, if the nearest Hospital is not in the PPO Network.

Care and treatment once you are Stabilized are not Emergency Services. Continuation of care beyond that needed
to evaluate or Stabilize your Emergency Medical Condition will be covered according to your Schedule of Benefits. Please
refer to your Schedule of Benefits for a detailed coverage explanation.

Home Health Care Services

The following are Covered Services when you receive them from a Hospital or a Home Health Care Agency:

» professional services of a registered or licensed practical nurse;

 treatment by physical means, occupational therapy and speech therapy;

« medical and surgical supplies;

« Prescription Drugs;

* oxygen and its administration;

« medical social services, such as the counseling of patients; and

* home health aide visits when you are also receiving covered nursing or therapy services.
The Plan will not cover any home health care services or supplies which are not specifically listed in this Home Health
Care Services section. Examples include but are not limited to:

* homemaker services;

+ food or home delivered meals; and

» Custodial Care, rest care or care which is only for someone's convenience.
All Home Health Care services must be certified initially by your Physician and your Physician must continue to certify

that you are receiving Skilled Care and not Custodial Care as requested by the Plan. All services will be provided according
to your Physician's treatment plan and as authorized as Medically Necessary by Medical Mutual.

Hospice Services

Hospice services consist of health care services provided to a Covered Person who is a patient with a reduced life
expectancy due to advanced illness. Hospice services must be provided through a freestanding Hospice Facility or a
hospice program sponsored by a Hospital or Home Health Care Agency. Hospice services may be received by the
Covered Person in a private residence.

The following Covered Services are considered hospice services:
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» professional services of a registered or licensed practical nurse;

« treatment by physical means, occupational therapy and speech therapy;

« medical and surgical supplies;

* Prescription Drugs;

e oxygen and its administration;

« medical social services, such as the counseling of patients;

« home health aide visits when you are also receiving covered nursing or therapy services;
e acute Inpatient hospice services;

 respite care;

 dietary guidance; counseling and training needed for a proper dietary program;
 durable medical equipment; and

» bereavement counseling for family members.

Non-covered hospice services include but are not limited to:

e volunteer services;

e spiritual counseling;

« homemaker services;

» food or home delivered meals;

« chemotherapy or radiation therapy if other than to relieve the symptoms of a Condition; and
e Custodial Care, rest care or care which is only for someone's convenience.

Inpatient Health Education Services

Benefits are provided for educational, vocational and training services while an Inpatient of a Hospital or Other Facility
Provider.

Inpatient Hospital Services

The Covered Services listed below are benefits when services are performed in an Inpatient setting, unless otherwise
specified.

The following bed, board and general nursing services are covered:

e a semiprivate room or ward,;

« a private room, when Medically Necessary; if you request a private room, the Plan will provide benefits only for the
Hospital's average semiprivate room rate;

e newborn nursery care; and
e a bed in a special care unit approved by Medical Mutual. The unit must haspice ser






« any other services that are consistent with the follow-up care recommended in the protocols and guidelines developed
by national organizations that represent pediatric, obstetric and nursing professionals.

Covered Services will be provided whether receiv



If your Group changes your health care benefits, causing an increase or decrease in your Inpatient Medical Care Visits
allow



If the supplies, equipment and appliances include comfort, luxury or convenience items or features which exceed what
is Medically Necessary in your situation or needed to treat your Condition, reimbursement will be based on the maximum
allowable charge for a standard item that is a Cov



Covered Services for orthotic devices are:

e The initial purchase, fitting and repair of the device.
» The cost of casting (if billed with the orthotic device and not separately), molding, fittings and adjustments.
« One replacement per year when Medically Necessary. Benefits may also be provided for Covered Persons under
age 18, due to rapid growth, or for any Covered Person when an appliance is damaged and cannot be repaired.
Non-covered orthotic devices include, but are not limited to:

« Orthopedic shoes (except therapeutic shoes for diabetes);

* Non-custom-made foot support devices, such as arch supports and corrective shoes, unless they are an
integral part of aleg brace;

« Standard elastic stockings, garter belts; and

* Corn and bunion pads.
Prosthetic Appliances - Your coverage includes the purchase, fitting, adjustments, repairs and replacements of prosthetic
devices which are artificial substitutes and necessary supplies that:

« replace all or part of a missing body organ or limb and its adjoining tissues; or

 replace all or part of the function of a permanently useless or malfunctioning body organ or limb.

Covered prosthetic appliances include:

« intraocular lens implantation for the treatment of cataract, aphakia or keratoconus;

» soft lenses or sclera shells for use as corneal bandages when needed as a result of eye Surgery;
- artificial hands, arms, feet, legs and eyes, including permanent lenses; and

» appliances needed to effectively use artificial limbs or corrective braces; and

« mastectomy prosthetics.

Non-covered prosthetic appliances include but are not limited to:

« dentures, unless as a necessary part of a covered prosthesis;

« dental appliances;

« eyeglasses, including lenses or frames, unless used to replace an absent lens of the eye;
« replacement of cataract lenses unless needed because of a lens prescription change;

e taxes included in the purchase of a covered prosthetic appliance;

« deluxe prosthetics that are specially designed for uses such as sporting events; and

e wigs and hair pieces.

Mental Health Care Services

Covered Services for the treatment of Mental lliness include:

« Inpatient treatment, including treatment in a Residential Treatment Facility;

« Outpatient treatment, including partial Hospitalization and intensive Outpatient services;

« individual and group psychotherapy;

» electroshock therapy and related anesthesia only if given in a Hospital or Psychiatric Hospital;

« psychological testing;

« counseling with family members to assist with diagnosis and treatment. This coverage will provide payment for
Covered Services only for those family members who are considered Covered Persons under this Benefit Book.
Charges will be applied to the Covered Person who is receiving family counseling services, not necessarily the
patient;

« Inaddition, as provided in Medical Mutual's medical policy guidelines, certain behavioral assessment and intervention
services for individual, family and group psychotherapy will also be covered for a medical Condition.

Services for intellectual disability, other than those necessary to evaluate or diagnose these Conditions, are not
covered. Services for the treatment of attention deficit disorder are covered.ered.ered 0 1 105.15.6n1 0 0 1 541Tm 143.89 itio 3!



Inpatient admissions to a Hospital Provider or Residential Treatment Facility Provider must be preauthorized. The telephone
number for Preauthorization is listed on the back of your identification card. Contracting Providers and PPO Network
Providers will assure that Preauthorization is done; since the Provider is responsible for obtaining Preauthorization, there
is no penalty to you if this is not done. If a Non-Contracting Provider is utilized, you are responsible for obtaining
Preauthorization. If you do not obtain Preauthorization, and it is later determined that the admission was not Medically
Necessary or not covered for any reason, you will be responsible for all Billed Charges.

Organ Transplant Services

Your coverage includes benefits for the following Medically Necessary human organ transplants:

* bone marrow;

e cornea;

e heart;

* heart and lung;

« Kkidney;

* liver;

e lung;

e pancreas; and

e pancreas and kidney

Additional organ transplants will be considered for coverage provided that the transplant is Medically Necessary, not
Experimental and is considered accepted medical practice for your Condition.

Organ Transplant Preauthorization - In order for an organ transplant to be a Covered Service, the proposed course
of treatment and the Inpatient stay for the organ transplant must both be preauthorized by Medical Mutual.

Contracting Providers and PPO Network Providers are responsible for obtaining Preauthorization of both the proposed
course of treatment and the Inpatient stay. If a Non-Contracting Provider is utilized, the Covered Person is responsible
for obtaining Preauthorization for both the proposed course of treatment and for the Inpatient stay. If the required
Preauthorization does not occur, and the organ transplant is determined to be Experimental/Investigational or not to be
Medically Necessary, the Covered Person may be responsible for all Billed Charges for that organ transplant.

After your Physician has examined you, he must provide Medical Mutual with:

 the proposed course of treatment for the transplant;
« the name and location of the proposed Transplant Center; and

« copies of your medical records, including diagnostic reports for Medical Mutual to determine the suitability and Medical
Necessity of the transplant services. This determination will be made in accordance with uniform medical criteria
that has been specifically tailored to each organ. You may also be required to undergo an examination by a Physician
chosen by Medical Mutual. You and your Physician will then be notified of Medical Mutual's decision.

Obtaining Donor Organs - The following services will be Covered Services when they are necessary in order to acquire
a legally obtained human organ:

* evaluation of the organ;

» removal of the organ from the donor; and

 transportation of the organ to the Transplant Center.
Donor Benefits - Benefits necessary for obtaining an organ from a living donor or cadaver are provided. Donor benefits
are provided and processed under the transplant recipient's coverage only and are subject to any applicable limitations

and exclusions. Donor benefits include treatment of immediate post operative complications if Medically Necessary as
determined by Medical Mutual. Such coverage is available only so long as the recipient's coverage is in effect.

The Plan does not provide organ transplant benefits for services, supplies or Charges:
» that are not furnished through a course of treatment which has been approved by Medical Mutual,
« for other than alegally obtained organ;

» for travel time and the travel-related expenses of a Provider;
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« that are related to other than human organ.

Other Outpatient Services

Chemotherapy - The treatment of malignant disease by chemical or biological antineoplastic agents.

Dialysis Treatments - The treatment of an acute or chronic kidney ailment by dialysis methods, including chronic
ambulatory peritoneal dialysis, which may include the supportive use of an artificial kidney machine.

Radiation Therapy - The treatment of disease by X-ray, radium or radioactive isotopes.

Respiratory/Pulmonary Therapy - Treatment by the introduction of dry or moist gases into the lungs, including, but not
limited to, inhalation treatment (pressurized and non-pressurized) for acute airway obstruction or sputum induction for
diagnostic purposes.

Outpatient Institutional Services

The Covered Services listed below are covered when services are performed in an Outpatient setting, unless otherwise
specified.

Covered Institutional services include, but are not limited to:

« operating, delivery and treatment rooms and equipment;

« whole blood, blood derivatives, blood plasma and blood components, including administration and blood processing.
The Plan will cover the cost of administration, donation and blood processing of your own blood in anticipation of
Surgery, but Charges for the blood are excluded.

» anesthesia, anesthesia supplies and services; and
 surgically inserted prosthetics such as pacemakers and artificial joints.

Pre-Admission Testing - Outpatient tests and studies required before a scheduled Inpatient Hospital admission or
Outpatient surgical service are covered.

Post-Discharge Testing - Outpatient tests and studies required as a follow-up to an Inpatient Hospital stay or an
Outpatient surgical service are covered.

Outpatient Rehabilitative Services

Rehabilitative therapy services and supplies are used for a person to regain or prevent deterioration of a function that
has been lost or impaired due to iliness, injury or disabling Condition. Therapy services must be ordered by a Physician
or Other Professional Provider to be covered. Covered Services are limited to the therapy services listed below:

Cardiac Rehabilitation Services - Benefits are provided for cardiac rehabilitation services which are Medically Necessary
as the result of a cardiac event. The therapy must be reasonably expected to result in a significant improvement in the
level of cardiac functioning.

Chiropractic/Spinal Manipulation Visits - The treatment given to relieve pain, restore maximum function and to prevent
disability following disease, injury or loss of a body part, by a chiropractor. These Covered Services include, but are not
limited to, Office Visits, physical treatments, hydrotherapy, heat or similar methods, physical agents, biomechanical and
neurophysiological principles and may include devices. Braces and molds are not covered under this benefit.

Hyperbaric Therapy - The provision of pressurized oxygen for treatment purposes.

Occupational Therapy - Occupational therapy services are covered if it is expected that the therapy will result in a
significant improvement in the level of functioning.

All occupational therapy services must be performed by a certified, licensed occupational therapist.
Occupational therapy services are not Covered Services when a patient suffers a temporary loss or reduction
of function which is expected to improve on its own with increased normal activities.
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Physical Therapy - The treatment given to relieve pain, restore maximum function and to prevent disability following
disease, injury or loss of a body part. These Covered Services include physical treatments, hydrotherapy, heat or similar
methods, physical agents, biomechanical and neurophysiological principles and may include devices. Braces and molds
are not covered under this benefit.

All physical therapy services must be performed by a certified, licensed physical therapist.

Speech Therapy - In order to be considered a Covered Service, this therapy must be performed by a certified, licensed
speech therapist.

Preventive and Wellness Services

Preventive services will be covered under this Plan, as required under federal and state law. In accordance with
those laws and their associated guidance, limitations on coverage may apply, based upon the Covered Person's
actual Condition, age, gender and the frequency of the service.

The following categories of preventive services are covered without application of a Deductible, Copayment or
Coinsurance, when provided by a PPO Network Provider:

« Evidence-based items or services that have in effect a rating of "A" or "B" in the current recommendations of the
United States Preventive Services Task Force;

« Immunizations for preventive use in children, adolescents and adults that have in effect a recommendation from the
Advisory Committee on Immunization Practices of the Centers for Disease Control and Prevention with respect to
the Covered Person involved,;

» With respect to Covered Persons who are infants, children and adolescents, evidence-informed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health Resources and Ser



preventive services, please visit www.healthcare.gov/coverage/preventive-care-benefits. Newly added preventive
services added by the advisory entities referenced by the Affordable Care Act will start to be covered on the first
plan year beginning on or after the date that is one year after the new recommendations or guideline, went into effect.
You will be notified at least sixty (60) days in advance, if any item or service is removed from the list of eligible
services.

Other covered preventive services that may be subject to a Deductible, Copayment and/or Coinsurance are:
Prostate Specific Antigen Tests - Prostate Specific Antigen (PSA) tests are covered.
Testing - the following tests are covered:
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Surgical Services

Surgery - Coverage is provided for Surgery. In addition, coverage is provided for the following specified services:

« removal of bony impacted teeth;
» maxillary or mandibular frenectomy;
 diagnostic endoscopic procedures, such as colonoscopy and sigmoidoscopy;

« reconstructive Surgery following a mastectomy, including coverage for reconstructive Surgery performed on a
non-diseased breast to establish symmetry as well as coverage for prostheses and physical complications in all
stages of mastectomy, including lymphedemas;

« Surgery to correct functional or physiological impairment which was caused by disease, trauma, birth defects, growth
defects or prior therapeutic processes as determined by Medical Mutual, subject to any appeal process. Surgery to
correct a deformity or birth defect for psychological reasons, where there is no functional impairment, is
not covered.

Diagnostic Surgical Procedures - Coverage is provided for surgical procedures to diagnose your Condition while you
are in the Hospital. The diagnostic surgical procedure and Medical Care visits except for the day the surgical procedure
was performed are covered.

Multiple Surgical Procedures - When two or more Surgeries are performed through the same body opening during
one operation, you are covered only for the most complex procedure. However, if each Surgery is mutually exclusive of
the other, you will be covered for each Surgery. Incidental Surgery is not covered.

When two or more surgical procedures are performed through different body openings during one operation, you are
covered for the most complex procedure, and the Allowed Amount for the secondary procedures will be half of the Allowed
Amount for a single procedure.

If two or more foot Surgeries (podiatric surgical procedures) are performed, you are covered for the most complex
procedure, and the Allowed Amount will be half of the Allowed Amount for the next two most complex procedures. For
all other procedures, the Allowed Amount will be one-fourth of the full Allowed Amount.

Assistant at Surgery - Another Physician's help to your surgeon in performing covered Surgery when a Hospital staff
member, intern or resident is not available as a Covered Service.

Anesthesia - Your coverage includes the administration of anesthesia, performed in connection with a Covered Service,
by a Physician, Other Professional Provider or certified registered nurse anesthetist who is not the surgeon or the assistant
at Surgery or by the surgeon in connection with covered oral surgical procedures. This benefit includes care before and
after the administration. The services of a stand-by anesthesiologist are only covered during coronary angioplasty Surgery.
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Urgent Care Services

Health problems that require immediate attention which are not Emergency Medical Conditions are considered to be
Urgent Care needs. Determination as to whether or not Urgent Care Services are Medically Necessary will be made by
Medical Mutual.

Examples of Urgent Care are:

< minor cuts and lacerations;

e minor burns;

e sprains;

« severe earaches or stomachaches;
« minor bone fractures; or

* minor injuries.
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EXCLUSIONS

In addition to the exclusions and limitations explained in the Health Care Benefits section, coverage is not provided for
services and supplies:

1.
2.
3.

10.

11.
12.

13.

14.
15.

16.

17.
18.
19.

20.

21.
22.
23.
24.
25.

26.

Not prescribed by or performed by or under the direction of a Physician or Other Professional Provider.
Not performed within the scope of the