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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 SELANSURED BY UNIVERSITY OF MAINE SYSTEM
WHICH IS RESPONSIBLE FOR THEIR PAYMENTIGNA HEALTH AND LIFE INSURANCE
COMPANY (CIGNA) PROVIDES CLAIM ADMINISTRATION SERVICES TO THE PLAN, BUT CIGN
DOES NOT INSURE THE BENEFITS DESCRIBED.

THIS DOCUMENT MAY USE WORDS THAT DESCRIBE A PLAN INSURED BY CIGN BECAUSE
THE PLAN IS NOT INSURED BY CIGM, ALL REFERENCES TO INSURANCE SHALL BE READO
INDICATE THAT THE PLAN IS SELFINSURED. FOR EXAMPLE, REFERENCES TO "CIGYY'
"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."

The Policy is guaranteed renewable for periods of one year, with limited exceptions (specifically, the
Policyhol derés failure to pay premium; fraud or
Policyholder or by you or your peesentative; failure of the employee group to have the number of employees
purchasing the insurance coverage that Cigna requires in order to provide coverage; or when, if ever, Cigna
decides to no longer offer insurance coverage at all or the spec#iotypsurance provided for in this
certificate).

HC-NOT89M



Explanation of Terms

You will find terms starting with capital letters throughout your certificate. To help you understand your benefits,thesst tefrms
are defined inhe Definitions section of your certificate.

The Schedule

The Schedule is a brief outline of your maximum benefits which may be payable under your insurance. For a full description
of each benefit, refer to the appropriate section listed in the Table of@tents.
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Special Plan Provisions

When you select a Participating Provider, this plan pays a
greater share of the costs than if you select aRaticipating
Provider.Participating Providers include Physicians, Hospitals
and Other Health Professials and Other Health Care
Facilities. Consult your Physician Guide for a list of
Participating Providers in your area. Participating Providers
are committed to providing yoand your Dependents
appropriate care while lowering medical costs.

Services Avaihble in Conjunction With Your Medical
Plan

The following pages describe helpful services available in
conjunction with your medical plan. You can access these
services by calling the teftee number shown on the back of
your ID card

HC-SPP70 01-21

CaseManagement

Case Management is a service provided through a Review
Organization, which assists individuals with treatment needs
that extend beyond the acute care setting. The goal of Case
Management is torsure that patients receive appropriate care
in the most effective setting psible whether at home, as an
outpatient, or an inpatient in a Hospital or specialized facility.
Should the need for Case Management arise, a Case
Management professional will work closely with the patient,
his or her family andhe attending Physician to determine
appropriate treatment options which will best meet the

patient's needs and keep costs manageable. The Case Manager

will help coordinate the trément program and arrange for
necessary resources. Case Managers are\a#ialde to

answer guestions and provide ongoing support for the family
in times of medical crisis.

Case Managers are Registered Nurses (RNs) and other
credentialed health care professionals, each trained in a
clinical specialty area such as trauma, higk pregnancy and
neonates, oncology, mental health, rehatidih or general
medicine and surgery. A Case Manager trained in the
appropriate clinical specialty area will be assignegoto or

your dependentn addition, Case Managers are supported by
apanel of Physician advisors who offer guidance otadp

date treatment programs and medical technology. While the
Case Manager recommends alternate treatment programs and
helps coordinate needed resources, the patient's attending
Physician remains respohi for the actual medical care.

1 You, your dependertr an attending Physician can request
Case Management services by callingttiefree number
shown on your ID card during normal business hours,
Monday through Friday. In addition, your employer, arala
office or a utilization review program (see the PAC/CSR
section of your certificate) may refer an individual for Case
Managment.

1 The Review Organization assesses each case to determine
whether Case Management is appropriate.

T You or your Dependent isontacted by an assigned Case
Manager who explains in detail how the program works.
Participation in the program is voluntarpo penalty or
benefit reduction is imposed if you do not wish to
participate in Case Management.

1 Following an initial assessmettihe Case Manager works
with you, your family and Physician to determine the needs
of the patient and to identify what alternate treatment
programs are available (for examplehiome medical care
in lieu of an extended Hospital convalescence). You are not
penalized if the alternate treatment program is nidavieed.

1 The Case Manager arranges for alternate treatment services
and supplies, as needed (for example, nursing services or a
Hospital bed and other Durable Medical Equipment for the
home).

1 The Case Maager also acts as a liaison between the insurer,
the patient, his or her family and Physician as needed (for
example, by helping you to understand a complex medical
diagnosis or treatment plan).

1 Once the alternate treatment program is in place, the Case
Manager continues to manage the case to ensure the
treatment program remains appropriate to the patient's
needs.

While participation in Case Management is strictly voluntary,
Case Management professionals can offer quality; cost
effective treatment alterriges, as well as provide assistance
in obtaining needed medical resources and ongoing family
support in a time of need.

HC-SPP2 04-10
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Additional Programs

We may, from time to time, offer or arrange for various
entities to offer discounts, benefits, other consideration to

our members for the purpose of promoting the general health
and well being of our membend/e may also arrange for the
reimbursement of all or a portion of the cost of services

myCigna.com
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provided by other parties to the Policyholdeontac us for
details regarding any such arrangements.

04-10
V1

HC-SPP3

Care Management and Care Coordination Services

Your planmay enter into specific collaborative arrangements
with health care professionals committed to improving quality
care, patient gesfaction and affordability. Through these
collaborative arrangementsealth care professionals commit
to proactively providing participants with certain care
management and care coordination services to teilit
achievement of these goaReimbursemst is providedat
100%for these services when rendered by designated health
care professionals in these collaborative arrangements.

HC-SPP27 06-15
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Important Notices
Direct Access to Obstetricians and Gynecologists

You do not need prior authorizatitnom the plan or from any
other person (including a primary care provider) in order to
obtain access to obstetrical or gynecological care from a health
care professional in our network who specializes in obstetrics
or gynecology. The health care professih however, may be
required to comply with certain procedures, including
obtaining prior authorization for certain services, following a
pre-approved treatment plan, or procedures for making
referrals. For a list of participating health care professgonal
who specialize in obstetrics or gynecology, visit
WwWw.mycigna.conor contact customer service at the phone
number listed on the back of your ID card.

Selection of a Primary Care Provider

This plan generally allows the designation of a primary care
provider. You have the right to designate any primary care
provider who participates in the network and who is available
to accept you or your family members. For information on
how to select a primary care provider, and for a list of the
participating primarycare providers, visit www.mycigna.com

or contact customer service at the phone number listed on the
back of your ID card.

For children, you may designate a pediatrician as the primary
care provider.

HC-NOT5 01-11

Important Information
Rebates and Other Ryments

Cigna or its affiliates may receive rebates or other

remuneration from pharmaceutical manufacturers in

connection with certain Medical Pharmaceuticals covered

under your plan and Prescription Drug Products included on

the Prescription Drug List. Bse rebates or remuneration are
not obtained on you or your E
your benefit.

Cigna, its affiliates and the plan are not obligated to pass these
rebates on to you, or apply t
any or take themmio account in determining your
Copayments and/or Coinsuran€agna and its affiliates or
designees, conduct business with various pharmaceutical
manufacturers separ aMedicand
Pharmaceutical and Prescription Drug Prodhgstefts. Such
business may include, but is not limited to, data collection,
consulting, educational grants and research. Amounts received
from pharmaceutical manufacturers pursuant to such
arrangements are not related to this plan. Cigna and its
affiliates arenot required to pass on to you, and do not pass on
to you, such amounts.

Coupons, Incentives and Other Communications

At various times, Cigna or its designee may send mailings to
you or your Dependentsr to your Physician that
communicate a variety of mesges, including information
aboutMedical Pharmaceuticals and Prescription Drug
ProductsThese mailings may contain coupons or offers from
pharmaceutical manufacturers that enafole or your
Dependentsat your discretion, to purchase the described
Medical Pharmaceutical and Prescription Drug Prodtiet
discount or to obtain it at no charge. Pharmaceutical
manufacturers may pay for and/or provide the content for
these mailingsCigna,its affiliates and the plan are not
responsible in any way for angdsion you make in
connection with any coupon, incentive, or other offer you may
receive from a pharmaceutical manufacturer or Physician.

ap

HC-IMP331 12-22

Discrimination is Against the Law

Cigna complies with applicable Federal civil rights laws and
doesnot discriminate on the basis of race, color, national
origin, age, disability or sex. Cigna does not exclude people or
treat them differently because of race, color, national origin,
age, disability or sex.

myCigna.com
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Cigna:

1 Provides free aids and services to peapith disabilities to
communicate effectively with us, such as:

1 Qualified sign language interpreters

1 Written information in other formats (large print, audio,
accessible electronic formats, other formats)

1 Provides free language services to people whaseapy
language is not English, such as

1 Qualified interpreters
1 Information written in other languages

If you need these services, contact customer service at the toll
free phone number shown on your ID card, and ask a
Customer Service Associate for assis&@an

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 or sex, you can file a grievance
by sending an email tACAGrievance @cigna.comr 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
thenumber on the back of yolld card or send an email to
ACAGrievance@cigna.conyYou can also file a civil rights
complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby,jef 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

1-800-3681019, 800537-7697 (TDD)

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

HC-NOT96 07-17

Proficiency of Language Assistance Services

Englishi ATTENTION: Language assistance services, free
of charge, are available to you. For current Cigna customers,
call the number on the back of your ID card. Otherwise, call
1.800.244.6224 (TY: Dial 711).

Spanishi ATENCION: Hay servicios de asistencia de
idiomas, sin cargo, a su disposicion. Si es un cliente actual de
Cigna, llame al nimero que figura en el reverso de su tarjeta

de identificacién. Si no lo es, llame al 1.800.244.6224 (los
ustarios de TTY deben llamar al 711).

Chinesei .

Cigna ID .

1.800.244.6224 711 |

Viethnamesei XI N LhU h: Quil v° L€ c
vQ ng!'n ng. mi, n ph? D" nh <ch
Cignavi | ,ng g i s~ ° mHt sau t
khg8&§c xin g i s’ : 4.622
Koreanf 5 : _ 19" O«

Ax G0 f BT Fo
VeZAlEID A 33/
> AC.. om .t/ I 1.800.244.6224
(TTY:0 %1 71DKq 1 # 5HAC.

Tagalogi PAUNAWA: Makakakuha ka ng mga serbisyo sa
tulong sa wika nang libre. Para sa mga kasalukuyang customer
ng Cigna, tawagan ang numero sa likuran ng iyong ID €ard.
kaya, tumawag sa 1.800.244.6224 (TTdial ang 711).

Russiani 1 1\ R ¢1 R[ 3o @t ftcj HisMIsOo I
BJ MYy dzOIsdz" j [k Mdlizdzd] of'j telfpisHOYOM]
f d&zOdzj Cigna, fsLotdedlsj 5 datsd
SBteObds? Mbsstesdyy o0O0hj2 dHJdasd
Zyofmls dzd SO dfddz@edzO . dzy W o dzw § Isj M+ &
dL dzOh dr § dzO dztsiats A3 jf téslz o Its.d&AsQ . A 4
(TTY: 711).

N w

7T

eDlaal oS dalie glaall dan il cilars sl sl - Arabic
pSHilay eda e () gaall &8 5L Juai¥) ela  gudlall Cigna
(T11e d=il : TTY) 1.800.244.6224 « dad) ¢ dpad il

French Creolei ATANSYON: Gen sévis ed nan lang ki
disponib gratis pou ou. Pou kliyan Cigna yo, rele nimewo ki
deye kat ID ou. Sinon, rele nimewo 1.800.244.6224

(TTY: Rele 711).

Frenchit ATTENTI ON: De s limu@stiue vous s d
sont proposés gratuitement. Si vous étes un client actuel de
Cigna, veuillez appeler le numéro indiqué au verso de votre
carte dbéidentit®. Sinon, veui
1.800.244.6224 (ATS : composez le numéro 711).

Portuguesei ATENCAO: Tem ao seu dispor servigos de
assisténcia linguistica, totalmente gratuitos. Para clientes
Cigna atuais, ligue para o niumero gue se encontra no verso do
seu cartdo de identificag&aso contrario, ligue para
1.800.244.6224 (Dispositivos TTY: marqueljl

Polishi UWAGA: w cel u skorzystani
bezpgatnej pomocy jhnzykowej,
mogN dzwoni l pod numer podany

myCigna.com
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identyfikacyjnej.Wszystkie inne osoby prosimy o
skorzystanie z numeru 1 800 244 6224 (TTY: wybigtz).

Japanesd

Loy s - oo

f el ™Vt gA0 — Cigna—

) |8IDe:::::sD) — 3 #8 % - = o
Qg ™9/ — — | 8 1.800.244.6224 TTY:

711 7#£°8% -= .

Italian 7 ATTENZIONE: Sono disponibili servizi di
assistenza linguistica gratuiti. Per i clienti Cigna attual
chiamare il numero sul retro della tessera di identificazione.
In caso contrario, chiamare il numero 1.800.244.6224 (utenti
TTY: chiamare il numero 711).

Germani ACHTUNG: Die Leistungen der
Sprachunterstitzung stehen lhnen kostenlos zur Verfigung.
WennSie gegenwartiger Cigagunde sind, rufen Sie bitte die
Nummer auf der Rickseite lhrer Krankenversicherungskarte
an. Andernfalls rufen Sie 1.800.244.6224 an (TTY: Wahlen
Sie 711).

0001TM9

) ) 5em 4y (3 Sl ilesd t4s 58— Persian (Farsi)
slo it Gl <Cligna e o e (825 pe 40 L &
Lapail e 0 2,80 (uld Cuwlad Sl O IS il ja a8
(O30 s g (Al 5 jladt) 2580 (e 1.800.244.6224 5 et
A3 s 8o e 1711 o jleds
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Federal CAA - Consolidated Appropriations Act and TIC
- Transparency in Coverage Notice

Cigna will make available an internbased selbervice tool

for use by individual customers, as well as certain data in
machinereadable file format on a public website, as required
under the Transparency in Coverage r@astomers can
access the cost estimator tool on myCigna.com. Updated
machinereadable files can be found on Cigna.com and/or
CignaForEmployers.com on a monthly basis.

Pursuant to Consolidated Appropriations Act (CAA), Section
106, Cigna will submit certa air ambulance claim

information to the Department of Health and Human Services
(HHS) in accordance with guidance issued by HHS.

Subject to change based on government guidance for CAA
Section 204, Cigna will submit certain prescription drug and
health cae spending information to HHS through Plan Lists

Files (P1P3) and Data Files (BD8) (D1-D2) for an

Employer withouian integrated pharmacy prodaggregated

at the market segment and state level, as outlined in guidance.

HC-IMP324 01-23

Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA) - Non-Quantitative Treatment Limitations

(NQTLSs)

Federal MHPAEA regulations provide that a plan cannot
impose a NorQuantitative Treatment Limitation (NQTL) on
mental health or substance use disorder (MHDBhenefits in

any classification unless the processes, strategies, evidentiary
standards, or other factors used in applying the NQTL to
MH/SUD benefits are comparable to, and are applied no more
stringently than, those used in applying the NQTL to
medicalsurgical benefits in the same classification of benefits
as written and in operation under the terms of the plan.

Non-Quantitative Treatment Limitations (NQTLS) inclufte
the extent applicable under the plan)

1 medical management standards limiting oclaging
benefits based on Medical Necessity or whether the
treatment is experimental or investigative;

T prescription drug formulary design;
T network admission standards;

1 methods for determinintn-Network and @t-of-Network
provider reimbursement rates;

1 steptherapy a/k/a faifirst requirements; and

1 exclusions and/or restrictions based on geographic location,
facility type or provider specialty.

A description of your planods
processes applied to medical/surgical benefits and MH/SUD
bendits is available for review by Plan Administrators (e.g.
Employers) and covered persons:

Employers (Plan Administrators):

Please contact your Cigna Sales Representative to request
the NQTLcomparative analysis

Covered Persons:www.cigna.comsp

To deternme which document applies to your plan, select the
relevant health plan product; medical management model
(inpatient only or inpatient and outpatient) which can be
located in this booklet immediately followirfighe Schedule;

and pharmacy coverage (whetleemot your plan includes
pharmacy coverage).

HC-NOT113 12-22
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Important Notice Regarding Cancellation of Coveage

This notice is to advise you that you have the right to
designate a third party to receive notice of cancellation of your
coverage nderthis plan.

10
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Designation of Third Party to Receive Notice we can assess the quality and cost of care delivered by primary
If you would like to designate a third party to receive notice of ~ care doctors and spebiss.

cancellation of your coverage, you can €alistomeiService We identify doctors meeting health industry standasdsh as

at 1-800-244-6224 or the phone number shown on your ID board certification or completion of quality programs. Other
card.CustomeiSev i ce wi |l |l send t o you informatidnhshowdhowirdivitugl dddtors treat specific health
Request Form, o0 which you s h o utodditien®angHow thattreamedt campares with national y o u
Employer or Plan Administrator, as appropriate. medical standards and care delivered by similar, local doctors.
You also have the right to change the person or party you have Primary care doctors and specialists who meet defined
designated to receive notice of cancalatof your coverage. measures and criteria receive our Physician Quality and Cost
A request to change designation should be made in writing to Efficiency Designation. Doctors who practice one of 21

your Employer or Third Party Administrator. specialties, live in specific parts of the country, and also meet
Right to Reinstatement for Insureds with Organic Brain cost and quality critéa, may receive ou€ignaCare

Disease Designation.

We dondét change the way we pa
designations. We developed them to help you choose the
doctors who best meet your needs. We encourage you to
consider this information but please consuleotbources as
1 the reason your coverage cancelled was because you did not well, including doctors who are treating you.

pay your premium or because of another lapsesfautt on

Should your coverage be cancelled, you have the right to have
your coverage reinstated if:

1 you suffer from an organic brain disease; and

This is important because we base our assessments only on

your part. information we can collect, s
iOrganic brain di seaseo0 emeanspiacmené abf oa decvoudsdpsacdic
with a demonstrable organic origin, causing significant enough information foan assesnent and there is some room
cognitive impairment, including, but not limited to: for error in all data analysis.

TfPickdés Disease;
fParkinsonébés Disease; HC-IMP49 0410
fHuntingtonds Chorea; and ViM

1Al zhei mer 6s Disease and related dementi as.
Important Notice Regarding Prescription Drug Coverage

) : How To File Your Claim
If you have been undergoing a course of treatment with a

prescription drug by prior authorization of a carrier, and your Thereds no pNepverkcare. dust stiow yourl n
coveragawith that carrier is replaced with eerage byCigna identification card and pay your share of the cost, if any; your
Health and Life Insurance Compargigna, Cignahas the provider will submit a claim to Cigna for reimbursement. ©Out
right to request a review with your prescribing provider. of-Network claims can be submitted by the provider if the

rprov.ider is able and willing to file on y%ur behalf. If the, f
ca pIIO\)idgl’IiS Aot sul?n{itﬂné’(fn yo"E'JrLbéh If?y{ad nfust ehdcﬁ/(gur |
completed claim form and itemideills to the claims address
listed on the claim form.

You may get the required claim forms from the website listed
on your identification card or by using the tfke number on
your identification card.

CLAIM REMINDERS

1 BE SURE TO USE YOUR MEMBER ID AND

Cignawi I I honor the previous
that prescription drug for a period not to exceed six months, if
your provider participates in the review and requests that the
prior authorization be continued.

The prescription must be for a condition or service that is
covered byCigna Coverage is subject to the copayments
and/or coinsurance requirements of @ignaplan.

Cigna Physician Designations

PLEASE NOTE: Provider performance ratings should ACCOUNT/GROUP NUMBER WHEN YOU FILE

only be used as a guide for choosing a provider. You Cl GNAdS CLAI M FORMS, OR WHEN
should consult your current provider before making a YOUR CIGNA CLAIM OFFICE.

decision about your health care based on a provider

rating. YOUR MEMBER ID IS THE ID SHOWN ON YOUR

BENEFIT IDENTIFICATION CARD.

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

Our goal is to provide you with helpful information and access
to affordalte health services. One way we do this is by
collecting and comparing claim and other information. With it,

11 myCigna.com
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1 BESURETO FOLLOWTHE INSTRUCTIONS LISTED
ON THE BACK OF THE CLAIM FORM CAREFULLY
WHEN SUBMITTING A CLAIM TO CIGNA.

Timely Filing of Out-of-Network Claims

Cigna will consider claims for coverage under our plans when
proof of loss (a claim) is submitted within 180 daysQuit-
of-Network benefits after services are rendered. If services are
rendered on consecutive days, such as for a Hospital
Confinement, the limit will be counted from the last date of
service. If claims are not submitted within 180 days for-Out
of-Networkbenefits, the claim will not be considered valid

and will be denied.

WARNING : Any person who knowingly and with intent to
defraud any insurance company or other person files an
application for insurance or statement of claim containing any
materially falsenformation; or conceals for the purpose of
misleading, information concerning any material fact thereto,
commits a fraudulent insurance act.

HC-CLM25 01-11

Vil

Eligibility - Effective Date

Employee Insurance
This plan is offered to you as an Employee.
Eligibility for Employee Insurance

You will become eligible for insurance on the day you
complete the waiting period if:

1 you are in a Class of Eligible Employees as determined by
your Employer; and

1 you are an eligibléull-time or paritime Employee as
determined by your Employer; and

1 you pay any required contribution.

If you were previously insured and your insurance ceased, you
must satisfy the Waiting Period to become insured again. If
your insurance ceased because you were no longer employed
in a Clasof Eligible Employees, you are not required to

satisfy any waiting period if you again become a member of a
Class of Eligible Employees within one year after your
insurance ceased.

Eligibility for Dependent Insurance

You will become eligible for Dependelrsurance on the later
of:

1 the day you become eligible for yourself; or
1 the day you acquire your first Dependent.

1 coverage foDependents added dueSpecialEnroliment
Rightsbeginsonthe first of the month following the
election.

Waiting Period

Date d hire.

Classes of Eligible Employees

Each Employee as reported to the insurance company by your
Employer.

Effective Date of Employee Insurance

You will become insured on the date you elect the insurance

by signing an approved payroll deduction or enrolithéorm,
as applicable, but no earlier than the date you become eligible.

You will become insured on your first day of eligibility,

following your election, if you are in Active Service on that

date, or if you are not in Active Service on that date due to

your health status.

Late Entrant - Employee

You are a Late Entrant if:

1 you elect the insurance more than 30 days after you become
eligible; or

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

Dependent Insurance

For your Dependent® be insured, you will have to pay the
required contribution, if any, toward the cost of Dependent
Insurance.

Effective Date of Dependent Insurance

Insurance for your Dependents will become effective on the
date you elect it by signing an approved pdyaetuction

form (if required), but no earlier than the day you become
eligible for Dependent Insurance. All of yougfendents as
defined will be hcluded.

Your Dependents will be insured only if you are insured.
Late Entrant i Dependent
You are a Late Brant for Dependent Insurance if:

1 you elect that insurance more than 30 days after you
become eligible for it; or

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

Exception for Newborns

Any Dependent child born while you are insiingill become

insured on the date of his birth if you elect Dependent

Insurance no later than 31 days after his birth. If you do not
elect to insure your newborn child within such 31 days,

12
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coverage for that child will end on the 31st day. No benefits
for expenses incurred beyond the 31st day will be payable.

HC-ELG274M 01-19

Important Information About Your
Medical Plan

Details of your medical benefits are described on the
following pages.

Opportunity to Select a Primary Care Physician
Choice of PrimaryCare Physician:

This medical plan does not require that you select a Primary
Care Physician or obtain a referral from a Primary Care
Physician in order to receive all benefits available to you
under this medical plan. Notwithstanding, a Primary Care
Phystian may serve an important role in meeting your health
care needs by providing orranging for medical care for you
and your DependentBor this reason, we encourage the use of
Primary Care Physicians and provide you with the opportunity
to select a Pmary Care Physician from a list provided by
Cigna for yourself and your Dependents. If you choose to
select a Primary Care Physician, the Primary Care Physician
you select for yourself may be different from the Primary Care
Physician you select for eachyafur Dependents.

Changing Primary Care Physicians:

You may request a transfer from one Primary Care Physician
to another by contacting us at the member services number on
your ID card. Any such transfer will be effective on the first
day of the month filowing the month in which the processing
of the change request is completed.

In addition, if at any time a Primary Care Physician ceases to
be a Participating Provider, yau your Dependentill be
notified for the purpose of selecting a new Primary Care
Physician.

Plan Changes or Termination:

The University of Maine System, the Plan Sponsor/Employer
in connection with the Plan, reserves the right to terminate, or
to amend the Plan in whole or in part, at any time, subject only
to limitations or conditios, if any, with respect to impacted
employees covered by one or more collective bargaining
agreements. With respect to r@presented faculty, salaried
staff, and any others who are not covered by a collective
bargaining agreement, and as provided inthadbook For
Non-Represented Faculty And Salaried Staff with respect to
those employees governed by it, the Plan Sponsor reserves the
unfettered right to terminate, or to amend the Plan in whole or
in part, at any time.

HC-IMP212M 01-18
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Open Access Plus Medical Benefits
The Schedule

For You and Your Dependents

Open Access Plus Medical Benefiiovide coverage for care-Metwork and Oubf-Network. To receiv®pen Access
Plus Medical Benefitsyouand your Dependentaay be required to pay a portion of the Covered Expenses for servi
and suppliesThat portion is the Deductible or Coinsurance.

When you receive services from anNietwork Provider, remind your provider to utilize Network Poviders for xrays,
lab tests and other services to ensure the cost may be considered deh&drk level.

If you are unable to locate an-Network Provider in your area who can provide you with a service or supply that is
covered under this planpy must call the number on the back of your I.D. card to obtain authorization fa@f-Out

Network Provider coverage. If you obtain authorization for services provided by asf-@etwork Provider, benefits for
those services will be covered at theNatwak benefit level.

Coinsurance

The term Coinsurance means the percentage of Covered Expenses that an insured person is required to pay ung
in addition to the Deductible, if any.

Deductibles

Deductibles are Covered Expenses to be paid byygour Dependent before benefits are payable under this plan.
Deductibles are in addition to any Coinsurance. Once the Deductible maximum in The Schedule has been reachg
and your family need not satisfy any further medical deductible for thefrdsit year.

Out-of-Pocket Expenses For In-Network Charges Only

Out-of-Pocket Expenses are Covered Expenses incurred for charges that are not paid by the benefit plan becaus
Deductibles or Coinsurance. Such Covered Expenses accumulatétat-thfePocket Maximum shown in The Schedul
When the Oubf-Pocket Maximum is reached, all Covered Expenses, except charges-fmympliance penalties, are
payable by the benefit plan at 100%.

Out-of-Pocket Expenses For Out-of-Network Charges Only

Out-of-Pocket Expenses are Covered Expenses incurred for charges that are not paid by the benefit plan. The fo
Expenses contribute to the @GaftPocket Maximum, and when the GaftPocket Maximum shown in The Schedule is
reached, they are payalig the benefit plan at 100%:

1 Coinsurance.

1 Plan Deductible.

1 Any coinsurance and/or benefit deductibles for the following:
1 obesity/bariatric surgery.

Once the Oubf-Pocket Maximum is reached for covered services that apply to thef®aicket Maimum, any benefit
deductibles are no longer required.

The following Outof-Pocket Expenses and charges do not contribute to thefacket Maximum, and they are not
payable by the benefit plan at 100% when the-@+Rocket Maximum shown in The Schéelis reached:

1 Non-compliance penalties.
1 Any benefit deductiblerot listed above as accumulating to the-@HPocket maximum
1 Provider charges in excess of the Maximum Reimbursable Charge.

14 myCigna.com
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Open Access Plus Medical Benefits
The Schedule

Accumulation of Plan Deductibles and Outof-Pocket Maximums

Deductibles and Outf-Pocket Maximums will crosaccumulate (that is, iNetwork will accumulate to Owtf-Network
and Outof-Network will accumulate to kNetwork). All other plan maximums and servigigecific maximums (dollar
and occurrence) alscrossaccumulate between4and Outof-Network unless otherwise noted.

Note:
For information about your health fund benefit and how it can help you pay for expenses that may not be covered
this plan, refer to AWh@hoivoe Bhoddd Know about Ci

Multiple Surgical Reduction

Multiple surgeries performed during one operating session result in payment reduction of 50% to the surgery of lg
charge. The most expensive procedure is paid as any other surgery.

Assistant Surgeon and ©-Surgeon Charges

Assistant Surgeon

The maximum amount payable will be limited to charges made by an assistant surgeon that do not exceed a per
the surgeon's allowable charge as specified in Cigna Reimbursement Policies. (For purposemitatius,lallowable
charge means the amount payable to the surgeon prior to any reductions due to coinsurance or deductible amou
Co-Surgeon

The maximum amount payable for charges made bgucgeons will be limited to the amount specified in Cigna
Reimbursement Policies.

Out-of-Network Charges for Certain Services

Charges for services furnished by an-©filNetwork provider in an iNetwork facility while you are receiving in
Network services at thatdNetwork facility: (i) are payable at the-Metwork costsharing level; and (ii) the allowable
amount used to determine the Plan's benefit payment is the amount agreed to byofedabrk provider and Cigna,
or as required by applicable state or Federal law.

The member is responsible for appli@btNetwork costsharing amounts (any deductible, copay or coinsurance). T
member is not responsible for any charges that may be made in excess of the allowable amount-dfftNet@otk
provider bills you for an amount higher than the amount yoa asvindicated on the Explanation of Benefits (EOB),
contact Cigna Customer Service at the phone number on your ID card.

Out-of-Network Emergency Services Charges

1. Emergency Services are covered at thleétwork costsharing level if services are reged from a nofParticipating
(Out-of-Network) provider.

2. The allowable amount used to determine the Plan's benefit payment for covered Emergency Services rendere
Out-of-Network Hospital, or by an Owtf-Network provider in an kiNetwork Hospitaljs the amount agreed to by th
Out-of-Network provider and Cigna, or as required by applicable state or Federal law.

3. The all owabl e amount wused t o da-Neawor EmesentytServiced resuilt
in an inpatient admissiois the median amount negotiated witiNatwork facilities.

The member is responsible for applicableNletwork costsharing amounts (any deductible, copay or coinsurance). T
member is not responsible for any charges that may be made in excesdlofhlel@amount. If the Oubf-Network
provider bills you for an amount higher than the amount you owe as indicated on the Explanation of Benefits (EO
contact Cigna Customer Service at the phone number on your ID card.

BENEFIT HIGHLIGHTS IN-NETWORK OUT-OF-NETWORK

Lifetime Maximum Unlimited Unlimited
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-ORNETWORK
The Percentage of Covered Expensey 90% 70%of the Maximum Reimbursable
the Plan Pays Charge
Note:

"No charge" means an insured
person is not required to pay
Coinsurane.

Maximum Reimbursable Charge

The Maximum Reimbursable Charge
for Outof-Network services other than
those described in The Schedule
sections Oubf-Network Charges for
Certain Services and Guof-Network
Emergency Services Charges is
determined based on the lesser of the
provider's normal charge for a similar
service or supply;

or the amount agreed to by the it Not Applicable 200%
Network provider and Cigna, or a
policyholderselected percentage of a
fee schedule Cigna has developed thg
is based upon methodology similar to
a methodology utilized by Medicare tg
determine the allowableimbursement
for the same or similar services within
the geographic market. In some caseg
Medicare based schedule will not be
used and the Maximum Reimbursablg
Chargefor covered services is
determined based on the lesser of:

fthe providerds n
similar service or supply; or

1 the 80th percentile of charges madsé
by providers of such service or
supply in the geographic area wher
it is received as compiled a
database selected by Cigna. If
sufficient charge data is unavailableg
in the database for that geographic
area to determine the Maximum
Reimbursable Charge, then data in
the database for similar services mg
be used.
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BENEFIT HIGHLIGHTS

Note:

Theprovider may bill you for the

di fference bet wee
normal charge and the Maximum
Reimbursable Charge, in addition to
applicable deductibles afut
coinsurance.

IN-NETWORK

OUT-OF-NETWORK

Note:

Some providers forgive or waive the
cost share obligation (e.g. your
dedctible and/or coinsurance) that thi
plan requires you to pay. Waiver of
your required cost share obligation ca|
jeopardize your coverage under this
plan. For more details, see the
Exclusions Section.

Calendar Year Deductible

Individual
Family Maximum
Family Maximum Calculation

Collective Deductible:

All family members contribute
towards the family deductible. An
individual cannot have claims
covered under the plaivinsurance
until the total family deductible has
been satisfied.

$1,500 peperson
$3,000 per family

$2,500 per person
$5,000 per family

Combined Medical/Pharmacy
Calendar Year Deductible

Combined Medical/Pharmacy
Deductible: includes retail and hom
delivery drugs

Home Delivery Pharmacy Costs
Contribute to th&€€ombined

Medical/Pharmacy Deductible

Yes

Yes

No

In-Network coverage only

17
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OF-NETWORK

Combined Out-of-Pocket Maximum
for Medical and Pharmacy expenses

Individual $2,500 per person $2,500 per person

Family Maximum $5,000 per family $5,000 per family
Family Maximum Calculation

Collective Out-of-Pocket
Maximum:

All family members contribute
towards the family Oubf-Pocket.
An individual cannot have claims
covered at 100% until the total
family Outof-Pocket has been
satisfied.

Combined Medical/PharmacyOut-
of-Pocket Maximum

Combined Medical/Pharmacy Qut | Yes No
of-Pocket: includes retail and home
delivery drugs

Home Delivery Pharmacy Costs Yes In-Network coverage only
Contribute to the Combined
Medical/Pharmacy Owuf-Pocket

Maximum

Physicivkeesbs Ser
Primary Car e Phy| 90% after plan deductible 70% of the Maximum Reimbursable
Visit Charge after plan deductible
Specialty Car e P| 90% after plan deductible 70% of the Maximum Reimbursable
Visits Charge after pladeductible

Consultant and Referral
Physicianbés Ser

Note:

OB/GYN providers will be
considered either as a PCP or
Specialist, depending on how
the provider contracts with the
Insurance Company.

Surgery Per f or me| 90%after plan deductible 70% of the Maximum Reimbursable
Office Charge after plan deductible
Second Opinion Consultations 90% after plan deductible 70% of the Maximum Reimbursable
(provided on a voluntary basis) Charge after plan deductible
Allergy Treatment/Ingctions 90% after plan deductible 70% of the Maximum Reimbursable
Charge after plan deductible
Allergy Serum (dispensed by the 90% after plan deductible 70% of the Maximum Reimbursable
Physician in the office) Charge after plan deductible
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK
Convenience Care Clinic 90% after plan deductible 70% of the Maximum Reimbursable
(includes any related lab aneray Charge after plan deductible
services)

Virtual Care

Dedicated Virtual Providers

Dedicated virtual care services may b
provided byMDLIVE, a Cigna
affiliate.

Services available through contracted
virtual providers as medically
appropriate.

Notes:

1 Primary Care cost share applies to
routine care. Virtual wellness
screenings are payable under
preventive care.

1 MDLIVE Behavioral Services
please refer to the Mental Health ar
Substance Use Disorder section
(below).

1 Lab services supporting a virtual
visit must be obtained through
dedicated labs.

MDLIVE Urgent Care Services 90% after plan deductible In-Network coverage only
MDLIVE Pr imary Care Services 90% after plan deductible In-Network coverage only
MDLIVE Specialty Care Services 90% after plan deductible In-Network coverage only

Virtual Physician Services

Services available through Physicians
as medically appropriate.

Note:

Physicians may deliver services
virtually that are payable under other
benefits (e.g., Preventive Care,
Outpatient Therapy Services).

Physician Virtual Office Visit 90% after plan deductible 70% of the Maximum Reimbursable
Charge after plan dediiigle
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-ORNETWORK
Preventive Care
Note:
Includes coverage of additional
services, such as urinalysis, EKG,
and other laboratory tests,
supplementing the standard
Preventive Care benefit.
Routine Preventive Carall ages No charge 70% of the MaximunReimbursable
Charge after plan deductible
Immunizations all ages No charge 70% of the Maximum Reimbursable
Charge after plan deductible
Also includes sports physicals and
immunizations for travel.
Mammograms, PSA, PAP Smear
Preventive Care &ated Services No charge 70% of the Maximum Reimbursable
(i .e. Aroutineo Charge after plan deductible
Diagnostic Related Services (i.e. Subject teoay&lke p| Subjectta he p-rtap&ldbs X

finegmuti nedo servi

benefit; based on place of service

benefit; based on place of service

Inpatient Hospital 7 Facility Services
SemiPrivate Room and Board
Private Room

Special Care Units (ICU/CCU)

90% after plan deductible

Limited to the semprivate room
negotiated rate

Limited to the semprivate room
negotiated rate

Limited to the negotiated rate

70% of the Maximum Reimbursable
Charge after plan deductible

Limited to the semprivate room rate

Limited to the semprivate room rate

Limited to the ICU/CCU daily room
rate

Outpatient Facility Services
Operating Room, Recovery Room,
Procedures Room, Treaent Room
and Observation Room

90% after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

Inpatient Hospital Ph y sisci an
Visits/Consultations

90% after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

Inpatient Hospital Professional
Services
Surgeon
Radblogist
Pathologist
Anesthesiologist

90% after plan deductible

70% of the Maximum Reimbursable
Chargeafter plan deductible
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Outpatient Professional Services

BENEFIT HIGHLIGHTS

Surgeon
Radiologist
Pathologist
Anesthesiologist

IN-NETWORK
90% after plan deductible

70% of the Maximum Reimbursable

OUT-OF-NETWORK

Chargeafter plan deductible

Urgent Care Services

Physicilan 6 s Of fi ce Vi
Urgent Care Facility or Outpatient
Facility

Outpatient Prfessional Services
(radiology, pathology, physician)

X-ray and/or Lab performed at the
Urgent Care Facility (billed by the
facility as part of the UC visit)

Advanced Radiological Imaging (i.e
MRIs, MRAs, CAT Scans, PET
Scans etc.)

90% after plan deductible
90% after plan deductible
90% after plan deductible

90% afterplan deductible

90% after plan deductible

90% of the Maximum Reimbursable
Charge after plan deductible
90% of the Maximum Reimbursable
Charge after plan deductible
90% of the Maximum Reimbursable
Charge after plan deductible
90% of the Maximum Reimbursable
Charge after plan deductible

90% of the Maximum Reimbursable
Charge after plan deductible

EmergencyServices

Physicianbés Offi

Hospital Emergency Room

Outpatient Professional Services
(radiology, pathology, ER physician

X-ray and/or Lab performed at the
Emergency Room Facility (billed by
the facility as part of the ER visit)

Independent Xay and/or Lab
Facility in conjunt¢ion with an ER
visit

Advanced Radiological Imaging (i.e
MRIs, MRAs, CAT Scans, PET
Scans etc.)

90% after plan deductible
90% after plan deductible

90% afterplan deductible

90% after plan deductible

90% after plan deductible

90% after plan deductible

90% after plan deductible
90% after plan deductible

90% after plan deductible

90% after plan deductible

90% after plan deductible

90% after plan deductible

Air Ambulance

90% after plan deductible

90% afer plan deductible

Ambulance

90% after plan deductible

90% of the Maximum Reimbursable
Charge after plan deductible

Inpatient Services at Other Health
Care Facilities

Includes Skilled Nursing Facility,
Rehabilitation Hospital and Sub
Acute Facilites

Calendar Year Maximum:

100 days combined

90% after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible
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BENEFIT HIGHLIGHTS

Laboratory and Radiology Services
(includes pre-admission testing)

Physicianbés Offi

Outpatient Hospital Facility

Independent Xay and/or Lab
Facility

IN-NETWORK

90% after plardeductible
90% after plan deductible

90% after plan dedutie

OUT-OF-NETWORK

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

Advanced Radiological Imaging (i.e.
MRIs, MRAs, CAT Scans and PET
Scans)

Physicianbés Offi
Inpatient Facility

Outpatient Facility

90% after plan deductible
90% after plan deductible

90% after plan deductible

70% of the Maximum Reimbursable
Charge after plan dedubte

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

Outpatient Therapy Services ad
Chiropractic Services

Calendar Year Maximum:
Unlimited

Includes:

Cardiac Rehab

Physical Therapy

Speech Therapy

Occupational Therapy
Pulmonary Rehab

Cognitive Therapy
Chiropractic Therapy (includes
Chiropractors)

Note: Massage therapy is covered
when part of a chiropractic visit.

Includes speech, physicalnd/or
occupational therapy for the
treatment of Autism Spectrum
Disorder.

90% after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

Acupuncture

Calendar Year Maximum:
Unlimited

Note: Acupuncture is covered

regardless of diagnosis.

90% after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible
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BENEFIT HIGHLIGHTS
Home Health Care Services

Calendar Year Maximum:
Unlimited (includes outpatient
private nursing when approved as
Medically Necessary)

IN-NETWORK

90% after plan deductible

OUT-OF-NETWORK

70% of the Maximum Reimbursable
Charge after plan deductible

Hospice
Inpatient Services

Outpatient Services

(same coinsurance level as Home
Health Care Services)

90% after plan deductible

90% after plan deductible

70% of the Maximum Reimbursable
Chage after plan deductible
70% of the Maximum Reimbursable
Charge after plan deductible

Bereavement Counseling

Services provided as part of Hospice
Care

Inpatient

Outpatient

Services provided by Mental Health
Professional

90% after plan deductible
90% after plan deductible

Covered under Mental Health benel

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

Covered under Mental Health benel

Gene Therapy

Includes prior authorized gene therap
products and services directly related
their administration, when Medically
Necessary.

Gene therapy must be received at an
Network facility specifically contracted
with Cigna to provide the specific gen
therapy. Gene therapy at other In
Network facilities is not covered.

Gene Therapy Product

Inpatient Facility
Outpatient Facility
Physicianbs Seryv

Travel Maximum:
$10,000 per episode of gene therap

Subject to IaNetwork facility cost
share based on place of service;
separate fyrm facility charges

90% after plan deductible
90% after plan deductible
90% after plan deductible

No charge after plan deductible
(available only for travel when prior
authorized to receive gene therapy
a participating IANetwork facility
specifically contracted with Cigna tg
provide the specific gene therapy)

In-Network coverage only

In-Network coverage only
In-Network coverage only
In-Networkcoverage only

In-Network coverage only
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OF-NETWORK

Maternity Care Services

Initial Visit to Confirm Pregnancy 90% after plan deductible 70% of the Maximum Reimbursable
Charge after plan deductible

Note:

OB/GYN providers will be
considered eitkr as a PCP or
Specialist, depending on how the
provider contracts with the Insurang

Company.
All subsequent Prenatal Visits, 90% after plan deductible 70% of the MaximunReimbursable
Postnatal Visits and Physicién Charge after plan deductible

Delivery Charges (i.e. global
maternity fee)

Physicianb6s Of fi| 90% after plan deductible 70% of the Maximum Reimbursable
to the global maternity fee when Charge after plan deductible
performed by an OB/GYN or
Specialist
Delivery - Fecility 90% after plan deductible 70% of the Maximum Reimbursable
(Inpatient Hospital, Birthing Center) Charge after plan deductible
Abortion
Includes elective and neglective
procedures
Physicianb6s Of fi| 90% after plan deductible 70% of the Maximum Reimbursable
Charge after plan deductible
Inpatient Facility 90% after plan deductible 70%of the Maximum Reimbursable
Chargeafter plan deductible
Outpatient Facility 90% after plan deductible 70%of the Maximum Reimbursable
Chageafter plan deductible
Physiciands Ser vl 90% after plan deductible 70% of the Maximum Reimbursable

Charge after plan deductible
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-ORNETWORK
Womenés Family Pl
Office Visits, Lab and Radiology No charge 70% of the Maxximum Reimbursable
Tests and Counseling Charge after plan deductible
Note:
Includes coverage for contraceptive
devices (e.g., DepBrovera and
Intrauterine Devices (IUDs)) as
ordered or prescribed by a physicial
Diaphragms also are covered when
services are provided in the
physicianbés of fi
Surgical Sterilization Procedures fo
Tubal Ligation (includes reversals)
Physicianbés Of f| Nocharge 70% of the Maximum Reimbursable
Charge after plan deductible
Inpatient Facility No charge 70%of the Maximum Reimbwwable
Chargeafter plan deductible
Outpatient Facility No charge 70%of the Maximum Reimbursable
Chargeafter plan deductible
Physician6s Ser| Nocharge 70% of the Maximum Reimbursable
Charge after plan deductible
Menodés Family Pl an

Office Visits, Lab and Radiology
Tests and Counseling

Surgical Sterilization Procedures fo
Vasectomy (includes reversals)

Physicianbds Off
Inpatient Facility

Outpatient Facility
Physiciands Ser

90% after plan deductible

90% dter plan deductible
90% after plan deductible
90% after plan deductible

90% after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible
70%of the Maximum Reimbursable
Chargeafter plan deductible

70% of the Maimum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible
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BENEFIT HIGHLIGHTS

Infertility Services

Note: Coverage will be provided for only certain infertility serviddease seéhe Infertility Servicessectionfor the
description of covered infertility services, as well as excluded infertility services. Covered surgical treatment itlim

IN-NETWORK

procedures for the correction of infertility, and excludesitro, GIFT, ZIFT, etc.

OUT-OF-NETWORK

Physicianbés Offi
Radiology Tests, Counseling) to
diagnose the infertility condition

Inpatient Facility

All covered services billed by an
inpatient facility b treat the
infertility condition

Outpatient Facility

All covered services billed by an
outpatient facility to treat the
infertility condition
Physiciasanbs Serv
All covered services billedy a
Physician ¢ treat the infertility
condition

90% after plan deductible

90% after plan deductible

90% after plan deductible

90% after plan deductible

In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only

Transplant Services and Related
Specialty Care

Includes all medically appropriate, not
experimental transplants

Physicianbés Of fi
Inpatient Facility
Physicianb6s Serv

Lifetime Travel Maximum:
$10,000 per transplant

90% after plan deductible

100% at LifeSOURCE center after
plan deductible, otherwise 90% afte
plan deductible

100% at LifeSOURCEenter after
plan deductible, otherwise 90% afte
plan deductible

No charge (only available when
using LifeSOURCE facility)

In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only

Durable Medical Equipment

Calendar Year Maximum:
Unlimited

Note: Mustuse aCigna Vendor to
receive InNetwork benefits

90% after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

Outpatient Dialysis Services
Physician's Office/isit

Outpatient Facility Services
Physician's Services

Home Setting

90% after plan deductible
90% after plan deductible
90% after plan dedtible

90% after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK
Breast Feeding Equipment and
Supplies
Note: No charge 70% of the Maximum Reimbursable
Includes the rental of one breast Charge after plan deductible

pump per birth as ordered or
prescribed by a physician. Includes
related supplies.

External Prosthetic Appliances

Calendar Year Maximum: 90% after plan deductible 70% of the Maximum Reimbursable
Unlimited Charge after plan deductible

Note: Mustuse aCigna Vendor to
receive InNetwork benefits

Includes:

1 Orthotics

1 Kneeshin system endoskeletal
single axis fluid swing and stanc
phase control.

Kneeshin system adjustable
stance flexion feature.
Kneeshin system fluid stance
extension dampening feature.
Electronic kneeshin system
swing and stance phase.

91 Endoskeletal ankle foot system.

=A = =4

Nutritional Counseling

Calendaryear Maximum:

3 visits per person however, the 3
visit limit will not apply to treatment
of mental health and substance us€g
disorder conditions.

Physiciaiis Office Visit 90% after plan deductible 70% of the Maximum Reimbursable
Charge after plan deductible
Inpatient Facility 90% after plan deditible 70% of the Maximum Reimbursable
Charge after plan deductible
Outpatient Facility 90% after plan deductible 70% of the Maximum Reimbursable
Charge after plan deductible
Physicianbs Ser v| 90% after plan deductible 70% of the Maximum Reimbygable

Charge after plan deductible
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BENEFIT HIGHLIGHTS

Genetic Counseling

Calendar Year Maximum:

3 visits per person for Genetic
Counseling for both preand post
genetic testing; however, the 3 visit
limit will not apply to Mental Health
and Substance Use Disorde
conditions.

Physicianbés Offi
Inpatient Facility
Outpatient &cility
Physicianb6s Serv

IN-NETWORK

90% after plan deductible
90% after plan deductible
90% after plan deductible

90% after plan deductible

OUT-OF-NETWORK

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible
70% of the Maximum Reimbursable
Charge after plan deductible
70% of the Maximum Reimbursable
Charge after plan deductible

Dental Care

Limited to charges madeif a
continuous course of dental treatment
started within six months of an injury t
teeth.

Physiciai@s Office Visit
Inpatient Facility

Outpatient Facility

Physiciargs Services

90% after plan deductible
90% after plan deductiel
90% after plan deductible

90% after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursabl
Charge after plan deductible

Dental Varnish

Note: Includes coverage farhildren
up to age 4 only.

100% after plan deductible

100% of the Maximum Reimbursab
Charge after plan deductible

Consumable Medical Supplies
Note: Includes coveragfor

compression stockings.

90% after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible
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BENEFIT HIGHLIGHTS

Early Intervention Services

Note: Benefits are provided for early
intervention services for members agg
birth to 36 months of ageith an
identified developmental disability or
delay.

Physiciar@s Office Visit
Inpatient Facility

Outpatient Facility

Physiciar@s Services

IN-NETWORK

90% after plan deductible
90% after plan deductible
90% after plan deductible

90% after plan deductible

OUT-OF-NETWORK

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible
70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

Eye Care Services

Maximurs:

1 One eye exam every 12 months
up to age 18

1 Oneeye exanevery 24 months
for 18 years and over.

Note: Includes coverage for routine
vision exams.

No charge

No charge

Hearing Aids

Maximum: 2 devices (one per ear) p€
36 months

Note: Includes testing and fitting of
hearing aid devic
Office Visit cost share

90% after plan deductible

70% of the Maximum Bimbursable
Charge after plan deductible

Hearing Services

Calendar Year Maximum: Unlimited

Note: Includes coverage for hearing
exams only.

90% after plan deductible

70% of the Maxinmm Reimbursable
Charge after plan deductible

Wigs
Lifetime Maximum: Unlimited

90% after plan deductible

70% of the Maximum Reimbursable
Charge after plan dedtible
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK
Oral Surgery

Physicianbs Of fi| 90% after plan deductible 70% of the Maximum Reimbursable
Charge after plan deductible

Inpatient Facility 90% after plan deductible 70% of the Maximum Reimbursable
Charge after plan deductible

Outpaient Facility 90% after plan deductible 70% of the Maximum Reimbursable
Charge after plan deductible

Physiciands Ser vl 90% after plan deductible 70% of the Maximum Reimbursable

Charge after plan deductible

Note:
Includes removing impacted or
urerupted teeth in a nemospital or
nortrural health center setting;
removing seven or more permanen
teeth; Gingivectomies; Osseous
surgery; setting of jaw fracture,
removal of tumor or cyst; dental
services needed as a result of
chemotherapy; repairing oeplacing
dental prostheses due to accidenta
injury.

ObesityBariatric Surgery

Note:

Coverage is provided subject to
medical necessity and clinical
guidelines andubject to any

' i mitations shown
Expenses Not Covered and Gemhera
Limitationso sect

Physicianbés Of f i| 90% after plan deductible 70% of the Maximum Reimbursable
Charge after plan deductible
Inpatient Facility 90% after plan deductible 70% of the Maximum Reimbursable
Charge after gin deductible
Outpatient Facility 90% after plan deductible 70% of the Maximum Reimbursable
Charge after plan deductible
Physicianbs Ser v| 90% after plan deductible 70% of the Maximum Reimbursable

Charge after plan deductible

Surgical Professial Services
Lifetime Maximum: Unlimited

Notes:

1 Includes charges for surgeon only;
does not include radiologist,
anesthesiologist, etc.

1 Accumulates to the Owdf-Pocket
Maximum.

1 Only surgical services accumulate t
the maximum.
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK
Routine Foot Disorders Not covered except for services Not covered except for services
associated with foot care for diabetd associated with foot care for diabete
peripheral neuropathies and peripheral neuropathiesd
peripheral vascular disease when | peripheral vascular disease when
Medically Necessary. Medically Necessary.

Treatment Resulting From Life Threatening Emergencies

Medical treatment required as a result of an emergency, such as a suicide attempt, will be considered a medical
until the medical codition is stabilized. Once the medical condition is stabilized, whether the treatment will be

characterized as either a medical expense or a mental health/substance use disorder expense will be determineg
utilization review Physician in accordanegth the applicable mixed services claim guidelines.

Mental Health
Inpatient 90% after plan deductible 70% of the Maximum Reimbursable

Includes Acute Inpatient and Charge after plan deductél
Residential Treatment

Calendar Year Maximum:

Unlimited

Outpatient
Outpatient Office Visits 90% after plan deductible 70% of the Maximum Reimbursable
Includes individual, family and Charge after planatiuctible

group psychotherapy; medication
management, virtual care, etc.

Calendar Year Maximum:
Unlimited

Dedicated Virtual Providers 90% after plan deductible In-Network coverage only
MDLIVE Behavioral Services

Outpatient All Other Services 90% after plan deductible 70% of the Maximum Reimbursable

Includes Partial Hospitalization, Charge after plan deductible
Intensive Outpatient Services,
virtual care, etc.

Calendar Year Mximum:
Unlimited
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BENEFIT HIGHLIGHTS

Cigna.

Substance Use Disorder
Inpatient

Includes Acute Inpatient
Detoxification, Acute Inpatient
Rehabilitation and Residential
Treatment

Calerdar Year Maximum:
Unlimited

Outpatient

Outpatient Office Visits

Includes individual, family and
group psychotherapy; medication
management, virtual care, etc.

Calendar Year Maximum:
Unlimited

Dedicated Virtual Providers
MDLIVE Behavioral Services

Outpatient All Other Services

Includes Partial Hospitalization,
Intensive Outpatient Services,
virtual care, etc.

Calendar Year Maximum:
Unlimited

IN-NETWORK

90% after plan deductible

90% after plan deductible

90% after plan deductible

90% after plan deductible

OUT-OF-NETWORK

70% of the Maximum Reimbursable
Charge after plan deductible

70% of the Maximum Reimbursable
Charge after plan deductible

In-Network coverage only

70% of the Maximum Reimbursable
Charge after plan deductible
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Open Access Plus Medal Benefits

Certification Requirements - Out-of-Network
For You and Your Dependents

Pre-Admission Certification/Continued Stay Review for
Hospital Confinement

Pre Admission Certification (PAC) and Continued Stay
Review (CSR) refer to the process used ttifyghe Medical
Necessity and length of a Hospital Confinement whenoyou
your Dependentequire treatment in a Hospital:

1 as a registered bed patieakcept for 48/96 hour maternity
stays

1 for Mental Health or Substance Use Disorder Residential
Treatmet Services.

You or your Dependerghould request PAC prior to any ron
emergency treatment in a Hospital described above. In the
case of an emergency admission, you should contact the
Review Organization within 48 hours after the admission. For
an admissin due to pregnancy, you should call the Review
Organization by the end of the third month of pregnancy. CSR
should be requested, prior to the end of the certified length of
stay, for continued Hospital Confinement.

Covered Expenses incurradll not include the first $500 of
Hospital chargemade for each separate admission to the
Hospital unless PAC is received: prior to the date of
admission; or in the case of an emergency admission, within
48 hours after the date of admission.

Covered Expenses incurreat fwhich benefits would
otherwise be payable under this plan for the charges listed
belowwill not include:

1 Hospital charges fdRoomand Board, for treatment listed
above for which PAC was performed, which are made for
any day in excess of the numberdaidys certified through
PAC or CSR; and

1 any Hospital charges for treatment listed above for which
PAC was requested, but which was not certified as
Medically Necessary.

PAC and CSR are performed through a utilization review
program by a Review Organizatiaith which dgnahas
contracted.

In any case, those expenses incurred for which payment is
excluded by the terms set forth above will not be considered as
expenses incurred for the purpose of any other part of this
plan, except for the "Coordination of Bafits" section.

Outpatient Certification Requirements i Out-of-Network

Outpatient Certification refers to the process used to certify
the Medical Necessity of outpatient diagnostic testing and

outpatient procedures, including, but not limited to, those
listed in this section when performed as an outpatient in a
FreeStanding Surgical Facility, Other Health Care Facility or
a Physician's office. You or your Dependent should call the
toll-free number on the back of your I.D. card to determine if
Outpatient Cification is required prior to any outpatient
diagnostic testing or outpatient procedures. Outpatient
Certification is performed through a utilization review
program by a Review Organization with which Cigna has
contracted. Outpatient Certification shdunly be requested
for nonemergency procedures or services, and should be
requested by you or your Dependent at least four working
days (Monday through Friday) prior to having the procedure
performed or the service rendered.

Covered Expenses incurredll not include the first $50fbr
charges made for amutpatient diagnostic testing or
outpatientprocedure performed unless Outpatient Certification
is received prior to the date the testing or procedure is
performed.

Covered Expenses incurredll not include expenses incurred
for charges made fautpatient diagnostic testing or outpatient
procedures for which Outpatient Certification was performed,
but, which was not certified as Medically Nesary.

In any case, those expenses incurred for which payise
excluded by the terms set forth above will not be considered as
expensesicurred for the purpose of any other part of this

plan, except for the "Coordination of Benefits" section.

Outpatient Diagnostic Testing and Outpatient Procedures
Including, bu not limited to:

1 Advanced radiological imagingCT Scans, MRI, MRA or
PET scans.

1 Home Health Care Services.
1 Medical Pharmaceuticals.
1 Radiation Therapy.

HC-PAC122 01-21

Prior Authorization/Pre -Authorized

The term Prior Authorization means the approfat ta
Participating Provider must receive from the Review
Organization, prior to services being rendered, in order for
certain services and benefits to be covered under this policy.

Services that require Prior Authorization include, but are not
limited to:

1 inpatient Hospital servicegxcept for 48/96 hour maternity
stays.

33

myCigna.com



§:2Cigna®

1 inpatient services at any participating Other Health Care
Faclity.

residential treatment.

outpatient facility services.

partial hospitalization.

advanced radiological imaging.
non-emergacy Ambulance
certain Medical Pharmaceuticals.
home health care services.
radiation therapy.

transplant services

= =a =4 =4 4 -a -a -a A

HC-PRAS5 01-22
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Covered Expenses

The term Covered Expenses means expenses incurred by a
person while covered under this plan for the ceailgsted
below for:

1 preventive care serviceand

1 services or supplies that are Medically Necessary for the
care and treatment of an Injury or Zi8iess, as determined
by Cigna.

As determined by Cigna, Covered Expenses may also include

all charges madeyban entity that has directly or indirectly

contracted with Cigna to arrange, through contracts with
providers of services and/or supplies, for the provision of any
servicesand/or supplies listed belovny applicable

Copayments, Deductibles or limits areshown in The

Schedule.

Covered Expenses

1 charges for inpatient Room and Board and other Necessary
Services and Supplies made by a Hospital, subject to the
limits as shown in The Schedule.

1 charges for inpatient Room and Board and other Necessary
Services ad Supplies made by an Other Health Care
Facility, including a Skilled Nursing Facility, a
Rehabilitation Hospital or a subacute facility as shown in
The Schedule.

1 charges for licensed Ambulance service to the nearest
Hospital where the needed medical camd treatment can
be provided.

1 charges for outpatient medical care and treatment received
at a Hospital.

charges for outpatient medical care and treatment received
at a FreeStanding Surgical Facility.

charges for Emergency Services.
charges for Urgent Car

charges by a Physician or a Psychologist for professional
services.

charges by a Nurse for professional nursing service.

charges for anesthetics, including, but not limited to
supplies and their administration.

charges for diagnosticnay.

charges fomdvanced radiological imaging, including for
example CT Scans, MRI, MRA and PET scans and
laboratory examinations;pay, radiation therapy and
radium and radioactive isotope treatment and other
therapeutic radiological procedures.

charges for chemotherapy
charges for blood transfusions.
charges for oxygen and other gases and their administration.

charges for Medically Necessary foot care for diabetes,
peripheral neuropathies, and peripheral vascular disease.

charges for screening prostagecific antigerfPSA)
testing.

charges for laboratory services, radiation therapy and other
diagnostic and therapeutic radiological procedures.

charges made for Family Planning, including medical
history, physical exam, related laboratory tests, medical
supervision in amordance with generally accepted medical
practices, other medical services, information and
counseling on contraception, implanted/injected
contraceptives, after appropriate counseling, medical
services connected with surgical therapies (tubal ligations,
vasectomies).

charges for the following preventive care services as
defined by recommendations from the following:

1 the U.S. Preventive Services Task Force (A and B
recommendations);

1 the Advisory Committee on Immunization Practices
(ACIP) for immunizations;

fthe American Academy of Ped
Schedule of the Bright Futures Recommendations for
Pediatric Preventive Health Care;

fthe Uniform Panel of the Se

on Heritable Disorders in Newborns and Children; and

1 with respectd women, evidenesformed preventive
care and screening guidelines supported by the Health
Resources and Services Administration.
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Detailed information is available at www.healthcare.gov.
For additional information on immunizations, visit the
immunizationschedule section of www.cdc.gov.

1 charges for medical diagnostic services to determine the
cause of erectile dysfunction. Penile implants are covered
for an established medical condition that clearly is the cause
of erectile dysfunction, such as postopemfprostatectomy
and diabetes. Penile implants are not covered as treatment
of psychogenic erectile dysfunction.

1 charges for surgical and nauirgical treatment of
Temporomandibular Joint Dysfunction (TMJ).

1 charges for acupuncture.

1 charges for hearing aidsd associated exam for device
testing and fitting, including but not limited to semi
implantable hearing devices, audiant bone conductors and
Bone Anchored Hearing Aids (BAHAS). A hearing aid is
any device that amplifies sound.

1 Medically Necessary orthogthic surgery to repair or
correct a severe facial deformity or disfigurement.

1 charges for the administration of the COVID vaccine or
screening and testing for COVADR.

1 abortion services.

1 charges for laboratory testing expenses will be covered in
full when recommended by a Physician for ongoing
monitoring of HIV prevention drug treatment.

1 charges for a drug prescribed for the treatment of cancer for
a medically accepted indication, even if the drug has not
been approved by the federal Food and Drug ikdstration
for that indication. However, use of the drug must be a
medically accepted indication for the treatment of cancer, in
general. "Medically accepted indication" means another use
of the drug if that use is supported by one or more citations
in the standard reference compedia (the United States
Pharmacopeia Drug Information or the American Hospital
Formulary Service Drug Information) or the Plan, based on
guidance from the federal Medicare program, determines
such use is medically accepted basedugportive clinical
evidence in peereviewed medical literature. Coverage
includes Medically Necessary services given in connection
with the administration of the drug.

1 charges for a drug prescribed for the treatment of HIV or
AIDS, even if the drug hasot been approved by the federal
Food and Drug Administration for that indication, as long as
the drug is recognized for the treatment of that indication in
one of the standard reference compendia (the United States
Pharmacopeia Drug Information or the Amsan Hospital
Formulary Service Drug Information) or in peeviewed
medical literature. Coverage includes Medically Necessary
services given in connection with the administration of the
drug.

1 charges for laboratory fees up to $150 arising from human
leukocyte antigen testing performed to establish bone
marrow transplantation suitability.

Virtual Care
Dedicated Virtual Providers

Includes charges for the delivery of r¢iahe medical and
healthrelated services, consultations and remote monitoring
by dediated virtual providers as medically appropriate
through audio, video and secure interbased technologies.

Includes charges for the delivery of mental health and
substance use disordealated services, consultations, and
remote monitoring by dedicatedttwal providers as
appropriate through audio, video and secure intdraséd
technologies.

Virtual Physician Services

Includes charges for the delivery of réiahe medical and
healthrelated services, consultations and remote monitoring
as medically apppriate through audio, video and secure
internetbased technologies that are similar to office visit
services provided in a fag¢e-face setting.

Includes charges for the delivery of r¢iahe mental health
and substance use disorder consultations anitesy via
secure telecommunications technologies that shall include
video capability, telephone and internet, when such
consultations and services are delivered by a behavioral
provider and are similar to office visit services provided in a
faceto-face ®tting.

Convenience Care Clinic

Convenience Care Clinics provide for common ailments and
routine services, including but not limited to, strep throat, ear
infections or pink eye, immunizations and flu shots.
Nutritional Counseling

Charges for nutritionalaunseling when diet is a part of the
medical management of a medical or behavioral condition.
Enteral Nutrition

Enteral Nutrition neans medical foods that are specially
formulated for enteral feedings or oral consumption.

Coverage includes medically appeavformulas prescribed by
a Physician for treatment of inborn errors of metabolism (e.g.,
disorders of amino &t or organic acid metabolism).
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Internal Prosthetic/Medical Appliances

Charges for internal prosthetic/medical appliances that provide
permanenbr temporary internal functional supports for non
functional body parts are covered. Medically Necessary repair,
maintenance or replacement of a covered appliance is also
covered.

HC-COV1122 01-23

ViMm

Obesity Treatment

1 charges made for medical and soadservices only at
approved centers for the treatment or control of clinically
severe (morbid) obesity as defined below and if the services
are demonstrated, through existing peer reviewed, evidence
based, scientific literature and scientifically based
guidelines, to be safe and effective for the treatment or
control of the condition. Clinically severe (morbid) obesity
is defined by the National Heart, Lung and Blood Institute
(NHLBI) as a Body Mass Index (BMI) of 40 or greater
without comorbidities, oa BMI of 3539 with
comorbidities. The following items are specifically
excluded:

1 medical and surgical services to alter appearances or
physical changes that are the result of any medical or
surgical services performed for the treatment or control of
obesty or clinically severe (morbid) obesity; and

1 weight loss programs or treatments, whether or not they
are prescribed or recommended by a Physician or under
medical supervision.

HC-COV2 04-10

Vi

Home Health Care Services

Charges for skilled care providég certain health care
providers during a visit to the home, when the home is
determined to be a medically appropriate setting for the
services. A visit is defined as a period of 2 hours or less.
Home Health Care Services are subject to a maximum of 16
hours in total per day.

Home Health Care Services are covered when skilled care is
required under any of the following conditions:

1 the required skilled care cannot be obtained in an outpatient
facility.

1 confinement in a Hospital or Other Health Care Fadiity
not required.

fthe patientds home is deter
medically appropriate placto receive specific services.

Covered services include:

1 skilled nursing services provided by a Registered Nurse
(RN), Licensed Practical Nurse (LPN), kiesed Vocational
Nurse (LVN) and an Advanced Practice Registered Nurse
(APRN).

1 services provided by health care providers such as physical
therapist, occupational therapist and speech therapist.

1 services of a home health aide when provided in direct
suppot of those nurses and health care providers.

1 necessary consumable medical supplies and home infusion
therapy administered or used by a health care provider.

Note: Physical, occupational, and other Outpatient Therapy
Services provided in the home are cageunder the
Outpatient Therapy Services benefit shown in The Schedule.

The following are excluded from coverage:

1 services provided by a person who is a member of the
patientés family, even when
provider.

1 services provided by gerson who normally resides in the
patientdés house, even when
provider.

1 nonskilled care, Custodial Services, and assistance in the
activities of daily living, including but not limited to eating,
bathing, dressing or otherrgees; selfcare activities;
homemaker services; and services primarily for rest,
domiciliary or convalescent care.

Home Health Care Services, for a patient who is dependent
upon others for noskilled care and/or Custodial Services, is
provided only whenhere is a family member or caregiver
present in the home at the time of the health care visit to
provide the nosskilled care and/or Custodial Services.

HC-COV1123 01-22

Hospice Care Services

Charges for services for a person diagnosed with advanced
illness having a life expectancy of twelve or fewer months.
Services provided by a Hospice Care Program are available to
those who have ceased treatment and to those continuing to
receive curative treatment and therapies.

Hospice Care Programs rendered tpspice Facilities or
Hospitals include services:

1 by a Hospice Facility for Room and Board and Services and
Supplies;

1 by a Hospice Facility for services provided on an outpatient
basis;
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1 by a Physician for professional services;

1 by a Psychologist, social wker, family counselor or
ordained minister for iividual and family counseling;

1 for pain relief treatment, including drugs, medicines and
medical supplies;

Hospice Care Programs rendered by Other Health Care
Facilities or in the Home include services:

1 for parttime or intermittent nursing care by or under the
supervision of a Nurse;

1 for parttime or intermittent ervices of an Other Health
Professional;

1 physical, occupational and speech therapy;
1 medical supplies;

1 drugs and medicines lawfully dispensed omtythe writen
prescription of a Physician;

1 laboratory services;

but only to the extent such charges would have been
payable under the policy if the person had remained or been
Confined in a Hospital or Hospice Facility.

The following charges for Hospidgare Services are not
included as Covered Expenses:

1 services of a person who is a member of your family or your
Dependent's family or who normally resides in your house
or your Dependent's house;

1 servicedor any period when you or your Dependent is not
under the care of a Physician;

1 services or supplies not listed in the Hospice Care Program;

1 to the extent that any other benefits are payable for those
expenses under the policy;

1 services or supplies that are primarily to aid yoyaur
Dependent in dailyiving.

HC-COV1180 01-22

Mental Health and SubstancdJse DisorderServices

Mental Health Servicesare services that are required to treat
a disorder that impairs the behavior, emotional reaction or
thought processes. In determining benefits payable, eharg
made for the treatment of any physiological conditions related
to Mental Health will not be considered to be charges made
for treatment of Mental Health.

SubstanceUse Disorderis defined as the psychological or
physical dependence on alcohol or othéndyaltering drugs
that requires diagnosis, care, and treatment. In determining
benefits payable, charges made for the treatment of any
physiological conditions related to rehabilitation services for

alcohol or drug abuse or addiction will not be consideocbe
charges made for treatment of Substddse Disorder.

Inpatient Mental Health Services

Services that are provided by a Hospital while you or your
Dependent is Confined in a Hospital for the treatment and
evaluation of Mental Health. Inpatient Mehttealth Services
include Mental Health Residential Treatment Services.

Mental Health Residential Treatment Services are services
provided by a Hospital for the evaluation and treatment of the
psychological and social functional disturbances that are a
result of subacute Mental Health conditions.

Mental Health Residential Treatment Center means an
institution which specializes in the treatment of psychological
and social disturbances that are the result of Mental Health
conditions; provides a subacuteustured, psychotherapeutic
treatment program, under the supervision of Physicians;
provides 24hour care, in which a person lives in an open
setting; and is licensed in accordance with the laws of the
appropriate legally authorized agency as a residential
treatment center.

A person is considered confined in a Mental Health
Residential Treatment Center when she/he is a registered bed
patient in a Mental Health Residential Treatment Center upon
the recommendation of a Physician.

Outpatient Mental Health Services

Services of Providers who are qualified to treat Mental Health
when treatment is provided on an outpatient basis, while

or your Dependent isot Confined in a Hospital, and is
provided in an individual, group or Mental HeaRhrtial
Hospitalization or Intensive Outpatient Therapy Program.
Covered services include, but are not limited to, outpatient
treatment of conditions such as: anxiety or depression which
interfere with daily functioning; emotional adjustment or
concerns related to chronic cotidins, such as psychosis or
depression; emotional reactions associated with marital
problems or divorce; child/adolescent problems of conduct or
poor impulse control; affective disorders; suicidal or
homicidal threats or acts; eating disorders; or acute
exacerbation of chronic Mental Health conditions (crisis
intervention and relapse prevention) and outpatient testing and
assessment.

Mental Health Partial Hospitalization Services are rendered
not less than 4 hours and not more than 12 hours in any 24
hour eriod by a certified/licensed Mental Health program in
accordance with the laws of the appropriate legally authorized
agency.

A Mental Health Intensive Outpatient Therapy Program
consists of distinct levels or phases of treatment that are
provided by a ceified/licensed Mental Health prograim
accordance with the laws of the appropriate, legally authorized
agency Intensive Outpatient Therapy Programs provide a
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combination of individual, family and/or group therapy in a the Medical Necessity of each situation, whether such services
day, totaling nine or more hoursanweek will be provided in an inpatient or outpatient setting.

Inpatient SubstanceUse DisorderRehabilitation Services Exclusions

Services provided for rehabilitation, whiyeu or your The following are specifically excluded from Mental Health
Dependent i€onfined in a Hospital, when required for the and Substancdse DisordefServices:

diagnosis and treatment of abuse or addiction to alcohol and/or 1 treatment of disorders which have been diagnosed as

drugs. In@tient Substancese DisordeServices include organic mental disorders associated with permanent

Residential Treatment services. dysfunction of the brain.
SubstanceUseDisorder Residential Treatment Services 1 developmental disorders, including but not limited to,
areservices provided by a Hospital for the evaluation and developmental reading disorders, developmental arithmetic
treatment of the psychological and social functional disorders, developméal language disorders or
disturbances that are a result of subacute Substdssm developmental articulation disorders.
Disorderconditions. . i .

] ] ) 1 counseling for activities of an educational nature.
SubstanceUse DisorderResidential Treatment Center . L L
means an institution which specializes in the treatment of T counseling for borderline intellectual functioning.
psychological and social disturbances that are the result of 1 counseling for occupational problems.
psychotherapeutic treatment program, under the supervision of . - .
Physicians; provides 2dour care, in which a person lives in i vocational or religious counseling.
an open setting; and is licensed in accordance with the laws of 1T I.Q. testing.
the appropriate legally authized agency as a residential 1 custodial care, including but not limited to geriatric day
treatment center. care.
A person is considered confined in a Substdsee Disorder 1 psychological testing on children requested by or for a
Residential Treatment Center when she/he is a registered bed school system.

patient in a Substanddse DisordeResidential Treatment . . .
1 occupational/recreational therapy programs even if

Center upon the recommendmtiof a Physician. . X . .
combined with supportartherapy for ageelated cognitive
Outpatient Substance Use Disorder Rehabilitation Services decline.
Services provided for the diagnosis and treatment of
Substance Use Disorder addiction to alcohol and/or drugs,
while you or your Dependent i®ot Confined in a Hospital,
including outpatient rehabilitation in an individual, or a
SubstancéJse DisordePartial Hospitalization ointensive Durable Medical Equipment

Outpatient Therapy Program. 1 charges made for purchase or rental of Durable Medical

HC-COVv481 12-15

Substance Use Disorder Partial Hospitalization Services are Equipment that is ordered or prescribed by a Physician and
rendered no less than 4 hours and not more than 18 our provided by a vendor approved big@afor use outsid a

any 24hour period by a certified/licensed Substance Use Hospital or Other Health Care Facility. Coverage for repair,
Disorder program in accordance with the laws of the replacement or duplicate equipment is provided only when
appropriate legally authorized agency. required due to anatomical change and/or reasonable wear
A SubstancéJse Disordetntensive Outpatient Therapy and tear. All rrlaintenar)ce and repairs thaE result from a
Program consists of distinct levels or phaseseazftment that personosetimies pge sands respons
are provided by a certified/licensed Substaldse Disorder Durable Medical Equipment is defined as items which are
programin accordance with the laws of the appropriate legally ~ designed for and able to withstand repeated use by more than
authorized agencyntensive Outpatient Therapy Programs one person; customarily serve a medical purpose; generally
provide a combination of individual, family and/or group are not useful in the absence of Injury or Sicknass

therapy in a day, totaling nine, or more hours in a week. appropriate for use in the home; and are not disposable. Such
SubstanceUse DisorderDetoxification Services equipment includes, but is not limited to, crutches, hospital

e . . . bedsyventilators insulin pumps anevheel chairs.
Detoxification and related medical ancillary services are s pump

provided when required for the diagnosis and treatment of
addiction to alcohol and/or drugSigna will decide, based on
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Durable Medical Equipment items that are not covered include
but are not linited to those that are listed below:

1 Bed Related Items:bed trays, over the bed tables, bed
wedges, pillows, custom bedroom equipment, mattresses,
including nonpower mattresses, custom mattresses and
posturepedic mattresses.

1 Bath Related Items:bath lifts nonportable whirlpools,
bathtub rails, toilet rails, raised toilet seats, bath benches,
bath stools, hand held showers, paraffin baths, bath mats,
and spas.

1 Fixtures to Real Property: ceiling lifts and wheelchair
ramps.

1 Car/Van Modifications.

1 Air Quality Items: room humidifiers, vaporizers arailr
purifiers.

1 Other Equipment: centrifuges, needleless injectors, heat
lamps, heating pads, cryounits, cryotherapy machines,
ultraviolet cabinets, that emit Ultraviolet A (UVA) rays
sheepskin pads and boots, postdrainage board, AC/DC
adaptors, scales (baby and adult), stair gliders, elevators,
saunas, cervical and lumbar traction devices, exercise
equipment and diathermy machines.

HC-COV1124 02-21

External Prosthetic Appliances and Devices

1 chargesnade or ordred by a Physician for: the initial
purchase and fitting of external prosthetic appliances and
devices available only by prescription which are necessary
for the alleviation or correction of Injurgickness or
congenital defecCoverage for repair or ptacement of a
prosthetic device if repair or replacement is determined
appropriate by your provider.

External prosthetic apjinces and devicesclude
prostheses/psthetic appliances and devicesthoses and
orthotic devices; braces; and splints.

Prostheses/Prosthetic Appliances and Devices

Prostheses/prosthetic appliances and devices are defined as
fabricated replacements for missing body parts.
Prostheses/prosthetic appliances and devices include, but are
not limited to:

1 limb prostheses;

1 terminal deices such as hands or hooks;
1 speech prostheses; and

1 facial prostheses.

Orthoses and Orthotic Devices

Orthoses and orthotic devices are defined as orthopedic
appliances or apparatuses used to support, align, prevent or
correct deformities. Coverage is proedifor custom foot
orthoses and other orthoses as follows:

1 Non-foot orthose$ only the following norfoot orthoses
are covered:

9 rigid and semtigid custom fabricated orthoses;
1 semirigid prefabricated and flexible orthoses; and

1 rigid prefabricated orth@s including preparation, fitting
and basic additions, such as bars and joints.

1 Custom foot orthoseiscustom foot orthoses are only
covered as follows:

1 for persons with impaired peripheral sensation and/or
altered peripheral circulation (e.g. diabetic rogathy
and peripheral vascular disease);

1 when the foot orthosis is an integral part of a leg brace
and is necessary for the proper functioning of the brace;

1 when the foot orthosis is for use as a replacement or
substitute for missing parts of the footgeamputated
toes) and is necessary for the alleviation or correction of
Injury, Sickness or congenital defect; and

1 for persons with neurologic or neuromuscular condition
(e.g. cerebral palsy, hemiplegia, spina bifida) producing
spasticity, malalignment,rgathological positioning of
the foot and there is reasonable expectation of
improvement.

The following are specifically excluded orthoses and orthotic
devices:

1 prefabricated foot orthoses;

1 cranial banding and/or cranial orthoses. Other similar
devices a excluded except when used postoperatively for
synostotic plagiocephaly. When used for this indication, the
cranial orthosis will be subject to the limitations and
maximums of the External Prosthetic Appliances and
Devices benefit;

1 orthosis shoes, shoeditlons, procedures for foot
orthopedic shoes, shoe modifications and transfers;

1 nonfoot orthoses primarily used for cosmetic rather than
functional reasons; and

1 nonfoot orthoses primarily for improved athletic
performance or sports participation.

Braces

A Brace is defined as an orthosis or orthopedic appliance that
supports or holds in correct position any movable part of the
body and that allows for motion of that part.
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The following braces are specifically excluded: Copes
scoliosis braces.

Splints

A Splint is defined as an appliance for preventing movement
of a joint or for the fixation of displaced or movable parts.

Coverage for replacement of external prosthetic appliances
and devices is limited to the following:

1 replacement due to regular wear. Replaent for damage
due to abuse or misuse by the person will not be covered.

1 replacement required because anatomic change has rendered

the external prosthetic appliance or device ineffective.
Anatomic change includes significant weight gain or loss,
atrophyand/or growth.

1 replacement due to a surgical alteration or revision of the
impacted site.

Coverage for replacement is limited as follows:

1 no more than once every 24 months for persons 19 years of
age and older.

1 no more than once every 12 months for pesstyears of
age and under.

The following are specifically excluded external prosthetic
appliances and devices:

1 external and internal power enhancemént®xternal
prostheticdevices;or

1 microprocessor controlled prostheses and orthoses; and
1 myoelectricprostheses and orthoses

HC-COV1125 01-22

ViMm

Infertility Services

1 chargesmade for services related to diagnosis of infertility
and treatment of infertility once a condition of infertility has
been diagnosed. Services include, but are not limited to:
approved surgeries and other therapeutic procedures that
have been demonstrated in existing pesiewed,
evidencebased, scientific literature to have a reasonable
likelihood of resulting in pregnancy; laboratory tests; sperm
washing or preparation; #itial insemination;and
diagnostic evaluations.

Infertility is defined as:

1 the inability of oppositesex partners to achieve
conception after at least one year of unprotected
intercourse;

1 the inability of oppositesex partners to achieve
conception aftesix months of unprotected intercourse,

when the female partner trying to conceive is age 35 or
older;

1 the inability of a woman, with or without an oppossiex
partner, to achieve conception after at least six trials of
medically supervised artificial iesnination over a one
year period; and

1 the inability of a woman, with or without an oppossiex
partner, to achieve conception after at least three trials of
medically supervised artificial insemination over a six
month period of time, when the female parttrying to
conceive is age 35 or older.

This benefit includes diagnosis and treatment of both male and
female infertility.

However, the following are specifically excluded infertility
services:

1 Infertility drugs;

1 In vitro fertilization (IVF); gamete imafallopian transfer
(GIFT); zygote intrafallopian transfer (ZIFT) and variations
of these procedures;

1 Donor charges and services;
1 Cryopreservation of donor sperm and eggs; and

1 Any experimental, investigational or unproven infertility
procedures or therags.

HC-COV733M 01-19

Outpatient Therapy Services
Charges for the following therapy services:

Cognitive Therapy, Occupational Therapy, Osteopathic
Manipulation, Physical Therapy, Pulmonary
Rehabilitation, Speech Therapy

1 Charges for therapy services amvered when provided as
part of a program of treatment.

Cardiac Rehabilitation

1 Charges for Phase Il cardiac rehabilitation provided on an
outpatient basis following diagnosis of a qualifying cardiac
condition when Medically Necessary. Phase Il is a Hospita
based outpatient program following an inpatient Hospital
discharge. The Phase Il program must be Physician directed
with active treatment and EKG monitoring.

Phase Il and Phase IV cardiac rehabilitation is not covered.
Phase Il follows Phase Il andgenerally conducted at a
recreational facility primar
achieved through Phases | and Il. Phase IV is an
advancement of Phase Ill which includes more active
participation and weight training.
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Chiropractic Care Services

1 Chages for diagnostic and treatment services utilized in an
office setting by chiropractic Physicians. Chiropractic
treatment includes the conservative management of acute
neuromusculoskeletal conditions through manipulation and
ancillary physiological treatent rendered to specific joints
to restore motion, reduce pain, and improve function. For
these services you have direct access to qualified
chiropractic Physicians.

Coverage is provided when Medically Necessary in the most
medically appropriate setting:t

fRestore function (called A
1 To restore function that has been impaired or lost.

1 To reduce pain as a result of Sickness, Injury, or loss of a

body part.
1 Improve, adapt or attain function (sometimes called
Ahabilitativeod):

1 To improve, adapor attain function that has been
impaired or was never achieved as a result of congenital
abnormality (birth defect).

1 To improve, adapt or attain function that has been

impaired or was never achieved because of mental health

and substance use disordenditions. Includes
conditions such as autism and intellectual disability, or

mental health and substance use disorder conditions that

result in a developmental delay.

Coverage is provided as part of a program of treatment when

the following criteria are e

fThe individual 6s condition
improving in response to therapy, and maximum
improvement is yet to be attained.

1 There is an expectation that the anticipated improvement is

attainable in a reasonable and generally predietaériod
of time.

1 The therapy is provided by, or under the direct supervision
of, a licensed health care professional acting within the
scope of the license.

1 The therapy is Medically Necessary and medically
appropriate for the diagnosed condition.

Covera@ for occupational therapy is provided only for
purposes of enabling individuals to perfothe activities of
daily living after aninjury or Sickness.

Therapy services that are not covered include:
1 sensory integration therapy
1 treatment of dyslexia.

1 mainienance or preventive treatment provided to prevent
recurrence ortomairitan t he pati ent 6s

1 charges for Chiropractic Care not provided in an office
setting.

q vitamin therapy.

Coverage is administered according to the following:

1 Multiple theray services provided on the same day
constitute one day of service for each therapy type.

HC-COV982 01-21

Breast Reconstruction and Breast Prostheses

fi ehbrde$ rhadeafdr FedoRstruktive surgery following a
mastectomy; benefits include: surgical services for
reconstruction of the breast on which surgery was
performed; surgical services for reconstruction of the non
diseased breast to produce symmetrical appearance;

postoperative breast prostheses; and mastectomy bras and

prosthetics, limited to the lowest c@dternative available

that meets prosthetic placement needs. During all stages of

mastectomy, treatment of physical complications, including
lymphedema therapy, are covered.

Reconstructive Surgery

1 charges made for reconstructive surgery or therapy tarrepa

or correct a severe physical deformity or disfigurement
which is accompanied by functional deficit; (other than
abnormalities of the jaw or conditions related to TMJ
disorder) provided that: the surgery or therapy restores or
improves function; reconsitction is required as a result of
Medically Necessary, necosmetic surgery; or the surgery

aQr th?rqgo is r |
result of the congenital absence or agenesis
formation or development) of a body part. Rep@at
subsequent surgeries for the same condition are covered
only when there is the probability of significamlditional
improvement as determined by the utilization review
Physician.

(o)

HC-COV631 12-17

Transplant Servicesand Related Specialty Care

Chargesmade for human organ and tisgtensplant services
which include solid organ and bone marrow/stem cell
procedures at designated facilities throughout the United
States or its territoried.his coverage is subject to the
following conditions and limitation

Transplant services incl
and Hospital services; inpatient immunosuppressive
medications; and costs for organ or bone marrow/stem cell

ude

¢ uprocusement. Erangplani services are covered only if they are

required to perfornany of the following human to human
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organ or tissue transplants: allogeneic bone marrow/stem cell,
autologous bone marrow/stem cell, cornea, heart, heart/lung,
kidney, kidney/pancreas, liver, lung, pancreas or intestine
which includes small bowsdiver or multi-visceral.

Implantation procedures are also covered for artificial heart,
percutaneous ventricular assist device (PVAD), extracorporeal
membrane oxygenation (ECMO) ventricular assist device
(VAD) and intraaortic balloon pump (IABP) are also covered.

1 All transplant services and related specialty care services,
other than cornea transplants, are covered when received at
Cigna LifeSOURCE Transplant Network® facilities.

1 Transplant services and related specialty care services
received at Participating Proler facilities specifically
contracted with Cigna for those transplant services and
related specialty care services, other than Cigna
LifeSOURCE Transplant Network® facilities, are payable
at the InNetwork level.

1 Transplant services and related speciedtre services
received at any other facility, including n®articipating
Provider facilities and Participating Provider facilities not
specifically contracted with Cigna for transplant services
and related specialty care services, are not covered.

1 Corneatransplants received at a facility that is specifically
contracted with Cigna for this type of transplant are payable
at the InNetwork level.

Coverage for organ procurement costs are limited to costs
directly related to the procurement of an organ, feooadaver

or a live donor. Organ procurement costs shall consist of
hospitalization and surgery necessary for removal of an organ
and transportation of a live donor (refer to Transplant and
Related Specialty Care Trdv&ervices) Compatibility testing
uncertaken prior to procurement is covered if Medically
Necessary. Costs related to the search for, and identification of
a bone marrow or stem cell donor for an allogeneic transplant
are also covered.

Advanced cellular therapy, including but not limited to,
immune effector cell therapies and Chimeric Antigen Receptor
Therapy (CART) cellular therapy, is covered when performed
at a Cigna LifeSOURCE Transplant Network® facility with

an approved stem cell transplant program. Advanced cellular
therapy received &articipating Provider facilities

specifically contracted with Cigna for advanced cellular
therapy, other than Cigna LifeSOURCE Transplant Network®
facilities, are payable at the-Metwork level. Advanced

cellular therapy received at any other facilihgluding non
Participating Provider facilities and Participating Provider
facilities not specifically contracted with Cigna for advanced
cellular therapy, are not covered.

Transplant and Related Specialty Care Travel Services

Charges made for netaxabletravel expenses incurred by you
in connection with a preapproved organ/tissue transplant are
covered subject to the following conditions and limitations:

1 Transplant and related specialty care travel benefits are not
available for cornea transplants.

1 Benefts for transportation and lodging are available to the
recipient of a preapproved organ/tissue transplant and/or
related specialty care from a designated Cigna
LifeSOURCE Transplant Netwogfacility.

1 The term recipient is defined to include a personivéaog
authorized transplant related services during any of the
following: evaluation, candidacy, transplant event, or{ost
transplant care.

1 Travel expenses for the person receiving the transplant will
include charges for: transportation to and from the
desgnated Cigna LifeSOURCE Transplant Network®
facility (including charges for a rental car used during a
period of care at the designated Cigna LifeSOURCE
Transplant Network® facility); and lodging while at, or
traveling to and from, the designated CigneeGOURCE
Transplant Network® facility.

1 In addition to your coverage for the charges associated with
the items above, such charges will also be considered
covered travel expenses for one companion to accompany
you. The term companion includes your spousaeaber
of your family, your legal guardian, or any person not
related to you, but actively involved as your caregiver who
is at least 18 years of age.

1 The following are specifically excluded travel expenses: any
expenses that if reimbursed would be tdgalicome, travel
costs incurred due to travel within 60 miles of your home;
food and meals; laundry bills; telephone bills; alcohol or
tobacco products; and charges for transportation that exceed
coach class rates.

These benefits for Transplant Servicad &elated Specialty
Care, and for Transplant and Related Specialty Care Travel
Services are only available when the covered person is the
recipient of an organ/tissue transplant. Travel expenses for the
designated live donor for a covered recipient areced

subject to the same conditions and limitations noted above.
Charges for the expenses of a donor companion are not
covered. No transplant and related specialty care services or
travel benefits are available when the covered person is the
donorforammr gan/ ti ssue transplant,
plan would cover all donor costs.

HC-COV1126 01-22
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Medical Pharmaceuticals

The plan covers charges made for Medical Pharmaceuticals
that are administered in an Inpatient setting, Outpatient
setting, Phg i ¢ i a n,@rdn acdvdrad pegson's home.

Benefits under this section are provided only for Medical
Pharmaceuticals which, due to their characteristics (as
determined by Cigna), are required to be administered, or the
administration of which must kdirectly supervised, by a
qualified Physiciaror Other Health Professiondenefits
payable under this section include Medical Pharmaceuticals
whose administration may initially, or typically, require
Physicianor Other Health Professionalersight but ray be
selfadministered under certain conditions specified in the
productdés FDA |l abeling.

Certain Medical Pharmaceuticals are subject to prior
authorization requirements or other coverage conditions.
Additionally, certain Medical Pharmaceuticals are sutijec

step therapy requirements. This means that in order to receive
benefits for such Medical Pharmaceuticals, you are required to
try a different Medical Pharmaceutical and/or Prescription
Drug Product first.

Utilization management requirements or otheverage
conditionsare based oa number of factorsyhich may
includeclinical and economic factors. Clinical factors may

i nclude, but are not | imited
evaluations of the place in therapy, relative safety or relative
efficacy of Medcal Pharmaceuticals as well as whether
certain supply limits or othartilization management
requirements should apply. Economic factors may include, but
are not | imited to, the Medi
including, but not limited to, assessments loa ¢ost
effectiveness of the Medical Pharmaceuticals and available
rebates. Regardless of its eligibility for coverage under your
plan, whether a particular Prescriptibrug Product is
appropriate for you or any of your Dependesta

determination thais made by yoyor your Dependengnd

the prescribing Physician.

The coverage criteria for a Medical Pharmaceutical may
change periodically for various reasons. For example, a
Medical Pharmaceutical may be removed from the market, a
new Medical Pharmaceaal in the same therapeutic class as a
Medical Pharmaceutical may become available, or other
market events may occur. Market events that may affect the
coverage status of a Medical Pharmaceutical include, but are
not limited to, an increase in the costo¥ledical
Pharmaceutical.

HC-COV1168 01-22

c

Gene Therapy

Charges for gentherapy products and services directly
related to their administration are covered when Medically
Necessary. Gene therapy is a category of pharmaceutical
products approved by the & Food and Drug Administration
(FDA) to treat or cure a disease by:

1 replacing a diseaseausing gene with a healthy copy of the
gene.

 inactivating a diseaseausing gene that may not be
functioning properly.

1 introducing a new or modified gene into thedgdo help
treat a disease.

Each gene therapy product is specific to a particular disease
and is administered in a specialized manner. Cigna determines
which products are in the category of gene therapy, based in
part on the nature of the treatment and ftas/distributed

and administered.

Coverage includes the cost of the gene therapy product;
medical, surgical, and facility services directly related to
administration of the gene therapy product; and professional
services.

Gene therapy products and thadiministration are covered
when prior authorized to be received alNatwork facilities
specificalty hoatracgtedl With Cignan fori the specifié gene
therapy service. Gene therapy products and their
administration received at other facilities are not covered.

Gene Therapy Travel Services

gl]argelg Waad? fm’ élegaéaglg tga\éelaefpgnges i@céjrgeg by you
in connection with a prior authorized gene therapy procedure
are covered subject to the following conditions and
limitations.

Benefits for transportation and lodgiage available to you

only when you are the recipient of a prior authorized gene
therapy; and when the gene therapy products and services
directly related to their administration are received at a
participating InNetwork facility specifically contracted iti

Cigna for the specific gene therapy service. The term recipient
is defined to include a person receiving prior authorized gene
therapy related services during any of the following:
evaluation, candidacy, event, or post care.

Travel expenses for the pen receiving the gene therapy
include charges for: transportation to and from the gene
therapy site (including charges for a rental car used during a
period of care at the facility); and lodging while at, or
traveling to and from, the site.

In addition toyour coverage for the charges associated with
the items above, such charges will also be considered covered
travel expenses for one companion to accompany you. The
term companion includes your spouse, a member of your
family, your legal guardian, or angfson not related to you,
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but actively involved as your caregiver who is at least 18 years
of age.

The following are specifically excluded travel expenses: any
expenses that if reimbursed would be taxable income, travel
costs incurred due to travel withé® miles of your home;

food and meals; laundry bills; telephone bills; alcohol or
tobacco products; and charges for transportation that exceed
coach class rates.

HC-COV873 01-20

Clinical Trials

This plan covers routine patient care costs and servicdsdel
to an approved clinical trial for a qualified individual. The
individual must be eligible to participate according to the trial
protocol anckither of the following conditiongnust be met:

1 the referring health care professional is a participating
heat h care provider and has
participation in such trial would be appropriate; or

1 the individual provides medical and scientific information
establ i shing d<phrécipatianimehe ¢limcdli v i
trial would be appropate.

In addition to qualifying as an individual, the clinical trial

must also meet certain criteria in order for patient casésco

and services to be covered.

The clinical trial must be a phase |, phase Il, phase llI, or
phase IV clinical trial conducted relation to the prevention,
detection, or treatment of cancer or otherlifeeatening
disease or condition that meetsy of the following criteria:

1 itis afederally funded trial. The study or investigation is
approved or funded (which may includenfling through in
kind contributions) by one or more of the following:

1 National Institutes of Health (NIH).

1 Centers for Disease Control and Prevention (CDC).

1 Agency for Health Care Research and Quality (AHRQ).
1 Centers for Medicare and Medicaid Services @M

1 a cooperative group or center of any of the entities
described above or the Department of Defense (DOD) or
the Department of Veterans Affairs (VA).

1 a qualified norgovernmental research entity identified in
NIH guidelines for center support grants.

1 anyof the following: Department of Energy, Department
of Defense, Department of Veterans Affairdydith of
the following conditions are met:

1 the study or investigation has been reviewed and
approved through a system of peer review comparable
to the systenof peer review of studies and

investigations used by the National Institutes of Health
(NIH); and

1 the study or investigation assures unbiased review of
the highest scientific standards by qualified individuals
who have no interest in the outcome of theeev

1 the study or investigation is conducted under an
investigational new drug application reviewed by the U.S.
Food and Drug Administration (FDA).

1 the study or investigation is a drug trial that is exempt
from having such an investigational new drug agailon.

The plan does not cover any of the following services
associated with a clinical trial:

1 services that are not considered routine patient care costs
and services, including the following:

1 the investigational drug, device, item, or service that is
provided solely to satisfy datallection and analysis
needs.

c 0 iy arl itendl o servitehhattis ndt hised in the difeot dlirlcet a | 0

management of the individual.

1 a service that is clearly inconsistent with widely accepted
d u andl dstablished standards of care for a padatic
diagnosis.

1 an item or service provided by the research sponsors free of
charge for any person enrolled in the trial.

1 travel and transportation expenses, unless otherwise covered
under the plan, including but not limited to the following:

1 fees for pergnal vehicle, rental car, taxi, medical van,
ambulance, commercial airline, train.

1 mileage reimbursement for driving a personal vehicle.
1 lodging.
1 meals.

1 routine patient costs obtained aftnetwork when Oubf-
Network benefits do not exist under the plan.

Examples of routine patienae costs and services include:
1 radiological services.

1 laboratory services.
1 intravenous therapy.
1 anesthesia services.
1 Physician services.
1 office services.
1 Hospital services.
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1 Room and Board, and medical supplies that typicatiyld
be covered under the plan for an individual who is no
enrolled in a clinical trial.

Clinical trials conducted by Odf-Network providers will be
covered only when the following conditions are met:

1 In-Network providers are not participating in ttiaical
trial; or

1the c¢clinical trial is conducted outside the individual 6s
of residence.

HC-COV1128 01-22
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Prescription Drug Benefits
The Schedule

For You and Your Dependents

This plan provides Riscription Drug benefits for Prescription Drug Products provided by Pharmacies as shown in t
Schedule. To receive Prescription Drug Benefits, i your Dependenteay be required to pay a Deductible,
Copayment or Coinsurance requirement for CovengueBses for Prescription Drug Products.

You and your Dependents will pay 100% of the cost of any Prescription Drug Product excluded from coverage un
plan. The amount you and your Dependent pays for any excluded Prescription Drug Producspetisndj Pharmacy,
will not count towards your Deductible, if any, or @ftPocket Maximum.

Coinsurance

The term Coinsurance means the percentage of the Prescription Drug Charge for a covered Prescription Drug Pr|
you or your Dependent arequired to pay under this plan in addition to the Deductible, if any.

NETWORK
PHARMACY

NON-NETWORK

BENEFIT HIGHLIGHTS PHARMACY

Lifetime Maximum

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Calendar Year Deductible

Individual

Family

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Out-of-Pocket Maximum

Individual

Family

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Maintenance Drug Products

Maintenance Drug Products may be filled in an amount up to a consecutive 90 day suppéspeption Order or Refill
at a retail Network Pharmacy or home delivery Network Pharmacy.

Certain Preventive Medications covered under this plan and required as part of preventive care services (detailec
information is available at www.healthcare.yjave payable at 100% with no Copayment or Deductible, when purch:
from a Network Pharmacy. A written prescription is required.

Non-prescriptionsmokingcessatiordrugsand Restasiarecovered without prior authorization
Preferred Brand and Genesifor Diabetic supplieand nedicationsare covered at no charge
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BENEFIT HIGHLIGHTS

Prescription Drug Products at
Retail Pharmacies

NETWORK

PHARMACY

The amount you pay for up to a
consecutive 3e&day supply at a
Network Pharmacy

NON-NETWORK
PHARMACY

The amount you pay for up to a
consecutive 3eday supply ata non-
Network Pharmacy

Tier 1

Generic Drugs on the Prescription
Drug List

10% after plan Deductible

In-network coverage only

Tier 2

Brand Drugs designated as
preferred on the Prescription Drug
List

10% after plan Deductible

In-networkcoverage only

Tier 3

Brand Drugs designated as ron
preferred on the Prescription Drug
List

10% after plan Deductible

In-network coverage only

Prescription Drug Products at
Retail Pharmacies

The amount you pay for up to a
consecutive 9&day supply at a
Network Pharmacy

The amount you pay for up to a
consecutive 9&day supply at a non
Network Pharmacy

Tier 1

Generic Drugs on the Prescription
Drug List

10% after plan Deductible

In-network coverage only

Tier 2

Brand Drugs degnated as
preferred on the Prescription Drug
List

10% after plan Deductible

In-network coverage only

Tier 3

Brand Drugs designated as ron
preferred on the Prescription Drug
List

10% after plan Deductible

In-network coverage only

Prescription Drug Products at
Home Delivery Pharmacies

The amount you pay for up to a
consecutive 9&day supply at a
Network Pharmacy

The amount you pay for up to a
consecutive 9eday supply at a non
Network Pharmacy

Tier 1

Generic Drugs on the Prescriptio
Drug List

10% after plan Deductible

In-network coverage only

Tier 2

Brand Drugs designated as
preferred on the Prescription Drug
List

10% after plan Deductible

In-network coverage only
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BENEFIT HIGHLIGHTS

NETWORK

PHARMACY

NON-NETWORK
PHARMACY

Tier 3

Brand Drugs designated as ron
preferred on th@rescription Drug
List

10% after plan Deductible

In-network coverage only
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Prescription Drug Benefits Drug Product, as well as whether certain supply limits or other
utilization management requirements should apply. Economic

factors may includ, but are not limited to, the Prescription
Covered Expenses Drug Product's acquisition cost including, but not limited to,
Your plan provides benefits for Prescription Drug Products on  assessments on the cost effectiveness of the Prescription Drug
the Prescription Drug List that are dispensed by a Pharmacy. Product and available rebates. Regardless of its eligibility for
Detal s regarding your planbds Coooenmagedndd thegd, wiether a paridular ®fescriptom t h e

purposes of the Prescription Drug Benefit include Medically Drug Product is appropriate for you or any of your

Necessary Prescription Drug Products ordered by a Physician, Dependents is a determination that is made by you or your
Limitations, and Exclusions are provided below and/or are Dependent and the prescribing Physician.

shown in The Scheded The coverage status of a Prescription Drug Product may

If you or any one of your Dependents, while insured for change periodally for various reasons. For example, a
Prescription Drug Benefits, incurs expenses for charges made  Prescription Drug Product may be removed from the market, a
by a Pharmacy for Medically Necessary Prescription Drug New Prescription Drug Product in the same therapeutic class
Products ordered by a Physician, your plan provides coverage as a Prescription Drug Product may become available, or other
for those expensess shown in The Schedule. Your benefits market events may occur. Marl@tents that may affect the

may vary depending on which of the Prescription Drug List coverage status of a Prescription Drug Product include, but are
tiers the Prescription Drug Product is listed, or the Pharmacy not limited to, an increase in the acquisition cost of a

that provides the Prescription Drug Product. Prescription Drug Product. As a result of coverage changes,

Coverage under vyour plisasds pPr ©rdhe purpgses opbgnefissthe glanmayegyou to pay
includes Medically Necessary Prescription Drug Products more or less for that Prescription Drug Product, to obtain the
dispensed pursuant to a Prescription Order or Refill issued to ~ Prescription Drug Product from a certain Pharmacy(ies) for
you or your Dependents by a licensed dentist for the coverage, or try another covered Prescription Drug Product(s).

prevention of infection or pain in conjunction with a dental Please access the Prescription Drug List through theiteebs
procedureThis includes: shown on your ID card or call member services at the

. . telephone number on your ID card for the mostasdate tier
Tthe Network Pharmacyos submi Ldig diliMdiiod RahagehmBrf, orGte? dofertge linfitations
(U&C) Charge, if any. for a Prescription Drug Product.
1 charges for one type of covered HIV infection prevention
drugs (preexposure prophylaxis, peskposure

prophylaxis, or other drugs approved by the FDA for the HC-PHRE19M 01-23
preventio of HIV infection) at no cost share.
1 charges for abuseeterrent opioid analgesic drug products. Formulary Exception Process
When you or a Dependent are issued a Prescription Order or 1 Cigna allows an enrollee, the enrollee's designee or the
Refill for Medically Necessary Prescription Drug Products as person who has issued a valid prescription for the enrollee
part of the rendering of Emergency @ees and Cigna to request _and gain access to a clinically app_ropriate drug
determines that it cannot reasonably be filled by a Network not otherWI§e covered by phe r_lealth plan. Th|s_ process
Pharmacy, the prescription will be covered pursuant to the, as cqmplles with thestate's utilization review requirements and
applicable, Copayment or Coinsurance for the Prescription this law.
Drug Product when dispensed by a Network Pharmacy. 1 If Cigna approves a request under this law for a drug not
Prescription Drug List Management otherwise covered by the health plan, Cigna will treat the

Your plandés Prescription Drug qi_rtfggsta_n %S%e()“g' Egzgg'geneff'ti' |_%c_p,|cgng ?ﬁﬂwng Y nt
Prescription Drug Products that are Generic Drugs, Brand cost sharing towar ! 'S annua limit on cost sharing .
Drugs or Specialty Prescription Drug Products. Determination (out of pocket) and including it when calculating the plan’s

of inclusion of a Prescription Drug Product toeatain actuarial value.

coverage tier on the Prescription Drug List and utilization 1 Cigna will determine whether it will cover the drug
management requirements or other coverage condii@ns requested and notify the enrollee, the enrollee's designee, if
based ora number of factorehich may includeclinical and applicable, and the persorhwhas issued the valid

economic factors. Clinical factors may include, but are not prescription for the enrollee of its coverage decision within
limtedto,t he P&T Committeeds eval ualhoogrscas2 hwginess tags, whichgverds leisspfollowing
therapy, relative safety or relative efficacy of the Prescription receipt of the request. If the request is approved, Cigna, will
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provide coverage of the drug for the duratiorhaf
prescription, including refills.

1 Cigna has a process by which an expedited review may be
requested in urgent circumstances. Urgent circumstances
exist when an enrollee is suffering from a health condition
that may seriously jeopardize the enrolleiéés health or
ability to regain maximum function or when an enrollee is
undergoing a current course of treatment using a non
formulary drug. When an expedited review has been
requested, Cigna will determine whether it will cover the
drug requested and riigtthe enrollee, the enrollee's
designee, if applicable, and the person who has provided a
valid prescription for the enrollee of its coverage decision
within 24 hours following receipt of the request. If the
request is approved, Cigna, will provide cage of the
drug for the duration of the urgency.

The coverage status of a Prescription Drug Product may
change periodically for various reasons. For example, a
Prescription Drug Product may be removed from the market, a
New Prescription Drug Product in tsame therapeutic class

as a Prescription Drug Product may become available, or other
market events may occur. Market events that may affect the
coverage status of a Prescription Drug Product include, but are
not limited to, an increase in the acquisitmst of a

Prescription Drug Product. As a result of coverage changes,
for the purposes of benefits the plan may require you to pay
more or less for that Prescription Drug Product, to obtain the
Prescription Drug Product from a certain Pharmacy (ies) for
coverage, or try another covered Prescription Drug Product(s).
Please access the Prescription Drug List through the website
shown on your ID card or call member services at the
telephone number on your ID card for the mostaigdate tier
coverage status, ilization management, or other coverage
limitations for a Prescription Drug Product.

HC-PHR619 M 01-23

Limitations

For most Prescription Drug Products you and your Dependent
pay only the cost sharing detailed in The Schedule of
Prescription Drug Benefitddowever, in the event you or your
Dependent insist on a more expensive Brand Drug where a
Therapeutic Equivalent Generic Drug is available, you may be
financially responsible for an Ancillary Charge, in addition to
any required Brand Drug Copayment amdZoinsurance. In

this case, the Ancillary Charge will not apply to your
Deductible, if any, or Out of Pocket Maximum. However, in
the event your Physician determines that the Generic Drug is
not an acceptable alternative for you (and indicates Dispensed
as Written on the Prescription Order or Refill), you will only

be responsible for payment of the appropriate Brand Drug
Coinsurance and/or Copayment after satisfying your
Deductible, if any.

Your plan includes a Brand Drug for Generic Drug dispensing
program. This program allows certain Brand Drugs to be
dispensed in place of the Therapeutic Equivalent Generic
Drug at the time your Prescription Order or Refill is processed
by a participating Pharmacy. Brand Drug for Generic Drug
substitution will occur onlyor certain Brand Drugs included

in the program. When this substitution program is applied, the
participating Pharmacy will dispense the Brand Drug to you in
place of the available Generic Drug. You will be responsible
for payment of only a Generic Drugpfayment and/or
Coinsurance, after satisfying your Deductible, if any.

Prior Authorization Requirements

Coverage for certain Prescription Drug Products prescribed to
you requires your Physician to obtain prior authorization from
Cigna or its Review Orgaration. The reason for obtaining
prior authorization from Cigna is to determine whether the
Prescription Drug Product is Medically Necessary in
accordance with Cigna's coverage criteria. Coverage criteria
for a Prescription Drug Product may vary based erctiical
use for which the Prescription Order or Refill is submitted,
and may change periodically based on changes in, without
limitation, clinical guidelines or practice standards, or market
factors.

If Cigna or its Review Organization reviews the
docunentation provided and determines that the Prescription
Drug Product is not Medically Necessary or otherwise
excluded, your plan will not cover the Prescription Drug
Product. Cigna, or its Review Organization, will not review
claims for excluded Prescriptiddrug Products or other
services to determine if they are Medically Necessary, unless
required by law.

When Prescription Drug Products that require prior
authorization are dispensed at a Pharmacy, you or your
prescribing Physician are responsible for abitey prior
authorization from Cigna. If you do not obtain prior
authorization from us before the Prescription Drug Product is
dispensed by the Pharmacy, you can ask us to consider
reimbursement after you pay for and receive the Prescription
Drug ProductYou will need to pay for the Prescription Drug
Product at the Pharmacy prior to submitting a reimbursement
request.

When you submit a claim on this basis, you will need to
submit a paper claim using the form that appears on the
website shown on your ID ar

If a prior authorization request is approved, your Physician
will receive confirmation. The authorization will be processed
in the claim system to allow you to have coverage for the
Prescription Drug Product. The length of the authorization
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may dependmthe diagnosis and the Prescription Drug
Product. The authorization will at all times be subject to the
planbés terms of coverage for
which may change from time to time. When your Physician
advises you that coverage for thee§ription Drug Product

has been approved, you can contact a Pharmacy to fill the
covered Prescription Order or Refill.

If the prior authorization request is denied, your Physician and
you will be notified that coverage for the Prescription Drug
Product § not authorized. If you disagree with a coverage
decision, you may appeal that decision in accordance with the
provisions of the plan by submitting a written request stating
why the Prescription Drug Product should be covered.

Step Therapy

Certain Prescption Drug Products are subject to step therapy
requirements. This means that in order to receive Benefits for
such Prescription Drug Products you are required to try a
different Prescription Drug Product(s) first unless you satisfy
the plan's exceptioniteria. You may identify whether a
particular Prescription Drug Product is subject to step therapy
requirements at the website shown on your ID card or by
calling member services at the telephone number on your ID
card.

Supply Limits
Benefits for Prescripgn Drug Products are subject to the
supply limits that are stated in The Schedule. For a single

Prescription Order or Refill, you may receive a Prescription
Drug Product up to the stated supply limit.

Some products are subject to additional supply limgitgntity
limits or dosage limits based on coverage criteria thee ha
been approved based on consideration of the P&T
Committeebds
periodic review and modification. The limit may restrict the
amount dispesed per Prescription Order or Refill and/or the
amount dispensed per month's supply, or may require that a
minimum amount be dispensed.

You may determine whether a Prescription Drug Product has
been assigned a dispensing supply limit or similar limit or
requirement at the website shown on your ID card or by
calling member services at the telephone number on your ID
card.

A pharmacist may partially dispense a prescription for an
opioid medication in a lesser quantity than the recommended
full quantity indiated on the prescription if requested by the
patient for whom the prescription is written. The remaining
guantity of the prescription is void and may not be dispensed
without a new prescription.

You may determine whether a Prescription Drug Product has
been assigned a dispensing supply limit or similar limit or
requirement at the website shown on your ID card or by

cl ini calarekubjectto ngs

calling member services at the telephone number on your ID
card.

Y Ray Betefniing WhietRet d FReBcrigddn Bifig ProdRihas©
been assigned a dismeng supply limit or similar limit or
requirement at the website shown on your ID card or by
calling member services at the telephone number on your ID
card.

Specalty Prescription Drug Products

Benefits are provided for Specialty Prescription Drug
Produds. If you require Specialty Prescription Drug Products,
you may be directed to a Designated Pharmacy with whom
Cigna has an arrangement to provide those Specialty
Prescription Drug Products.

Designated Pharmacies

If you require certain Prescription Drugdducts, including,

but not limited to, Specialty Prescription Drug Products, we
may direct you to a Designated Pharmacy with whom we have
an arrangement to provide those Prescription Drug Products. If
you are directed to a Designated Pharmacy and yousehwout

to obtain your Prescription Drug Product from a Designated
Pharmacy, you may not receive coverage for the Prescription
Drug Product or be subject to the Adetwork Pharmacy

Benefit, if any, for that Prescription Drug Product. Refer to

The Scheduléor further information.

New Prescription Drug Products

New Prescription Drug Prodigatnay or may not be placed on
aPrescription Drug Listier upon market entryCignawill use
reasonable efforts to makeiar placementiecision for a New
Prescription Bug Product within six months of its market
availability. Cignad ser placemendecision shall be based on
consideration , . without [
chmcgl PeVid ofttie ‘?\Ie\AFP‘?eécFlpﬁdn br@g Product and
economic factors. If a New Pregation Drug Product not
listed on the Prescription Drug List is approved by Cigna or its
Review Organization as Medically Necessary in the interim,
the New Prescription Drug Product shall be covexrieithe
applicable coverage tias set forth in The Schele.

Emergency Order

During a statewide state of emergency declared by the
Governor, a prescription drug is covered in accordance with a
valid prescription issued by a provider in a quantity sufficient
for an extended period of time, not to exceed ad&0

supply. This does not apply to coverage of prescribed
contraceptive supplies according to state law or coverage of
opioids prescribed in accordance with limits set by state law.

Prescription Eye Drops

For prescription eye drops, an early refill will Hbwaed

when the insured requests the refill no earlier than the date on
which 70% of the days of use authorized by the prescribing
health care provider have elapsed; the prescriber indicated on
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the original prescription that a specific number of refills ar benefits for Prescription Drug Products. In additithe
authorized; the refill requested by the insured does not exceed exclusiondisted below apply to benefits for Prescription Drug
the number of refills indicated on the original prescription; Praducts. When an exclusion or limitation applies to only

the prescription has not been refilled more than once during certain Prescription Drug Products, you can access the

the period authorized by the prescribing health care provider Prescription Drug Listhrough the website shown on your 1D

prior to the request for an early refill and the prescription eye card or call member services at the telephone number on your

drops are a covered benefit ulbdadforinfbrrmatian n which Rresd@igtiontDeug Pradibctsp | a
are excluded.

1 coverage for Prescription Drug Products for the amount
dispensed (days' supply) which exceeds the applicable
Your Payments supply limit, or is less than any applicable supply minimum

o set forth in The Schedule, or whichcexeds quantity limit(s)
Covered Prescription Drug Products purchased at a Pharmacy or dosage limit(s) set by the P&T Committee.

are subject to any applicable Deductilil@payments or
Coinsurance shown in The Schedule, as well as any
limitations or exclusions set forth in this plan. Please refer to
The Schedule for any required Copayments, Coinsurance,

Deductibles or Oubf-Pocket Maximums.
1 Prescription Drug Products dispensed outside the

Coinsurance ) ) jurisdiction of the United States, exd¢eys required for
Your plan requireshat you pay a Coinsurance amount for emergency or tgentCare treatment.

covered Prescription Drug Products as set forth in The
Schedule. After satisfying any applicable annual Deductible
set forth in The Schedule, your costs under the plan for a
covered Prescription Drug Product dispenisgé Network
Pharmacy and that is subject to a Coinsurance requirement
will be the lowest of the following amounts:

1 the amount that results from applying the applicable

HC-PHR522M 01-22

1 more than one Prescription Order or Refill for a given
prescription supply period for the same Prescription Drug
Product prescribed by one or more Physicians and
dispensed by one or moRharmacies.

1 Prescription Drug Products which are prescribed, dispensed
or intended to be taken by or administetegou while you
are a patient in a licensed Hospital, Skilled Nursing Facility,
rest home, rehabilitation facility, or similar institution which
operates on its premises or allows to be operated on its
premises a facility for dispensing pharmaceuticalpicts.

Coinsurance percentage set forth in The Schedule to the 1 Prescription Drug Products furnished by the local, state or
federal government (except for a Network Pharmacy owned

Prescription Drug Charge; or _ or operated by a local, state or federal government).
Tthe Network Pharmacydés submitted U

; 1 any prodtsjc%j cﬁsbens%cp fodr the(:plﬂlr%ots,eoﬁn a%preﬁ/te
(U&C) Charge, if any. : : .
’ ) suppression (anorectics) weight loss.

When a treatment regimen contains more than one type of rescription and nomrescrintion supplies other than
Prescription Drug Products that are packaged together for your 1 Eu Iieg covered a?;,pPrei 'ﬁ)n Dru pgroducts
or your Dependent's convenience, any applicable Copayment pp _ Bl _ g . '
or Coinsurance may apply to each Prescription Drug Product. 1 medications used for cosmetic antiagingpurposes,
You will need to obtain prior approval from Cigna or its including, without limitation, medications used to reduce

Review Organization for any Prescription Drug Product not \é\/rgglﬁrlles,rorgiiltcs:atlos used tgpromote hair growtiand fade
listed on the Prescription Drug List that is not otherwise P '

excluded. If Cigna or its Réew Organization approves 1 Prescription Drug Products as a replacement for a
coverage for the Prescription Drug Product because it meets previously dispensed Prescription Drug Product that was
the applicable coverage exception criteria, the Prescription lost, stolen, broken or destroyed.
Drug Product shall be covered at the applicable coverage tier ¢ Prescription Drug Products used for the treatment of
as set forth in The Schedule. infertility.
T Medi ¢ al Phar maceuticals cover
HC-PHRA20 o121 medical benefits.

1 any ingredient(s) in a compounded Prescription Drug
Product that has not been approved by the U.S. Food and

Exclusions Drug Administration (FDA).
Coverage exclusions listed under fifxclusions Expenses 1 medications available owéhe-counter that do naequire a
Not Covered and Generaimitationsd section also apply to Prescription Order or Refill by federal or state law before
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being dispensed, unless state or federal law requires
coverage of such medications or the etfercounter

medication has been designated as eligible for coverage as if
it were a Pres@ution Drug Product.

1 certain Prescription Drug Products that are a Therapeutic
Equivalent or Therapeutic Alternative to an ovee
counter drug(s), or are available in o¥lee-counter form.
Such coverage determinations may be made periodically,
and benéfs for a Prescription Drug Product that was
previously excluded under this provision may be reinstated
at any time.

1 any product for which the primary use is a source of
nutrition, nutritional supplements, or dietary management of
disease, even when usexd the treatment of Sickness or
Injury, unless coverage for such product(s) is required by
federal or state law.

1 medications used for travel prophylaxis unless specifically
identified on the Prescription Drug List.

1 immunization agentsjirus detection testg, virus antibody
testing,biological products for allergy immunization,
biological sera, blood, blood plasma and other blood
products or fractions unless specifically identified on the
Prescription Drug List.

1 certain Prescription Drug Products that ar€herapeutic
Equivalent or Therapeutic Alternative to another covered
Prescription Drug Product(s). Such coverage determinations
may be made periodically, and benefits for a Prescription
Drug Product that was previously excluded under this
provision may ke reinstated at any time.

1 medications that are experimenialvestigational or
unproven as described under
Limitationso section of your

HC-PHR620 01-23

Reimbursement/Filing a Claim
Retail Pharmacy

When youor your Dependents purchase your Prescription
Drug Products through a Network Pharmacy, you pay any
applicable Copayment, Coinsurance, or Deductible shown in
The Schedule at the time of purchageu do not need to file

a claim form for a Prescription DriRyoduct obtained at a
Network Pharmacy unless you pay the full cost of a
Prescription Drug Product at a Network Pharmacy and later
seek reimbursement for the Prescriptidrug Product under

the planFor example, if you must pay the full cost of a
Prescnption Drug Product to the retail Network Pharmacy
because you did not have your ID card, then you must submit
a claim to Cigna for any reimbursement or benefit you believe

is due to you under this plai, under this example, your
payment to the retail Neork Pharmacy for the covered
Prescription Drug Product exceeds any applicable copay, then
you will be reimbursed the difference, if any, between the
applicable copay and threscription Drug Charder the
Prescription Drug Product.

HC-PHR273 01-19

Vi

Exclusions, Expenses Not Covered and
General Limitations

Exclusions and Expenses Not Covered

Additional coverage limitations determined by plan or
provider type are shown in The Schedule. Payment for the
following is specifically excluded from this plan:

il

|l

t

care for health conditions that are required by state or local
law to be treated in a public facility.

care required by state or federal law to be supplied by a
public school system or school district.

care for military service disabilities treatable tingh
governmental services if you are legally entitled to such
treatment andetilities are reasonably available.

treatment of an Injury or Sickness which is due to war,
declared, or undeclared.

charges which you are not obligated to pay and/or for which

you are not billed. This exclusion includes, but is not
hm@edioGener al Exclusion and

falm)‘;’lirﬁ's%ﬁce whérd éig'na{ d'etgrr%iﬁeg that a provider or
Pharmacy did not bill you for or has waived, reduced, or
forgiven any portion of its charges and/or any portion of
any Copayment, Dedtible, and/or Coinsurance
amount(s) you are required to pay for an otherwise
Covered Expense (as shown on The Schedule) without
Cigna's express consent.

1 charges of a nePRarticipating Provider who has agreed to
charge you at an inetwork benefits level some other
benefits level not otherwise applicable to the services
received.

1 In the event that Cigna determines that this exclusion
applies, then Cigna in its sole discretion shall have the
right to:

 require you and/or any provider or Pharmacy
submittingclaims on your behalf to provide proof
sufficient to Cigna that you have made your required
costshare payment(s) prior to the payment of any
benefits by Cigna.
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1 deny the payment of benefits in connection with the
Covered Expense regardless of whether theiger or
the Pharmacy represents that you remain responsible
for any amounts that your plan does not cover, or

1 reduce the benefits in proportion to the amount of the
Copayment, Deductible, and/or Coinsurance amounts
waived, forgiven or reduced, regardiesf whether the
provider or Pharmacy represents that you remain
responsible for any amounts that your plan does not
cover.

1 charges or payment for healthcaetated services that
violate state or federal law.

1 assistance in the activities of daily livinggluding but not
limited to eating, bathing, dressing or other Custodial
Services or seltare activities, homemaker services and
services primarily for rest, domiciliary or convalescent care.

1 for or in connection with experimental, investigational or
unproven services.

Experimental, investigational and unproven services are
medical, surgical, diagnostic, psychiatric, substance use
disorder or other health care technologies, supplies,
treatments, procedures, drug or Biologic therapies or
devices that areedermined by the utilization review
Physician to be:

1 not approved by the U.S. Food and Drug Administration
(FDA) or other appropriate regulatory agency to be
lawfully marketed;

1 not demonstrated, through existing peeriewed,
evidencebased, scientificerature to be safe and
effective for treating or diagnosing the condition or
Sickness for which its use is proposed;

1 the subject of review or approval by an Institutional
Review Board for the proposed use except as provided in
the ACIIini cresbfthiBplangot so6 sect i

1 the subject of an ongoing phase I, Il or Il clinical trial,
except for routine patient care costs related to qualified
clinical trials as provided
of this plan.

In determining whether any such techrmés, supplies,
treatments, drug or Biologic therapies, or devices are
experimental, investigational, and/or unproven, the
utilization review Physician may rely on the clinical
coverage policies maintained by Cigna or the Review
Organization. Clinical covage policies may incorporate,
without limitation and as applicable, criteria relating to U.S.
Food and Drug Administratieapproved labeling, the
standard medical reference compendia and-préewed,
evidencebased scientific literature or guidelines.

1 cosmetic surgery and therapies. Cosmetic surgery or therapy
is defined as surgery or therapy performed to improve or
alter appearance or selfteem.

1 the following services are excluded from coverage
regardless of clinical indicationabdominoplasty;
panntulectomy; redundant skin surgery; acupressure;
craniosacral/cranial therapgance therapy; movement
therapy; applied kinesiology; rolfingrolotherapyand
extracorporeal shock wave lithotripsy (ESWL) for
musculoskeletal and orthopedic conditions.

1 dentd treatment of the teeth, gums or structures directly
supporting the teeth, including dentalrXys, examinations,
repairs, orthodontics, periodontics, casts, splints and
services for dental malocclusion, for any condition. Charges
made for sevices or suplies provided for or in connection
with an accidental Injury to teeth are covered provided a
continuous course of dental treatment is started within six
months of an accidenAdditionally, charges made by a
Physician for any of the following surgical pedures are
covered: excision of unerupted impacted tooth, including
removal of alveolar bone and sectioning of tooth; removal
of residual root (when performed by a Dentis other than the
one who extracted the tooth).

1 for medical and surgical services inteed primarily for the
treatment or control of obesity. However, treatment of
clinically severe obesity, as defined by the Body Mass
Index (BMI) classifications of the National Heart, Lung,
and Blood Institute (NHLBI) guideline is covered only at
approveccenters if the services are demonstrated, through
existing peerreviewed, evidencbased, scientific literature
and scientifically based guidelines, to be safe and effective
for treatment of the condition. Clinically severe obesity is
defined by the NHLBEs a BMI of 40 or greater without
comorbidities, or 389 with comorbidities. The following
are specifically excluded:

(o]

1 medical and surgical services to alter appearances or
physical changes that are the result of any surgery

. performed for the managementaifesity or.clinically

: QeveFe?n?orbiH)%ﬂeéit;rfénﬁ aqﬂ Lﬁyr I a F S0

1 weight loss programs or treatments, whether prescribed or
recommended by a Physician or under medical
supervision.

1 reports, evaluations, physical examinations, or
hospitalization not required for healhasons, including but
not limited to employment, insurance or government
licenses, and coudrdered, forensic or custodial
evaluations, unless otherwise covered under this plan.

1 courtordered treatment or hospitalization, unless treatment
is prescribed by Physician and is a covered service or
supply under this plan.

sec
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1 for treatment of erectile dysfunction. However, penile
implants are covered when an established medical condition
is the cause of erectile dysfunction, anorgasmy, and
premature ejaculation.

1 medical and Hospital care and costs for the child of your
Dependent child, unless the child is otherwise eligible under
this plan.

1 non-medical counseling and/or ancillary services, including
but not limited to Custodial Services, educational services,
vocaional counseling, training and, rehabilitation services,
behavioral training, biofeedback, neurofeedback, hypnosis,
sleep therapy, return to work services, work hardening
programs and driver safety courses.

1 therapy or treatment intended primarily to impeaw
maintain general physical condition or for the purpose of
enhancing job, school, athletic or recreational performance,
including but not limited to routine, long term, or
maintenance care which is provided after the resolution of
the acute medical pbtem and when significant therapeutic
improvement is not expected.

1 consumable medical supplies other than ostomy supplies
and urinary catheters. Excluded supplies include, but are not
limited to bandages and other disposable medical supplies,
skin preparabns and test strips, except as specified in the
AHome Health Care Serviceso
and Breast ProsthesesoO0 secti

1 private Hospital rooms and/or private duty nursing except as
provided under the Home Health Care Servigesipion.

1 personal or comfort items such as personal care kits
provided on admission to a Hospital, television, telephone,
newborn infant photographs, complimentary meals, birth
announcements, and other articles which are not for the
specific treatment adin Injury or Sickness.

1 artificial aids, including but not limited to garter belts,
corsets and dentures.

1 aids or devices that assist with regrbal communications,
including but not limited to communication boards,-pre
recorded speech devices, laptop poters, desktop
computers, Personal Digital Assistants (PDASs), Braille
typewriters, visual alert systems for the deaf and memory
books.

1 eyeglass lenses and frames, contact lenses and associated
services (exams and fittings) (except for the initial set afte
treatment of keratoconus or followirgtaract surgery).

1 routine refractionsgye exercises and surgical treatment for
the correction of a refractive error, including radial
keratgomy.

1 all norrinjectable prescription drugs, unless Physician
administratbn or oversight is required, injectable
prescription drugs to the extent they do not require

Physician supervision and are typically considered self
administered drugs, negrescription drugs, and
investigational and experimental drugs, except as provided
in this plan.

routine foot care, including the paring and removing of
corns and calluses and toenail maintenance. However, foot
care services for diabetes, peripheral neuropathies and
peripheral vascular disease are covered when Medically
Necessary.

membeship costs and fees associated with health clubs,
weight loss programs or smoking cessation programs.

genetic screening or pimplantations genetic screening.
General populatiotvased genetic screening is a testing
method performed in the absence of ajipgtoms or any
significant, proven risk factors for genetically linked
inheritable disease.

1 dental implants for any condition.
1 fees associated with the collection, storage or donation of

blood or blood products, except for autologous donation in
anticipaton of scheduled services when medical
management review determines the likelihood of excess
blood loss is such that transfusion is an expected adjunct to
surgery.

b ploog;gdrpinisyatign Toﬁft*éecp‘d{pr?%etofrg‘?ﬁ‘ér"i" i on
o fneroveent in ghysical gopdyin.

1

cost of bologicals that are medications for the purpose of
travel, or to protect against occupational hazards and risks.

health and beauty aids, cosmetics and dietary supplements.

all nutritional supplements, formulae, enteral feedings,
supplies and specially fortated medical foods, whether
prescribed or not except for infant formula needed for the
treatment of inborn errors of metabolismd specially
modified lowprotein food products

for or in connection with an Injury or Sickness arising out
of, or in the cotse of, any employment for wage or profit.

charges related to an Injury or Sickness payable under
workerds compensation or si

massage therapgxcept as shown in Thelgdule

products and supplies associated with the administration of
medicatiams that are available to be covered under the
Prescription Drug Benefit. Such products and supplies
include but are not limited to therapeutic Continuous
Glucose Monitor (CGM) sensors and transmitters and
insulin pods.

expenses incurred by a participanthe extent

reimbursable under automobile insurance coverage.
Coverage under this plan is secondary to automobile no
fault insurance or similar coverage. The coverage provided

m

under this plan does not con
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Cover ageo u nawandthdefocelloegromn |
replace Personal Injury Protection (PIP) coverage provided
under an automobile insurance policy issued to a Michigan
resident. This plan will cover expenses only not otherwise
covered by the PIP coverage.

General Limitations

No payment will be made for expenses incurredyfou or any
one of your Dependents:

1

HC-EXC507M

for charges 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 to a
military-serviceconnected Injury or Sickness.

any charges related to care provided through a public
program, other than Medicaid.

for charges which would not have been made if the person
did not have coverage.

to the extent that they are more than Maximum
Reimbusable Charges.

to the extent of the exclusions imposed by any certification
requirement shown in this plan.

expenses for services, supplies, care, treatment, drugs or
surgery that are not Medically Necessary.

charges by any Physician or Other Health Pysifnal who
is a member of youiamily or your Dependentfamily.

expenses incurred outside the United States other than
expenses for Medically Necessary emergency or urgent care
while temporarily traveling abroad.

01-22

Coordination of Bendits

This section applies if you or any one of your Dependents is
covered under more than one Plan and determines how
benefits payable from all such Plans will be coordinated. You
should file all claims with each Plan.

Definitions

For the purposes of th&ection, the following terms have the
meanings set forth below:

Plan

Any of the following that provides benefits or services for
medicalcare ortreatment

1

Group insurance and/or grotiype coverage, whether
insured or selinsured which neither can be phased by
the general public, nor is individually underwritten,
including closed panel coverage.

1 Coverage under Medicare and other governmental benefits
as permitted by law, excepting Medicaicddaviedicare
supplement policies.

1 Medical benefits coverage gfoup, grouptype, and
individual automobile contracts.

EachPlanor part of a Plan which has the right to coordinate
benefits will be considered a separate Plan.

Closed Panel Plan

A Plan that provides medical or dental benefits primarily in
the form of sevices through a panel of employed or
contracted providers, and that limits or excludes benefits
provided by providers outside of the panel, except in the case
of emergency or if referred by a provider within the panel.

Primary Plan

The Plan that determiseand provides or pays benefits
without taking into consideration the existence of any other
Plan.

Secondary Plan

A Plan that determines, and may reduce its benefits after
taking into consideration, the benefits provided or paid by the
Primary Plan. A Secwlary Plan may also recover from the
Primary Plan the Reasonable Cash Value of any services it
provided to you.

Allowable Expense

The amount of charges considered for payment under the Plan
for a Covered Service prior to any reductions due to
coinsurancegopayment or deductible amounts. If Cigna
contracts with an entity to arrange for the provision of
Covered Services through
health care providers, the amount that Cigna has agreed to pay
that entity is the allowable amouused to determine your
coinsurance or deductible payments. If the Plan provides
benefits in the form of services, the Reasonable Cash Value of
each service is the Allowable Expense and is a paid benefit.

Examples of expenses or services that are notvable
Expenses include, but are not limited to the following:

1 An expense or service or a portion of an expense or service
that is not covered by any of the Plans is not an Allowable
Expense.

1 If you are confined to a private Hospital room and no Plan
provides coverage for more than a semiprivate room, the
difference in cost between a private and semiprivate room is
not an Allowable Expense.

1 If you are covered by two or more Plans that provide
services or supplies on the basis of reasonable and
customary feg, any amount in excess of the highest
reasonable and customary fee is not an Allowable Expense.

1 If you are covered by one Plan that provides services or
supplies on the basis of reasonable and customary fees and
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one Plan that provides services and suppie the basis of
negotiated fees, the Primary Plan's fee arrangement shall be
the Allowable Expense.

1 If your benefits are reduced under the Primary Plan (through
the imposition of a higher copayment amount, higher
coinsurance percentage, a deductible @napenalty)
because you did not comply with Plan provisions or because
you did not use a preferred provider, the amount of the
reduction is not an Allowable Expense. Such Plan
provisions include second surgical opinions and
precertification of admissions 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 immaig geographic area
where the health care service is rendered under similar or
comparable circumstances.

Order of Benefit Determination Rules

A Plan that does not have a coordination of benefits rule
consistent with this section shall always be the Prrivdan.

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 the one to use:

1 The Plan that@vers you as an enrollee or amployee
shall be the Primary Plamd the Plan that covers you as a
Dependent shall be the Secondary Plan;

1 If you are a Dependent child whose parents are not divorced
or legally separated, the Primary Plan shall be the Plan
which covers the parent whose birthday falls first in the
calendaryear as an enrollee oniployee;

1 If you are the Dependent of divorced or separated parents,
benefits for the Dependent shall be determined in the
following order:

1 first, if a court decree states that one parent is responsible
for the child's healthcare egpses or health coverage and
the Plan for that parent has actual knowledge of the terms
of the order, but only from the time of actual knowledge;

1 then, the Plan of the parent with custody of the child;

1 then, the Plan of the spouse of the parent with cysibd
the child;

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

1 finally, the Plan of the spouse of the parent not having
custody of the child.

1 The Plan that covers you as active Employee (or as that
Employee's Dependent) shall be théfary Plan and the
Plan that coers you as laiaff or retired Employee (or as
that Employee's Dependent) shall be the Secondary Plan. If

the other Plan does not have a similar provision and, as a
result, the Plans cannot agree on the order of benefit
deermination, this paragraph shall not apply.

1 The Plan that covers you under a right of continuation
which is provided by federal or state law shall be the
Secondary Plan and the Plan thaters you as an active
Employee or retiree (or as thatBloyee's Dpendent) shall
be the Primary Plan. If the other Plan does not have a
similar provision and, as a result, the Plans cannot agree on
the order of benefit determination, this @gaph shall not
apply.

1 If one of the Plans that covers you is issued out o$tiie
whose laws govern this Policy, and determines the order of
benefits based upon the gender of a parent, and as a result,
the Plans do not agree on the order of benefit determination,
the Plan with the gender rules shall determine the order of
benefis.

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

When coordinating benefits with Medicare, this Plan will be
the Secondary Plan and determine benefits after Medica
where permitted by the Social Security Act of 1965, as
amended. However, when more than one Plan is secondary to
Medicare, the benefit determination rules identified above,

will be used to determine how benefits will be coordinated.

Effect on the Beneits of This Plan

If this Plan is the Secondary Plan, this Plan may reduce
benefits so that the total benefits paid by all Plans are not more
than 100% of the total of all Allowable Expenses.

Recovery of Excess Benefits

If Cigna pays charges for benefitatishould have been paid
by the Primary Plan, or if Cigna pays charges in excess of
those for which we are obligated to provide under the Policy,
Cigna will have the right to recover the actual payment made
or the Reasonable Cash Value of any services.

Cigna will have sole discretion to seek such recovery from any
person to, or for whom, or with respect to whom, such
services were provided or such payments made by any
insurance company, healthcare Plan or other organization. If
we request, you must execuated deliver to us such

instruments and documents as we determine are necessary to
secure the right ocovery.

Right to Receive and Release Information

Cigna, without consent or notice to you, may obtain
information from and release information to anyastRlan

with respect to you in order to coordinate your benefits
pursuant to this section. You must provide us with any
information we request in order to coordinate your benefits
pursuant to this ®on. This request may occur in connection
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with a submited claim; if so, you will be advised that the
"other coverage" information, (including an Explanation of
Benefits paid under the Primary Plan) is required before the
claim will be processed for payment. If no response is
received withinb5 days of the regest, the claim will be

closed If the requested information is subsequently received,
the claim will be processed.

Coordination of Benefits with Medicare

If you, your spouse, or your Dependent are covered under this
Plan and qualify for Medicare, fedetalv determines which

Plan is the primary payer dnwhich is the secondary payer.

The primary payer always determines covered benefits first,
without considering what any other coverage will pay. The
secondary payer determines its coverage only after the
Primary Plan has completed its determination.

When Medicare is the Primary Payer

Medicare will be the primary payer and this Plan will be the
secondary payer, even if wyou
or you receive services from a provider who doesacoéept
Medicare payments, in the following situations:

1 COBRA or State Continuatioryou, your spouse, or your
covered Dependent qualify for Medicare for any reason and
are covered under this Plan due to COBRA or state
continuation of coverage.

1 Retirement o Termination of Employmentrou, your
spouse, or your covered Dependent qualify for Medicare for
any reason and are covered under this Plan due to your
retirement or termination of employment.

1 Disability: You, your spouse, or your covered Dependent
qualify for Medicare due to a disability, you are an active
Employee, and your Employer has fewer than 100
employees.

1 Age: You, your spouse, or your covered Dependent qualify
for Medicare due to age, you are an active Employee, and
your Employer has fewer tha® 2mployees.

1 End Stage Renal Disease (ESRD)u, your spouse, or
your covered Dependent qualify for Medicare due to End
Stage Renal Disease (ESRD) and you are an active or
retired Employee. This Plan will be the primary payer for
the first 30 months. Begining with the 31 month,
Medicare will be the primary payer.

When This Plan is the Primary Payer

This Plan will be the primary payer and Medicare will be the
secondary payer in the following situations:

1 Disability: You, your spuse, or your covered Deppant
qualify for Medicare due to a disability, you are an active
Employee, and your Employer has 100 or more employees.

1 Age: You, your spouse, or your covered Dependent qualify
for Medicare due to age, you are an active Employee, and
your Employer has 20ranore employees.

1 End Stage Renal Disease (ESR®D)u, your spouse, or
your covered Dependent qualify for Medicare due to End
Stage Renal Disease (ESRD) and you are an active or
retired Employee. This Plan is the primary payer for the first
30 months. Begining with the 31 month, Medicare will be
the primary payer.

Domestic Partners

Under federal law, when Medicare coverage is due to age,
Medicare is always the primary payer and this Plan is the
secondary payer for a person covered under this Plan as a
Domestic Partner. However, when Medicare coverage is due
to disability, the Disability payer explanations above will
apply.

IMPORTANT : If you, your spouse, or your Dependent do

dobefedt to ergdll ia KlddicaredParts A and/dr B whemfirsMe d i

eligible, or you receve services from a provider who does
not accept Medicare payments, this Plan will calculate
payment based on what should have been paid by
Medicare as the primary payer if the person had been
enrolled or had received services from a provider who
accepts Medicare payments. A person is considered
eligible for Medicare on the earliest date any coverage
under Medicare could beome effective.

Failure to Enroll in Medicare

If you, your spouse, or your Dependent do not enroll in
Medicare Parts A and/orBduringe per sonds i n
Medicare enrollment period, or the person opts out of
coverage, the person may be subject to Medicare late
enrollment penalties, which can causesiaylin coverage and
result in higher Medicare premiums when the person does
enroll. Itcan also result in a reduction in coverage under
Medicare Parts A and B. If you are planning to retire or
terminate employment and you will be eligible for COBRA,
state Continuation, or retiree coverage under this Plan, you
should enroll in Medicare befog®u terminate employment to
avoid penalties and to receive the maximum coverage under
Medicare. Please consult Medicare or the Social Security
Administration for more information.

Assistance with Medicare Questions

For more
contact Medicare tofiree at 3800-MEDICARE (1-800-633
4227) or awww.medicare.govYou may also contact the
Social Security Administration tefree at 2800-772-1213, at
www.ssa.goyor call your local Social Security
Administration dfice.

HC-COB273 01-21
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Expenses For Which A Third Party May
Be Responsible
This plan does not cover:

1 Expenses incurred by you or your Dependent (hereinafter
individually and collectively referred to as a "Participant,”)
for which another party may be mmsible as a result of
having caused or contributed to an Injury or Sickness.

1 Expenses incurred by a Participant to the extent any
payment is received for them either directly or indirectly
from a third party tortfeasor or as a result of a settlement,
judgment or arbitration award in connection with any
automobile medical, automobile 4fault, uninsured or
underinsured motorist, homeowners, workers'
compensation, government insurance (other than Medicaid),
or similar type of insurance or coverage. The cage
under this plan is secondary to any automobildaudt
insurance or similar coverage.

Subrogation/Right of Reimbursement

If a Participant incurs a Covered Expense for which, in the

opinion of the plan or its claim administrator, another party

may beresponsible or for which the Participant may receive
payment as described above:

1 Subrogation: The plan shall, to the extent permitted by law,
be subrogated to all rights, claims or interests that a
Participant may have against such party and shall
automattcally have a lien upon the proceeds of any recovery
by a Participant from such party to the extent of any benefits
paid under the plan. A Participant or his/her representative
shall execute such documents as may be required to secure
t he planodsighsubrogati on

1 Right of Reimbursement: The plan is also granted a right of
reimbursement from the proceeds of any recovery whether
by settlement, judgment, or otherwise. This right of
reimbursement is cumulative with and not exclusive of the
subrogation right gmted in paragraph 1, but only to the
extent of the benefits provided by the plan.

Lien of the Plan
By accepting benefits under this plan, a Participant:

1 grants a lien and assigns to the plan an amount equal to the
benefits paid under the plan against eegovery made by
or on behalf of the Participant which is binding on any
attorney or other party who represents the Participant
whether or not an agent of the Participant or of any
insurance company or other financially responsible party
against whom a Ptcipant may have a claim provided said
attorney, insurance carrier or other party has been notified
by the plan or its agents;

1 agrees that this lien shall constitute a charge against the
proceeds of any recovery and the plan shall be entitled to
assert aecurity interest thereon;

1 agrees to hold the proceeds of any recovery in trust for the
benefit of the plan to the extent of any payment made by the
plan.

Additional Terms

1 No adult Participant hereunder may assign any rights that it
may have to recover miedl expenses from any third party
or other person or entity to any minor Dependent of said
adult Participant without the prior express written consent
of the plan. The plands rig
decedent s b, minorsé, pandonasn
settlements or recoveries.

1 No Participant shall make any settlement, which specifically
reduces or excludes, or attempts to reduce or exclude, the
benefits provided by the plan.

TfThe plands right of recovery
proceeds recovered by the Participant. This right of
recovery shall not be defeated nor reduced by the
applicationofanyse al | e dWhHidMael eDoct r i ne
iRi mes Doctrinedo, or any oth
defeat the planbds rteeqpmoeeds y r
exclusively to normedical expense damages.

1 No Participant hereunder shall incur any expenses on behalf

h
6

of the plan in pursuit of th
specifically; no court costs, attorneys' fees or other
representatives' feesmaytbhee duct ed fr om t he
recovery without the prior express written consent of the

plan. This right shall not be defeated byamcsal | ed @ F
Doctrined, ACommon Fund Doct
Doctrineo.

1 The plan shall recover the full amount ohléts provided
hereunder without regard to any claim of fault on the part of
any Patrticipant, whether under comparative negligence or
otherwise.

1 The plan hereby disavows all equitable defenses in pursuit
of its right of r ec oveeoveyy.
rights are neither affected nor diminished by equitable
defenses.

1 In the event that a Participant shall fail or refuse to honor its
obligations hereunder, then the plan shall be entitled to
recover any costs incurred in enforcing the terms hereof
including, but not | imited t
costs, and other expenses. The plan shall also be entitled to
offset the reimbursement obligation against any entitlement
to future medical benefits hereunder until the Participant has
fully complied with his reimbursement obligations
hereunder, regardless of how those future medical benefits
are incurred.

Th
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1 Any reference to state law in any other provision of this
plan shall not be applicable to this provision, if the plan is
governed by ERBA. By acceptance of benefits under the
plan, the Participant agrees that a breach hereof would cause
irreparable and substantial harm and that no adequate
remedy at law would exist. Further, the Plan shall be
entitled to invoke such equitable remediesnay be
necessary to enforce the terms of the plan, including, but not
limited to, specific performance, restitution, the imposition
of an equitable lien and/or constructive trust, as well as
injunctive relief.

1 Participants must assist the plan in purs@ng subrogation
or recovery rights by providing requested information.

HC-suB128 03-20

Payment of Benefits
Assignment and Payment of Benefits

You may not assign to any party, including, but not limited to,
a provider of healthcare services/items, yagintrto benefits
under this plan, nor may you assign any administrative,
statutory, or legal rights or causes of action you may 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, or to file
lawsuits under ERISA. Any attempt to assign such rights shall
be void and unenforceable under all circumstances.

You may, however, authorize Cigna to pay any healthcare
benefits under this policip a Participating or Non

Participating ProvideMVhen you authorize the payment of

your healthcare benefite a Participating or NoRarticipating
Provider, youauthorize the payment of the entire amount of
the benefits due on that claim. If a providepverpaid

because of accepting duplicate payments from you and Cigna,
it is the providerds responsi
overpayment to you. Cigna may pay all healthdsmeefts for
Covered Expensadirectlyto a Participating Provider without
your audhorization. You may not interpret or rely upon this
discrete authorization or permission to pay any healthcare
benefitsto a Participating or NeRarticipating Provideas the
authority to assign any other rights under this policy to any
party, includingput not limited to, a provider of healthcare
services/items.

Even if the payment of healthcare benefits to a-Non
Participating Provider has been authorized by you, Cigna may,
at its option, make payment of benefits to you. When benefits
are paid to you oyour Dependent, you or your Dependents

are responsible for reimbursing the NBarticipating

Provider.

If any person to whom benefits are payable is a minor or, in

the opinion of @nais not able to give a valid receipt for any
payment due him, such pagnt will be made to his legal
guardian. If no request for payment has been made by his legal
guardian, @namay, at its option, make payment to the

person or institution appearing to have assumed his custody
and support.

When one of our participants passaway, @namay receive
notice that an executor of the estate has been established. The
executor has the same rights as our insured and benefit
payments for unassigned claims should be made payable to the
executor.

Payment as described above will reee@ignafrom all
liability to the extent of any payment made.

Recovery of Overpayment

When an overpayment has been made by Cigna, Cigna will
have the right at any time to: recover that overpayment from
the person to whom or on whose behalf it was madeffeet

the amount of that overpayment from a future claim payment.
In addition, your acceptance of benefits under this plan and/or
assignment of 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 of any overpayment as a contractual right or as an
equitable lenby agreement, may pursue the general assets of
the person or entity to whom or on whose behalf the
overpayment was made.

Calculation of Covered Expenses

Cigna, in its discretion, will calculate Covered Expenses
following evaluation and validation of all provider billings in
accordance with:

1 the methodologies in the most recent edition of the Current
Procedural terminology.

1 the methodlogies as reported by generally recognized
professionals or publications.

bility to reimburse the

HC-POB132 01-19

Termination of Insurance

Employees
Your insurance will cease on the earliest date below:

1 the date you cease to be in a Class of Eligible Employees or
cease to qudy for the insuance.

1 the last day for which you have made any required
contribution for thensurance.

1 the date the policy is caréed.
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1 the last day of the calendar month in which your Active
Service endgxcept as described below.

Any continuation ofmsurance must be based on a plan which
precludes invidual selection.

Temporary Layoff or Leave of Absence

If your Active Service ends due to temporary layoff or leave

of absence, your insurance will be continued until the date
your Employer cancels yoimsurance. However, your
insurance will not be continued for more than 60 days past the
date your Active Service ends.

Injury or Sickness

If your Active Service ends due to an Injury or Sickness, your
insurance will be continued while you remain totalhga
contirnuously disabled as a result of the Injury or Sickness.
However,yourinsurance will not continue past the date your
Employercancels youmsurance.

Dependents

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

1 the dae your insurance ceases.
1 the date you cease to be eligible for Dependent Insurance.

1 the last day for which you have made any required
contribution for the insurance.

1 the date Dependent Insurance is cancelled.

The insurance for any one of your Dependeriliscgase on
the date that Dependent no longer qualifies as a Dependent.

HC-TRM128 12-17

Rescissions

Your coverage may not be rescinded (retroactively teatei)

by Cignaor the plan sponsor unlesg plan sponsor or an
individual (or a person seekimpverage on behalf of the
individual) performs an act, practice or omissibat

constitutes fraud; athe plan sponsor or individual (or a

person seeking coverage on behalf of the individual) makes an
intentional misrepresentation of material fact.

HC-TRM80 01-11

Medical Benefits ExtensionDuring
Hospital Confinement

If the Medical Benefits under this plan cease for you due to
cancellation of the policy, and Totally Disabled on that date
due to an Injury or Sickness, Medical Benefits will be paid for
Cowered Expenses incurred in connection with that Injury or
Sickness. However, no benefits will be paid after the earliest
of:

1 the date you exceed the Maximum Benefit, if any, shown in
the Schedule;

1 the date you are covered for medical benefits under another
group policy; except Cigna will pay benefits as secondary
payer in coordination with the succeeding plan;

1 the date you are no longer Totally Disabled or no longer
Confined in a Hospital,

1 6 months from the date your Medical Benefits cease
1 6 months fronthe date the policy is canceled.
Totally Disabled

You will be considered Totally Disabled if, because of an
Injury or a Sickness:

1 you are unable to perform the basic duties of your
occupation.

Your Dependent will be considered Totally Disabled fif,
becaise of an Injury or a Sickness:

1 he is unable to engage in the normal activities of a person
of the same age, sex and ability; or

1 inthe case of a Dependent who normally

HC-BEX44 M 01-13

M edical Benefits Extension Upon Policy
Cancellation

If the Medicd Benefits under this plan cease for you due to
cancellation of the policy, and Totally Disabled on that date
due to an Injury or Sickness, Medical Benefits will be paid for
Covered Expenses incurred in connection with that Injury or
Sickness. However, neenefits will be paid after the earliest
of:

1 the date you exceed the Maximum Benefit, if any, shown in
the Schedule;

1 the date you are covered for medical benefits under another
group policy; excep€Cignawill pay benefits as secondary
payer in coordinatiomwith the succeeding plan;

1 the date you are no longer Totally Disabled or no longer
Confined in a Hospital,
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1 6 months from the date your Medical Benefits cease; or
1 6 months from the date the policy is canceled.
Totally Disabled

You will be considered Totlyl Disabled if, because of an
Injury or a Sickness:

1 you are unable to perform the basic duties of your
occupation.

HC-BEX27 04-10
Vi

Federal Requirements

The following pages explain your rights and responsibilities
under federal laws and regulationsn&ostates may have
similar requirements. If a similar provision appears elsewhere
in this booklet, the provision which provides the better benefit

will apply.

HC-FED1 10-10

Notice of Provider Directory/Networks

Notice Regarding Provider Directories and Povider
Networks

A list of network providers is available to you without charge
by visiting the website or by calling the phone number on your
ID card. The network consists of providers, including
hospitals, of varied specialties as well as general pegctic
affiliated or contracted with Cigna or an organization
contracting on its behalf.

Notice Regarding Pharmacy Directories and Pharmacy
Networks

A list of network pharmacies is available to you without
charge by visiting the website or by calling the phoamber

on your ID card. The network consists of pharmacies affiliated
or contracted with Cigna or an organization contracting on its
behalf.

HC-FED78 10-10

Qualified Medical Child Support Order
(QMCSO0)

Eligibility for Coverage Under a QMCSO

If a Qualified Medical Child Support Order (QMCSO) is
issued for your child, that child will be eligible for coverage as
required by the order and you will not be considered a Late
Entrant for Dependent Insurance.

You must notify your Employer and elect coverage lfiait t
child, and yourself if you are not already enrolled, within 31
days of the QMCSO beingsued.

Qualified Medical Child Support Order Defined

A Qualified Medical Child Support Order is a judgment,
decree or order (including approval of a settlementeageat)

or administrative notice, which is issued pursuant to a 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 rdates to benefits under the group health plan, and
satisfies all of the flowing:

fthe order recognizes or <crea
group health benefits for which a participant or beneficiary
is eligible;

1 the order specifies your name and last\n address, and
the childdéds name and | ast kn
name and address of an official of a state or political
subdivision may be substitut
address;

1 the order provides a description of the coverage to be
provided, or the manner in which the type of coverage is to
be determined;

1 the order states the period to which it applies; and

1 if the order is a National Medical Support Notice completed
in accordance with the Child Support Performance and
Incentive Act of 1998such Notice meets the requirements
above.

The QMCSO may not require the health insurance policy to
provide coverage for any type or form of benefit or option not
otherwise provided under the policy, except that an order may
require a plan to comply witBtate laws regding health care
coverage.
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Payment of Benefits Dependent(s) may request special enrollment in this Plan. If
Any payment of benefits in reimbursement for Covered required by the Plan, when enroliment in this Plan was

Expenses paid by the child, orPraviguslydegined,igraust havgbeen geglined jn wiifing, ¢ p
l egal guardian, shall be made Yitjasappenithasthe geasonfas decliping pnroiment ¢
parent orégal guardian, or a state official whose name and was due to other health coverage. This provision applies to
address have been substituted for the name and address of the 0SS Of eligibility as a result of any of the following:

child. 1 divorce or legal sepaiab;
1 cessation of Dependent status (such as reaching the
HC-FED4 10-10 limiting age);

1 death of the Employee;
1 termination of employment;

Special Enm”mem Rights Under t_h? Health 1 reduction in work hours to below the minimum required
Insurance Portability & Accountability Act for eligibility;

(HIPAA) 1 you or your Dependent(s) no longer reside, live or work

If you or your eligible Depndent(s) experience a special intheot her pl ands network seryv
enrollment event as described below, you or your eligible coverage is available under the other plan;

Dependent(s) may be entitled to enroll in the Plan outside of a 1 you or your Dependent(s) incur a claim which meets or
designated enrollment period upon the occurrence of one of exceeds the lifetime maximum limit that is applicable to

the special enrollment events listed beltiwou are &ready all benefits offered under the other plan; or

enrolled in the Plan, you may request enrollment for you and
your eligible Dependent(s) under a different option offered by
the Employer for which you are currently eligible. If you are o o ]
not already enrolled in the Plan, you must reqspstial 1 Termination of Employer contributions (excluding

enrollment for yourself in addition to your eligible continuation coverage)f a current or formeEmployer
Dependent(s). You and all of your eligible Dependent(s) must ceases all contributions tow

be covered under the same option. The special enroliment De p e n de nobverage cspetiat anroliment may be
events include: requested in this Plan for you and all of your eligible

1 the othe plan no longer offers any benefits to a class of
similarly situated individuals.

Dependent(s).

1 Acquiring a new Dependentlf you acquire a new P ) () ) )
Dependent(sthrough marriage, birth, adoption or 1 Exhaustion of COBRA or other continuation coverage.
placement for adoption, you may request special enrollment Special enroliment may be requested in this Plan for you
for any of the following combinations of individuals if not and all of your eligible Dependent(s) upexhaustion of
already enrolled in the Plan: Employee only; spouse only; COBRA or other continuation coverage. If you or your
Employee and spouse; Dependent child(oety; Dependent(s) elect COBRA or other continuation coverage
Employee and Dependent child(ren); Employee, spouse and following Iosg of coverage under another plan, the COBRA
Dependent child(ren). Enroliment of Dependent children is or other continuation coverage must be exhausted before

limited to thenewborn oradopted children or children who any special enraihent rights exist under this Plan. An
became Dependent children of the Employee due to individual is considered to have exhausted COBRA or other
continuation coverage onlfysuch coverage ceasehie to

marriage. . . . .
failure o tt':)erfm(floyer or_other responsible entity to remit
a‘ti

1 Loss of eligibilt y f or St ate Medicaid %PFemi ey bdsikhen the peson no longer
Health Insurance Program (CHIP). If you and/or your resides or W(') rks in the othe

Dependent(s) were covered under a state Medicaid or CHIP no other COBRA or continuation coverageable under
plan and the coverage is terminated due to a loss of the plan; owhen the individual incurs a claim that would
eligibility, you may request special enroliment for yolfrse meet or exceed a lifetime maximum limit on all benefits and

_andhar:g/l affe;:ted Dependent(s) Wh(ljl are not zﬁl_reggy denrolled there is no other COBRA or other continuation coverage
in the Plan. You must request enroliment within ays available to the individual. This does not include

after termination of Medicaid or CHIP coverage.

termination ofarEmp | oyer 6s | i mi ted pei
1 Loss of eligibility for other coverage (excluding contributions toward COBRA or other continuation
continuation coverage)If coverage wasleclined under coverage as provided under any severance or other
this Plan due to coverage under another plan, and eligibility agreemen

for the other coverage is lost, you and all of your eligible
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1 Eligibility for employment assistance under State
Medi caid or Childrendés Heal
(CHIP). If you and/or your Dependent(s) become eligible
for assistance with group health plan premium payments
under a state Medicaid or CHIP plan, you maguest
special enrollment for yourself and any affected
Dependent(s) who are not already enrolled in the Plan. You
must request enrollment within 60 days after the date you
are determined to be eligible fosséstance.

Except as stated above, special emliment must be
requested within 30 days after the occurrence of the
special enroliment eventlf the special enrollment event is
the birth or adoption of a Dependent child, coverage will
be effective immediately on the date of birth, adoption or
placementfor adoption. Coverage with regard to any other
special enrollment event will be effectivao later than the
first day of the first calendar month following receipt of
the request for special enrollment.

Domestic Partners and their children (if not legjgildren of
the Employee) are not eligible for special enroliment.

HC-FED96 04-17

Effect of Section 125 Tax Regulations on This
Plan

Your Employer has chosen to administer this Plan in
accordance with Section 125 regulations of the Internal
Revenue CoddRer this regulation, you may agree to a pretax
salary reduction put toward the cost of your benefits.
Otherwise, you will receive your taxable earnings as cash
(salary).

A. Coverage elections

Per Section 125 regulations, you are generally allowed to
enrol for or change coverage only before each annual benefit
period. However, exceptions are allowed:

1 if you meet Special Enrollment criteria and enroll as
described in the Special Enrollment section; or

1 if your Employer agrees, angu meet the criteria shown
the following Sections B througH and enroll for or change
coverage within the time period established by your
Employer.

B. Change of status
A change in status is defined as:

1 change in legal marital status due to marriage, death of a
spouse, divorceannulment or legal separation;

1 change in number of Dependents due to birth, adoption,
placement for adoption, or death of a Dependent;

t

1 change in employment status of Employee, spouse or

h Delpendent dug to teemin&ionmgstard ahemployment,
strike, lockoutbeginning or end of unpaid leave of absence,
including under the Family and Medical Leave Act
(FMLA), or change in wdksite;

1 changes in employment status of Employee, spouse or
Dependent resulting in eligibility or ineligibility for
coverage;

1 change in rddence of Employee, spouse or Dependent to a
| ocation outside of the
and

1 changes which cause a Dependent to become eligible or
ineligible for coverage.

C. Court order

A change in coverage due to and consistent with a codier
of the Employee or other person to cover a Dependent.

D. Medicare or Medicaid eligibility/entitlement

The Employee, spouse or Dependent cancels or reduces
coverage due to entitlement to Medicare or Medicaid, or
enrolls or increases coverage due sslof Medicare or
Medicaid eligbility.

E. Change in cost of 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 conttion.

When the changa cost is significant, you may either
increase your adribution or elect lessostly coverage. When
a significant overall reduction is made to the benefit option
you have elected, you may elect another available benefit
option. When a new benefit optismadded, you may change
your election to the new benefit option.

F. Changes in coverage of spouse or Dependent under
another employerés pl an

You may make a coverage election change if the plan of your
spouse or Dependent: incurs a change such as adding o
deleting a benefit option; allows election changes due to
Special EnrollmentChange in Status, Court Order or
Medicare or Medicaid Eligibility/Entitlement; or this Plan and
the other plan have different periods of coverage or open
enroliment griods.

G. Reduction in work hours

I f an Employeeds work hours
hours/week (even if it does not result in the Employee losing
eligibility for the Employer
(and family) intend to enroll in another plan that provides
Minimum Essential Coverage (MEC). The new coverage must
be effective no later than the 1st day of the 2nd month
following the month that includes the date the original
coverage is revoked.
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H. Enroliment in a Qualified Health Plan (QHP)

The Employee must baigible for a Special Enroliment

Period to enroll in a QHP through a Marketplace or the
Employee wants to enroll in a QHP through a Marketplace
during the Marketplacebs annu
the disenrollment from the group plan correspondhé

intended enrollment of the Employee (and family) in a QHP
through a Marketplace for new coverage effective beginning

no later than the day immediately following the last day of the
original coverage.

HC-FED95 04-17

Eligibility for Coverage for Adop ted Children

Any child who is adopted by you, including a child who is
placed with you for adoption, will be eligible for Dependent
Insurnce, if otherwise eligible as a Dependeppn the date

of placement with you. A child will be considered placed for
adoption when you become legally obligated to support that
child, totally or partially,

If a child placed for adoption is not adopted, all health
coverage ceases when the placement ends, and will not be
continued.

Theprovis ons i n the AException
this document that describe requirements for enrollment and
effective date ofrisurance will also apply to an adopted child
or a child placed with you for adoption.

HC-FED67 09-14

Coverage for Maternity Hospital Stay

Group health plans and health insurance issuers offering group
health insurance coverage generally may not, undeteade

l aw known as the fiNewboctions 6
Acto: restrict benefits for
comection with childbirth for the mother or newborn child to
less than 48 hoursflowing a vaginal delivery, or less than 96
hours following a cesarean section; or require that a provider
obtain authorization from the plan or insurance issuer for
prescribirg a length of stay not in excess of the above periods.
The law generally does not prohibit an attending provider of
the mother or newborn, in consultation with the mother, from
discharging the mother or newborn earlier than 48 or 96 hours,
as gplicable.

a
a pyyhe fallowing provisipns of thefgderal Fagnily andtMadjcal i n

Please review this Plan for further details on the specific
coverage available to you and your Dependents.

HC-FED11 . 10-10
peri od;

a open enroll ment an
Womends Health and Cance
(WHCRA)

Do you know that your pl an, a

Health and Cancer Rights Act 0398, provides benefits for
mastectomyrelated services including all stages of
reconstruction and surgery to achieve symmetry between the
breasts, prostheses, and complications resulting from a
mastectomy, including lymphedema? Call Member Services at
thetoll free number listed on your ID card for more

information.

HC-FED12 10-10

prior to that childoés adoptio
Group Plan Coverage Instead of Medicaid

If your income and liquid resources do not exceed certain
limits established by law, the state may decide to pay

f OgremiHrgs\Xpﬁ tgig CRVE®R® hsée@dcpi fqr lglqgicag)dfif itis

cost effective. This includes premiums for continuation
coverage required by federal law.

HC-FED13 10-10

Requirements ofFamily and Medical Leave Act
of 1993 (as amended) (FMLA)

Any provisions of lhe policy that prowde for:continuation of
insurance dung a leave of absence; areinstatement of

insdiranveofiowing @ geirn 19 ciive Seivice are mogified

Leave Act of 1993, as amended, wheppliable:
Continuation of Health Insurance During Leave

Your health insurance will be continued during a leave of
absence if:

1 that leave qualifies as a leave of absence under the Family
and Medical Leave Act of 1993, as amended; and

T you are an eligible Employee undke terms of that Act.

The cost of your health insurance during such leave must be
paid, whether entirely by your Employer or in part by you and
your Employer.
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Reinstatement of Canceled Insurance Following Leave You and your Dependentwill be subject to only the balance
Upon your return to Active Service followirgleave of of a waiting period_ that was not yet satisfied before _the leave
absence that qualifies under the Family and Medical Leave began. However, if an Injury or Sickness occurs or is _
Act of 1993, as amended, any canceled insurance (health, life aggravated during the military leave, full Plan limitations will
or disability) will be reinstated as of the date of yceinm. apply.

You will not be required to satisfy any eligibility or béite If your coverag under this plan terminates as a result of your

waiting period to the extent that they had been satisfied prior ~ €ligibility for military medical and dental coverage and your
to the start of such leave of absence. order to active duty is canceled before your active duty service

. I . commences, these reinstatement rights will continue to apply.
Your Employer will give you detailed information about the g PPY

Family and Medical Leave Act of 1993, as amended.

HC-FED18 10-10
HC-FED93 10-17

Claim Determination Procedures
Uniformed Services Empbyment and Re The following complies with federal law. Provisions of
Employment Rights Act of 1994 (USERRA) applicable laws of your state may supersede.
The Uniformed Services Employment and-&aployment Procedures Regarding Medical Necessity Determinations
Rights Act of 1994 (USERRA) sets requirements for In general, health services and benefits must be Medically
continuation of health coverage andemaployment in regard Necessary tbe covered under the plan. The procedures for
to an Employeeds efHeset ary | e adeermging Medjcal Necessity vary, according to the type of
requirements apply to medical and dental coveraggdor service or benefit requested, and the type of health plan.
and your DependentShey do not apply to any Life, Shert Medical Necessity determinations are made on a preservice,
term or Longterm Disability or Accidental Death & concurrent, or postservice figsas described below:
Dismemberment coverage you may have. Certain services require prior authorization in order to be
Continuation of Coverage covered. Thdookletdescribes who is responsible for

. . obtaining this review. You or your authorized representative
For leaves of lesthan 31 days, coverage will continue as . . .
: ) S : . (typically, your health care pfessional must requegtrior
described in the Termination section regarding Leave of L0 . . .
authorizatioraccording to the procedures described below, in

Absence. thebook!| et , and smetworlypartcipatiopnr o v i d e
For leaves of 31 days or more, you may continue coverage for  documents as applicable.

yourselfand your Dependenéss follows: When services or benefits are determined to beovdred

You may continue benefits by paying the requipeeimium to you or your representative will receive a weit description of
your Employer, until the earliest of the following: the adverse determination, and may appeal the determination.
1 24 months from the last day of employment with the Appeal procedures are described inttbeklet,in your

Employer; p r o vd ndtearkdarticipation documerds applicableand

in the determination notices.

Note: An oral statement madie you by a representative of
Cigna or its designee that indicates, for example, a particular

1 the day after you fail to return to work; and
1 the date the policy cancels.

Your Employer may charge yand your Dependent to service is a Covered Expense, is authorized for coverage by
102% of the total premium. the plan, or that you are eligible for coverage is not a
Reinstatement of Benefits (applicable to all coverages) guarantee that you will receive benefits $ervices under this

If your coverage ends during the leave of absence because you plan: Cigna will make a benefit d_etermination afte_r a claim is
do not elect USERRA at the expiration of USERRA and you received from you or your authorized representative, and the
are reemployed by your current Employer, coveragedar y benefit determination will be based on, your eligibility as of
and your Dependents may be reinstatagif gave your the dg_te services were rendered to you andeﬂmestgnd
Employer advance written or verbal notice of your taiff conditions of the plan in effect as of the date services were
service leave, anthe duration of all military leaves while you rendered to you.

are employed with your current Employer does not exceed 5

years.

66 myCigna.com



§:2Cigna®

Preservice Determinations

When you or your representative reqeestequiredorior
authorization Cignawill notify you or your representative of

the determination wiitin 15 days after receiving the request.
However, if more time is needed due to matters beyond

Ci g rcantvad, Cignawill notify you or your representative
within 15 days after receiving your request. This notice will
include the date a determination danexpected, which will

be no more than 30 days after receipt of the request. If more
time is needed because necessary information is missing from
the request, the notice will also specify what information is
needed, and you or your representative mustigecthe

specified information t&€ignawithin 45 days after receiving

the notice. The determination period will be suspended on the
dateCignasends such a notice of missing information, and the
determination period will resume on the date you or your
representative responds to the notice.

If the determination periods above would seriously jeopardize
your life or health, your ability to regain maximum function,

or in the opinion of a health care professional with knowledge
of your health condition, causely severe pain which cannot
be managed without the requested services, Cigna will make
the preservice determination on an expedited basis. Cignha will
defer to the determination of the treating health care
professional regarding whether an expedited detextioin is
necessary. Cigna will notify you or your representative of an
expedited determination within 72 hours after receiving the
request.

However, if necessary information is missing from the
requestCignawill notify you or your representative withi2d
hours after receiving the request to specify what information is
needed. You or your representative must provide the specified
information toCignawithin 48 hours after receiving the
notice.Cignawill notify you or your representative of the
expeditecbenefit determination withid8 hours after you or

your representative responds to the notice. Expedited
determinations may be provided orally, followed within 3 days
by written or electronic notification.

If you or your representativettempts to requestpreservice
determination, bufails to followC i g rpeoédures for
requesting a required preservice determinattignawill

notify you or your representative of the failure and describe
the proper procedures for filing within 5 days (or 24 hours, if
an expedited determination is required, as described above)
after receiving the request. This notice may be provided orally,
unless you or your representative requests written notification.

Concurrent Determinations

When an ongoing course of treatment baen approved for
you and you wish to extend the approval, you or your
representative must request a required concucmrdrage
determination at least 24 hours prior to the expiration of the
approved period of time or number of treatments. When you

or your representative requests such a determinafigma
will notify you or your representative of the determination
within 24 hours after receiving the request.

Postservice Determinations

When you or your representative requestswerage
determinatioror a claim payment determinati@rfiter services
have been rendere@jgnawill notify you or your

representative of the determination within 30 days after
receiving the request. However, if more time is needed to
make a determination due to matters bey@igin acéngol
Cignawill notify you or your representative within 30 days
after receiving the request. This notice will include the date a
determination can be expected, which will be no more than 45
days after receipt of the request.

If more time is neeeldd because necessary information is
missing from the request, the notice will also specify what
information is needed, and you or your representative must
provide the specified information ©@ignawithin 45 days

after receiving the notice. The determioatperiod will be
suspended on the daféggnasends such a notice of missing
information, and the determination period will resume on the
date you or your representative responds to the notice.
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Notice of Adverse Determination

Every notice of an adverse ledit determination will be
provided in writing or electronically, and will include all of
the following that pertain to the determination: information
sufficient to identify the claim including, if applicable, the
date of service, provider and claim amqgudiagnosis and
treatment codes, and their meanings; the specific reason or

reasons for the adverse determination including, if applicable,

the denial code and its meaning and a description of any
standard that was used in the denial; reference to théispec
plan provisions on which the determination is based; a

description of any additional material or information necessary

to perfect the claim and an explanation of why such material
or information is
procedues and the time limits applicable, including a
statement of a cl aimant 6s
section 502(a) of ERISA following an adverse benefit

determination on appeal, (if applicable); upon request and free

of charge, a copy of any ernal rule, guideline, protocol or
other similar criterion that was relied upon in making the
adverse determination regarding your claim; 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; a
description of any available internal appeal and/or external
review process(es); information about any office of health
insurance consumer assistance or ombudsman available to
assist you with thappeal process; and in the case of a claim
involving urgent care, a description of the expedited review
process applicable to such claim.

HC-FED104 01-19

Appointment of Authorized Representative

You may appoint an authorized representative to assishyou
submitting a claim or appealing a claim denial. However,
Cigna may require you to designate your authorized
representative in writing using a formppoved by Cigna. At

all times, the appointment of an authorized representative is
revocable by you. Torsure that a prior appointment remains
valid, Cigna may require you to-sgpoint your authorized
representative, from time to time.

Cigna reserves the right to refuse to honor the appointment of

a representative if Cigna reasonably determines that:

1 the sgnature on an authorized representative form may not
be yours, or

1 the authorized representative may not have disclosed to you

all of the relevant facts and circumstances relating to the
overpayment or underpayment of any claim, including, for
example, that the billing practices of the provider of medical

necessary,

i g Fior You ang Yoyr Pepepgents

services may have jeopardized your coverage through the
waiver of the cossharing amounts that you are required to
pay under your plan.

If your designation of an authorized representative is revoked,
or Cigna does not honor your designation, you may appoint a
new authorized representative at any time, in writing, using a

form approved by Cigna.

HC-FED88 01-17

COBRA Continuation Rights Under Federal
pagwdescription of the planods

ci vil acti

What is COBRA Continuation Coverage?

on

r

u

Under federal law, you and/or your Dependents must be given

the opportunity to continue health insurance when there is a
fiquali fying evento that
the Plan. You and/or your Dependents will be permitbed t
continue the same coverage under which you or your
Dependents were covered on the day before the qualifying
eventec ur red, unless you move
area or the plan is no longer available. You and/or your
Dependents cannot change cage options until the next
open enrollment period.

When is COBRA Continuation Available?

For you and your Dependents, COBRA continuation is
available for up to 18 months from the date of the following
qualifying events if the event would result in a logs
coverage under the Plan:

1 your termination of employment for any reason, other than
gross misconduct; or

T your reduction in work hours.

For your Dependents, COBRA continuation coverage is
available for up to 36 months from the date of the following
qualifying events if the event would result in a loss of
coverage under the Plan:

1 your death;

1 your divorce or legal separation; or

1 for a Dependent child, failure to continue to qualify as a
Dependent under the Plan.

Who is Entitled to COBRA Continuation?

Onyaiqual i fied beneficiaryo
elect to continue health insurance coverage. A qualified
beneficiary may include the following individuals who were

covered by the Plan on the day the qualifying event occurred:

you, your spouse, angur Dependent children. Each
qualified beneficiary has their own right to elect or decline
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COBRA continuation coverage even if you decline or are not 1 A copy of the written SSA determination must be provided

eligible for COBRA continetion. to the Plan Administrator within 60 calendar days after the
The following individuals are not qualified beneficiaries for date the SSA determination is made AND before the end of
purposes bCOBRA mntinuation: domestic partners, the initial 18month continuation period.

grandchildren (unless adopted by you), stepchildren (unless If the SSA later determines that the individual is no longer
adopted by you). Although these individuals do not have an disabled, you must notifghe Plan Administratowithin 30
independent right to elect COBRA continuation coverage, if days after the date the final deténation is made by SSA.

you elect COBRA continuation coverafgg yourself, you The 1Etmonth disability extension will terminate for all

may also cover your Dependents even if they are not covered persons dhe first day of the month that is more than
considered qualified beneficiaries under COBRA. However, 30 days after the date the SSA makes a final determination
such individual sé6 cover age wi thdtthddeabled imdigidual is moHomger disabledd COBRA
continuation coverage terminates. The sections titled Al | causes for fATermination o
ASecondary Qudlying Events andfiMedicare Extension For below will also apply to the period ofsdibility extension.

Your Dependentsare not aplicable to these individuals.

Although federal law does not extend COBRA continuation
rights to domestic partners, this plan will extend these same
continuation benefits to domestic peets (and their children

if not legal children of the Employee) to the same extent they
are provided to spouses of the opposite sex and legal children
of the Employee.

Medicare Extension for Your Dependents

When the qualifying event is your termination of employment
or reduction in work hours and you became enrolled in
Medicare (Part A, Part B or both) within the 18 months before
the qualifying eventCOBRA continuation coverage for your
Dependents will last for up to 36 months after the date you
became enrolled in Medicare. Your COBRA continuation

Secondary Qualifying Events coverage will last for up to 18 months from the date of your
If, as a result of your termination of employment or redurcti termination of employment oeduction in wak hours.
in work hours, your Dependent(s) have elected COBRA Termination of COBRA Continuation

continuation coveage and one or more Dependents experience
another COBRA qualifying event, the affected Dependent(s)
may elect to extend their COBRAmmuation coverage for

COBRA continuation coverage will be terminated upon the
occurrence of any of the following:

an additional 18 monthg (months if the secondary event 1 the end of the COBRA continuation period of 18, 29 or 36
occurs within the disability extension period) for a maximum months, as apable;

of 36 months from the initial qualifying event. The second 1 failure to pay the required premium wiith80 calendar days
qualifying event must occur before the end of the initial 18 after the due date:

months of COBRA continuation coverage othim the . A .
disability extension period discussed below. Under no T canceliationof he Employerds; policy
circumstances will COBRA continuation coverage be 1 after electing COBRA continuation coverage, a qualified
available for more than 36 months from the initial qualifying beneficiary enrolls in Medicare (Part A, Part B, or both);
event. Secondary qualifying events are: your death; your 1 after electing COBRA continuation coverage, a dieali
divorce or legal sepaiian; or, for a zpendent child, failure beneficiary becomes covered under another group health
to continue to qualify as a Dependent under the Plan. plan, unless the qualified beneficiary has a condition for
Disability Extension which the new plan limits or excludes coveragdar a pre

existing condition provision. In such case coverage will
coninue until the ediest of:the end of the applicable
maximum period;the date the prexisting condition
provisionis no longer applicable; dhe occurrence of an
event described in one of the first three bullets above;

If, after electing COBRA continuation coverage due to your
termiretion of employment or reduction in work hours, you or
one of your Dependesis dtermined by the Social Security
Administration (SSA) to be totally disabledder Title Il or

XVI of the SSA, you and all of your Dependents who have

elected COBRA continuation coverage may extend such 1 any reason the Plan would terminate coverage of a

continuation for an additional 11 months, fomaximum of participant or beneficiary who is not receiving continuation

29 months from the initial qualifying event. coveage (e.g., fraud).

To qualify for the disability extension, all of the following Mo v _i ng Out of Employerds Serv

requirements must be satisfied: a Service Area

1 SSA must determine that the disability occurred prior to or I'f you and/or your Dependents
within 60 days after the disabled individedécted COBRA service area or the Employer eliminatesise area in your
continuation coverage; and location, your COBRA continuation coverage under the plan
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will be limited to outof-network coverage only. inetwork
coverage is not available
area. If the Employer offers another benefit option through
Cigna or another carrier which can provide coverage in your
location, you may elect COBRA continuation coverage under
that option.

ou

Empl oyerds Notification

Your Employer is required to provide you and/or your
Dependents with the following no#s:

1 An initial notification of COBRA continuation rights must
be provided within 90 days
coverage under the Plan begins (or the Plan first becomes
subject to COBRA continuation requirements, if later). If
you and/or your Depalents experience a qualifying event
before the end of that 9fay period, the initial notice must
be provided within the time frame required for the COBRA
continuation coverage election notice as explained below.

A COBRA continuation coverage election icetmust be
provided to you and/or your Dependents within the
following timeframes:

1 if the Plan provides that COBRA continuation coverage
and the period within which an Employer must notify the
Plan Administrator of a qualifying event starts upon the
lossof coverage, 44 days after loss offecage under the
Plan;

1 if the Plan provides that COBRA continuation coverage
and the period within which an Employer must notify the
Plan Administrator of a qualifying event starts upon the
occurrence of a qualifying ewnt, 44 days after the
qualifying event occurs; or

1 in the case of a muleémployer plan, no later than 14 days
after the end of the period in which Employers must
provide notice of a qualifying event to the Plan
Administrator.

How to Elect COBRA Continuation Coverage

The COBRA coverage election notice will list the individuals
who are eligible for COBRA continuation coverage and
inform you of the applicable premium. The notice will also
include instructions for electing COBRA continuation
coverage. You mustotify the Plan Administratoof your
election no later than the due date stated on the COBRA
election naotice. If a written electiorotice is required, it must
be postmarked no later than the due date stated on the
COBRA election notice. If you do notake proper

notification by the due date shown on the notice, you and your
Dependents will lose the right to elect COBRA continuation
coverage. If you reject COBRA continuation coverage before
the due date, you may change your mind as long as you
furnish acompleted election form before the due date.

Requ

t

a

Each qualified beneficiary has an independent right to elect

€0B®A comtifiuatibnhcever&gen Continyation éoserageentay i €

be elected for only one, several, or for all Dependents who are
qualified beneficiaries. Parentay elect to continue coverage
on behalf of their Dependent children. You or your spouse
may elect continuation coverage on behalf of all the qualified
begeficiatiep. You are not required to elect COBRA
continuation coverage in order for your Dependémtslect
COBRA contination.

How Much Does COBRA Continuation Coverage Cost?
Fachygualifizd,beneficiary may ke seguired dopay the endre, )
cost of continuation coverage. The amount may not exceed
102% of the cost to the group health plan (including both
Empoyer and Employee contributions) for coverage of a
similarly situated active Employee or family membEne
premium during the Xinonth disability extension may not
exceed 150% of the cost to the group health plan (including
both employer and employee ¢ohutions) for coverage of a
similarly situated active Employee or family member.

For examplelf the Employee alone elects COBRA
continuation coverage, the Employee will be charged 102%
(or 150%)of the active Employee premium. If the spouse or
one Depedent child alone elects COBRA continuation
coverage, they will be charged 10286 150%)of the active
Employee premium. If more than one qualified beneficiary
elects COBRA continuation coverage, they will be charged
102%(or 150%)of the applicable familypremium.

When and How to Pay COBRA Premiums
First payment for COBRA continuation

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

Subsequent payments

After you make youfirst payment for COBRA continuation
coverage, you will be required to make subsequent payments
of the required premium for each additionanthof

coverage. Payment is due e first day of each montlf

you make a payment on or before its due datar coverage
under the Plan will continue for that coverage periodhavit

any break.

Grace periods for subsequent payments

Although subsequent payments are dughieyfirst day of the
month you will be given a grace period of 30 days after the
first day of the coverage period to make eactnthly

payment. Your COBRA continuation coverage will be

provided for each coverage period as long as payment for that
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coverage period is made before the end of the grace period for
that payment. However, if your pagmt is received after the

due date, your coverageder the Plan may be suspended
during this time. Any providers who contact the Plan to
confirm coverage during this time may be informed that
coverage has been suspended. If payment is received before
theend of the grace period, your coverage will be reinstated
back to the beginning of the coverage period. This means that
any claim you submit for benefits while your coverage is
suspended may be denied and may have to be resubmitted
once your coverage isinstated. If you fail to make a

payment before the end of the grace period for that coverage
period, you will lose all rights to COBRA continuation
coverage under the Plan.

You Must Give Notice of Certain Qualifying Events

If you or your Dependent(s) expence one of the following
qualifying events, you must notithe Plan Administrator

within 60 calendar days after the later of the date the
qualifying event occurs or the date coverage would cease as a
result of the qualifying event:

1 Your divorce or legaseparation; or
1 Your child ceases to qualify as a Dependent under the Plan.

1 The occurrence of a secondary qualifying event as discussed
under fASecondary Qualifying
must be received prior to the end of the initial @829
monthCOBRA period).

(Al so refer to t
additional notice requirements.)

Notice must be made in writing and must include: the name of
the Plan, name and address of the Employee covered under the
Plan, name and addresg(efthe qualified beneficiaries

affected by the qualifying event; the qualifying event; the date
the qualifying event occurred; and supportinguoentation

(e.g., divorce decree, birth certificate, disability detestiim,

etc.).

Newly Acquired Dependetts

If you acquire a new Dependent through marriage, birth,
adoption or placement for adoption while your coverage is
being continued, you may cover such Dependent under your
COBRA continuation cowage.However, only your newborn
or adopted Dependent atiiis a qualified beneficiary and may
continue COBRA continuation coverage for the remainder of
the coverage period following your early termination of
COBRA coverage or due to a secondary qualifying event.
COBRA coverage for your Dependent spouse and any
Dependent children who are not your children (e.g.,
stepchildren or grandchildren) will cease on the date your
COBRA coverage ceases and they are not eligible for a
secondary qualifying event.

he section ti

COBRA Conti
Bankruptcy

If you are covered as a retiree, and a proceeding in bankruptcy
is filed with respect to the Employer under Title 11 of the
United States Code, you may be entitled to COBRA
continuation coverage. If the bankruptcy results in a loss of
coverage for you, yauDependents or your surviving spouse
within one year before or after such proceeding, you and your
covered Dependents will become COBRA qualified
beneficiaries with respect to the bankruptcy. You will be
entitled to COBRA continuation coverage until yalgath.

Your surviving spouse and covered Dependent children will

be entitled to COBRA continuation coverage for up to 36
months following your death. However, COBRA conttion
coverage will cease upon the occurrence of any of the events

l i sted mindatri éild eof

Interaction With Other Continuation Benefits

You may be eligible for other continuation benefits under state
law. Refer to the Termination section for any other
continuation benefits.

nuation for Ret i
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Event sdo above (this noti

When You HaveAn Appeal Or Grievance

Fof thepurppges of thig seqtionapy refegence tg 'yqu' Yayr f
or "Member" also refers to a representative or provider
despnated by you to act on your behalf, unledeowise

noted.

We want you to be completely satisfied with taee and
services you receive. That is why we have established a
process for addressing your concerns and solving your
problems.

ce

Requests for Reconsideration

In a case involving a health care treatment decision or a
concurrent review decision, Cigna shgille the provider
rendering the service an opportunity to request by telephone,
fax or in writing on behalf of the covered person a
reconsideration of an adverse decision by the reviewer making
the adverse decision.

The reconsideration shall occur witlane working day after

the receipt of the request and shall be conducted between the
provider rendering the service and the reviewer who made the
adverse health care treatment decision or a clinical peer
designated by the reviewer if the reviewer who maee t
adverse decision cannot be available within one working day.

If the reconsideration process does not resolve the difference
of opinion, the adverse health care treatment decision may be
appealed by the covered person or the provider on behalf of
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the cowered person. Reconsideration is not a prerequisite to a
standard appeal or an expedited appeal of an adverse decision.

Appeals of Adverse Health Care Treatment Decisions

An adverse health care treatment decision is a health care
treatment decision made by on behalf of Cigna that denies
payment for or provision of a service otherwise covered under
the Plan (in whole or in part), when that service is requested
by you or on your behalf. A health care treatment decision
means a benefit decision involving eehinations regarding
Medically Necessary health care and determinations regarding
experimental or investigational services. It also include a
rescission determination, consistent with the requirements of
the federal Affordable Care Act.

To initiate an apgal for most claims, you must submit a
request for an appeal after receipt of a denial ndfigeu
appealk reduction or termination in coverage for an ongoing
course of treatment that Cigna previously approved, you will
receive, as required by applidallaw, continued coverage
pending the outcome of an appeal. Appeals may be submitted
to the following address:

Cigna

National Appeals Organization (NAO)

P.O. Box 188011

Chattanooga, TN 37422

You should state the reason why you feel your appeal should
be pproved and include any information supporting your
appeal. If you are unable or choose not to write, you may ask
to register your appeal by telephone. Call us-800-244

6224 orthe tolHree number on your Benefit Identification

card, explanation of lmefits or claim form.

We will provide notice to you of the following rights within
three working days after we receive your appeal:

1 You have the right to review your claim file and to present
evidence and testimony as part of the internal appeals
process.

1 We will provide you, free of charge, with any new or
additional evidence considered, relied upon, or generated by
us (or at our direction) in connection with your claim. We
will provide such evidence as soon as possible and
sufficiently in advance of theedision to give you a
reasonable opportunity to respond.

1 Prior to issuing a final internal adverse benefit
determination based on new or additional rationale, we will
provide you with the rationale, free of charge, sufficiently in
advance of the decision give you a reasonable
opportunity to respond.

1 We will provide you the name, address and telephone
number of the person designated to coordinate the appeal on
Cigna's behalf.

Standard Appeal of an Adverse Health Care Treatment
Decision

A standard appealf@an adverse health care treatment decision
will be evaluated by an appropriate clinical peer or peers. The
clinical peer shall not have been involved in the initial adverse
determination, unless the appeal presents additional
information that the clinicgbeer was not aware of at the time
of the initial adverse health care treatment decision. The
clinical peer will not be a subordinate of a clinical peer
involved in the prior decision.

You and your attending or ordering provider will be notified,

in writing, of the results of the standard appeal of an adverse
determination review within 15 calendar days after we receive
an appeal for a required preservice or concurrent care
coverage determination, and within 30 calendar days after we
receive an appeal forstservice coverage determination. If
more time or information is needed to make the determination,
we will notify you in writing to request an extension of up to

15 calendar days and to specify any additional information
needed to complete the review.

If a standard appeal of an adverse health care treatment
decision is denied by Cigna, the Adverse Health Care
Treatment appeal Decision provided to you and your attending
or ordering provider will contain:

1 The names, titles and qualifying credentials offiaeson(s)
evaluating the appeal.

TA statement of t
reason for the request for appeal.

1 Reference to the specific plan provisions upon which the
decision is based.

TThe appeal reviewero6s deci
clinical rationale, in sufficient detail, so that you may
respond further to Cigna, if necessary.

1 A reference to the evidence or documentation used as the
basis for the decision, including the clinical review criteria
used to make the determination. Theeidion will include:
instructions for requesting copies (free of charge) of
information relevant to the claim, including any referenced
evidence, documentation or clinical review criteria not
previously provided to you; or the actual copies of such
additional clinical review criteria, if you previously
submitted a written request for the clinical review criteria
used in the initial adverse health care treatment decision.

1 If an internal rule, guideline, protocol, or other similar
criterion was relied upomimaking the adverse benefit
decision, either: the specific rule, guideline, protocol, or
other similar criterion; or a statement referring to the rule,
guideline, protocol, or other similar criterion that was relied
upon in making the adverse decisionpf@s will be
provided to you, free of charge, upon request.

he appeal re

S i
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1 Notice of any subsequent appeal rights available to you, and
the procedure and time limitation for exercising those rights.

1 Notice of the availability of any applicable office if health
insuranceconsumer assistance or ombudsman established
under the federal Affordable Care Act.

1 Notice of your right to contact the Maine Insurance
Superintendent6s
the State of Maine)

Expedited Appeal of an Adverse Healtr€Treatment
Decision

An expedited appeal of an adverse health care treatment
decision is available to you, or to a provider acting on your
behalf, when the time frame for the standard appeal of an
adverse health care treatment decision would seriously
jeopardize your life or health, or your ability to regain
maximum function. If you request that your appeal be
expedited, you may also ask for an expedited external
Independent Review at the same time, if the time to complete
an expedited appeal would be rileental to your medical
condition.

Additionally, Cigna will provide expedited review to all
requests concerning an admission, availability of care,
continued stay or a health care services if you have received
Emergency Services, but have not been diggthfrom a
health care facility.

An expedited appeal will be evaluated by an appropriate
clinical peer or peers. The clinical peer shall not have been
involved in the initial adverse health care treatment decision.
The clinical peer may not be a subordaaf the clinical peer
involved in the prior decision.

All information necessary to the expedited review, including
Cignads decision, will be
telephone, facsimile, electronic means or the most expeditious
method available

Cigna will make a decision as expeditiously as your medical
condition requires, but in no event more than 72 hours after
the expedited appeal is initiated. Cigna will notify you and a
provider acting on your behalf via telephone. Written
confirmation wil be provided within two working days of any
notification provided by other means.

If the expedited appeal is in connection with: a concurrent
review determination of Emergency Services; or an initially
authorized admission or course of treatment, thacewill

be continued without liability to you until you have been
notified of the expedited appeal determination.

If an expedited appeal of an adverse health care treatment
decision is denied by Cigna, the adverse appeal decision
provided to you and youwattending or ordering provider will
contain the same items outlined above that are provided for a
standard appeal denial.

oAksistarceefrom ( S e

t r at@OWNYt t ed

Expedited appeal review will not be provided for retrospective
adverse health care treatment decisions.

Second Level Appeals of Adweidealth Care Treatment
Decisions

Cigna provides you with an opportunity for a second level
appeal when you are dissatisfied with a first level appeal
decigion.e provi si on

When requesting a second level appeal, you have a right to
appear in person before authorizedr@ representatives.
Cigna will provide you adequate notice of this option.

Cigna will appoint a panel for each second level appeal, which
will include one or more panelists who are disinterested
clinical peers (that is, a peer not involved in the pricision,
who is not a subordinate of a panelist involved in the prior
decision, and has no financial or other personal interest in the
outcome of the review). If the second level appeal decision is
adverse to you, the decision must have the concurrerece of
majority of the disinterested clinical peers on the panel.

In the event any new or additional information (evidence) is
considered, relied upon or generated by Cigna in connection
with the second level appeal, Cigna will provide this
information to you a soon as possible and sufficiently in
advance of the panel 6s deci s
opportunity to respond. Also, if any new or additional

rationale is considered by Cigna, Cigna will provide the
rationale to you as soon as possible and@eftly in advance
of the panel 6s decision so t
respond.

When you request the opportunity to appear in person before
Cignaaut hori zed
conducting a second level panel review wittlirde the

bet ween al |l

1 For required preservice and concurrent care coverage
determinations, the panel review will be completed within
15 calendar days, and for postservice claims, the panel
review will be completed within 30 calendar days. If more
time or irformation is needed to make the determination, we
will notify you in writing to request an extension of up to 15
calendar days and to specify any additional information
needed by the panel to complete the review.

1 The review meeting will be held during régubusiness
hours at a location reasonably accessible to you. Cigna will
offer you the opportunity to communicate with the review
panel, at Cigna's expense, by conference call, video
conferencing, or other appropriate technology. You will be
notified in writing at least 15 days in advance of the review
date. Cigna will not unreasonably deny your request for
postponement of the review.

1 Upon your request, Cigna will provide to you all relevant
information that is not confidential and privileged from
disclosue to you.
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1

You have the right to:
1 Attend the second level review;
1 Present your case to the review panel,

1 Submit supporting material both before and at the review
meeting;

1 Ask questions of any Cigna representative;

1 Be assisted or represented by a persomof choice;
and

1 Obtain your medical file and information relevant to the
appeal free of charge upon request.

If Cigna has an attorney present to argue its case, Cigna will
so notify you at least 15 days in advance of the review, and
will advise you of youright to obtain legal representation.

Your right to a fair review is not conditional on your
appearance at the review.

The review panel will issue a written decision to you within
5 working days after completing the review meeting and
within the panel the frames above if the panel does not
approve the requested coverage. A decision adverse to you
will contain the same items outlined above that are provided
for a standard appeal denial.

Even if you choose not to appear in person before €igna
authorized rpresentatives, for required preservice and
concurrent care coverage determinations, the panel review will
be completed within 15 calendar days, and for postservice
claims, the panel review will be completed within 30 calendar
days. If more time or informatn is needed to make the
determination, we will notify you in writing to request an
extension of up to 15 calendar days and to specify any
additional information needed by the panel to complete the
review.

Review of Adverse Benefit Decisions Not Involvinglealth
Care Treatment Decisions
For any adverse benefit determination that does not involve

medical issues, we will provide written notice to you that
includes the following information:

1
1

1

The principal reason or reasons for the determination.

Reference tohe specific plan provisions on which the
determination is based.

Information sufficient to identify the claim involved
(including the date of service, the health care provider, and
the claim amount, if applicable), and a statement that the
diagnosis codand its corresponding meaning, and the
treatment code and its corresponding meaning will be
provided upon request.

A description of any additional material or information
necessary for you to perfect the claim and an explanation as
to why such material dnformation is necessary.

1 The instructions and time limits for initiating an appeal or
reconsideration of the determination.

1 Notice of the right to file a complaint with the Bureau of
Insurance after exhausting any appeals under Cigna's
internal review proess. In addition, an explanation of
benefits (EOB) must comply with Maine requirements.

1 If an internal rule, guideline, protocol, or other similar
criterion was relied upon in making the adverse benefit
determination, either the specific rule, guidelipmtocol,
or other similar criterion; or a statement referring to the rule,
guideline, protocol, or other similar criterion that was relied
upon in making the adverse determination. We will provide
a copy to you free of charge on request.

1 The phone numbgrou may call for information on and
assistance with initiating an appeal or reconsideration or
requesting review criteria.

1 A description of the expedited review process applicable to
claims involving urgent care.

1 The availability of any applicable officd bealth insurance
consumer assistance or ombudsman established under the
federal Affordable Care Act.

1 Any other information required pursuant to the federal
Affordable Care Act.

First Level Review of Adverse Benefit Determinations Not
Involving Health Cage Treatment Decisions

A grievance concerning any matter may be submitted by you
or a representative of your choice. A grievance is a written
complaint submitted by you or on your behalf regarding the:

1 Availability, delivery or quality of health care sereg;
including a complaint regarding an adverse determination
made pursuant to utilization review;

1 Claims payment, handling or reimbursement for health care
services; or

1 Matters pertaining to the contractual relationship between
you and Cigna.

You may not #end a first level grievance review (or have a
representative attend in your place), but you may submit
written material to the reviewer at the first level grievance
review. Within three working days of receiving a grievance,
Cigna will provide you withie name, address and telephone
number of a person designated to coordinate the grievance
review.

Cigna will issue to you a written decision within 15 calendar
days after we receive an appeal for a required preservice or
concurrent care coverage determioatiand within 30

calendar days after we receive an appeal for a postservice
coverage determination. The person reviewing the grievance
will not be the same person who made the initial
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determination denying the claim or handling the matter thatis  with the second level appeal, Cigna will provide this

the subgct of the grievance. information to you as soon as possible and sufficiently in

If more time or information is needed to make the advance of isidmeo tipaayouewill bave thee ¢

determination, we will notify you in writing to request an opportunity to respond. Also, if any new or additional

extension of up to 15 calendar days and to specify any rat!onale is considered by C|gna,_ Cigna will p_ro_wde t_he

additional information needed to complete the review. rationale to you as soon as possible and sufficiently in advance
of the panel 6s decihsopmnunityto t h

If the decisioris adverse to you, the written decision will
contain:

1 The names, titles and qualifying credentials of the person(s)
par.t|C|pat|ng in the first level grievance review process (the employees or representatives who were not previously
reviewers). involved in the grievance.

TA statement of the reviewersQnoHhlid hottd ghir h PersBn befdrdgha
grievance andll pertinent facts. authorized representatives, the decision will be issued within
1 Reference to the specific plan provisions on which the 30 calendar days

benefit determination is based. When you request the opportunity to appear in person before

respond.

Cigna will appoint a second level grievance review panel for
your grievance. A majority of the panel will consist of Cigna

fThe reviewerso6 decision in cCignaauttieormszed nrcd pirdd Negn tt &htei ves
specific reason or reasons for the adverse benefit conducting a second level pameView will include the
determination. following:

1 A reference to the evidenoe documentation used as the 1 The review panel will schedule and hold a review meeting
basis for the decision. The decision will include: within 45 days of your request. For required preservice and
instructions for requesting copies (free of charge) of concurrent care coverage determinations, the review will be
information relevant to the claim, including any referenced completed within 15 calendar days and fostservice
evidence or documentation not previously provided to you. claims, the review will be completed within 30 calendar

1 If an internal rule, guideline, protocol, or other similar days. The review meeting will be held during regular
criterion was relied upon in making the adverse benefit business hours at a location reasonably accessible to you.
decision, either: the specific rule, guideline, protocol, or Cigna will offer you the opportunity to communicate with
other similar criterion; or a statement referring to the rule, the review panel, aigna’s expense, by conference call,
guideline, protocqlor other similar criterion that was relied Vldep anfergrjcmg, or other appro_pnate technology. Yqu be
upon in making the adverse determination. Copies will be not|f|ed_|n ert!ng at least 15 days in advance of the review
provided to you, free of charge, upon request. date. Cigna will not unreasonably deny your request for

i . nement of the review.
1 A description of the process to obtain a second level postponement of the revie

grievance review and the procedures and time frames 1 Upon your rguest, Cigna will provide to you all relevant
governing a second level grievance review, along with information that is not confidential and privileged from
notice of subsequent external review rights. disclosure to you.

1 Notice of the availability of any applicable office if health 1 You have the right to:
insurance consumer assistance or ombudsman established 1 Attend the second level review;

under the federal Affordable Care Act.

1 Notice of your right to contact the Maine Insurance
Superintendent 6s oOAksistarceefrom ( Se e
the State of Maine)

Second Level Review of Adverse Benefit Determinations not

1 Present your case to the review panel;

1 Submit suplportinq material both beforedaat the review
tmlée‘ﬁng;p ovlislion

1 Ask questions of any Cigna representative; and

Involving Health Care Treatment Decisions 1 Be assisted or represented by a person of your choice.
Cigna will provide a secul level grievance review process to 1 If Cigna has an attorney present to discuss its case, Cigna
you if you aredissatisfiedwith a first level grievance review will notify you at least 15 days in advance of the review,
determination. You have the right to appear in person before and will advise you of your right to obtain legal
Cignaauthorized representatives, and we will provide you representation.

adequate notice of that option. T Your right to a fair review is not conditional on your

In the event any new or additional information (evidence) is appearance at the review.

considered, relied upon or generated by Cigna in connection
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1 The review panel will issue a written decision to you within
5 working days after completing the review meeting. A
dedsion adverse to you will contain the same items outlined
above that are provided for a standard appeal denial.

Cigna Independent Review Procedure

You also have the right to appeal an unfavorable decision;
however, to qualify for an independent review, tbenplaint
must involve one of the following: Medical Necessity
(medical diagnosis care or treatment), experimental or
investigational treatment. Your request must be in writing and
sent to the State of Maine, Bureau of Insurance, 34 State
House Station, Agusta, ME 04330. A request for an
independent review must be submitted within 12 months of
the date that you receive an adverse determination (decision)
under Cigna's complaint and appeals process. When you
request an independent review from the MaineieBu of
Insurance, you may submit additional information for
consideration. You may (@) attend the review in person, by
telephone, by teleconference or other appropriate electronic
means, (b) ask questions of the representatives and (c) have
outside asstance.

The Independent Review Organization will issue a written
decision within 30 days of receipt of a completed review from
Maine's Bureau of Insurance.

You may request an expedited independent review of your
appeal prior to exhausting all levels of Cigappeals
procedure if: (a) Cigna has failed to make a decision on a
complaint or an appeal within the time period required; (b)
you and Cigna mutually agreed to bypass the appeals
procedure; (c) the time frames under this process would
seriously jeoparide your life, health or ability to regain
maximum function or in the opinion of your Physician would
cause you severe pain which cannot be managed without the
requested services; or (d) the patient has died.

You may call Cigna at-800-244-6224 or the tdtfree

telephone number on your ID card for assistance in filing a
request for an independent review with the Maine's Bureau of
Insurance. There is no charge for you to initiate this
independent review process. Cigna will abide by the decision
of the Indegndent Review Organization. The Independent
Review Program is a voluntary program arranged by Cigna.

You may also call Maine's Bureau of Insurance-80@-300
5000 for assistance.

Assistance from the State of Maine

You have the right to contact the Mai8aperintendent of
Insurance for assistance at any time. The Maine
Superintendent of Insurance may be contacted at the following
address and telephone number:

State of Maine

Maine Bureau of Insurance
Superintendent of Insurance
34 State House Station
August, ME 04333
1-800-300-5000

Notice of Benefit Determination on Appeal

Every notice of a determination on appeal will be provided in
writing or electronically and, if an adverse determination, will
include: (1) information sufficient to identify the clain®)(the
specific reason or reasons for the adverse determination; (3)
reference to the specific plan provisions on which the
determination is based; (4) a statement that the claimant is
entitled to receive, upon request and free of charge, reasonable
accesgo and copies of all documents, records, and other
Relevant Information as defined; (5) a statement describing
any voluntary appeal procedures offered by the Plan and the
claimant's right to bring an action under ERISA section
502(a); (6) upon request afrée of charge, a copy of any
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 thatbased on a

Medical Necessity, experimental treatment or other similar
exclusion or limit; and (7) information about any office of
health insurance consumer assistance or ombudsman available
to assist you in the appeal process. A final notice of adverse
determination will include a discussion of the decision.

You also have the right to bring a civil action under section
502(a) of ERISA if you are not satisfied with the decision on
review. You or your plan may have other voluntary alternative
dispute resaition options such as Mediation. One way to find
out what may be available is to contact your local U.S.
Department of Labor office and your state insurance
regulatory agency. You may also contact the Plan
Administrator.

Relevant Information

Relevant Infomation is any document, record, or other
information which (a) was relied upon in making the benefit
determination; (b) was submitted, considered, or generated in
the course of making the benefit determination, without regard
to whether such document, redpor other information was
relied upon in making the benefit determination; (c)
demonstrates compliance with the administrative processes
and safeguards required by federal law in making the benefit
determination; or (d) constitutes a statement of palicy
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guidance with respect to the Plan concerning the denied
treatment option or benefit or the claimant's diagnosis, without
regard to whether such advice or statement was relied upon in
making the benefit determination.

Legal Action

If your plan is goverad by ERISA, you have the right 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, you may not initiate a legal action against Cigna
until you have completed the Ldv@ne and Level Two

Appeal processes. If your Appeal is expedited, there is no
need to complete the Level Two process prior to bringing
legal action.

HC-APL404 01-20

Definitions
Active Service
You will be considered in Active Service:

1 on any of your Emplyer's scheduled work days if you are
performing the regular duties of your work on that day
either at your Employer's place of business or at some
location to which you are required to travel for your
Employer's business.

1 on a day which is not one of yoimployer's scheduled
work days if you were in Active Service on the preceding
scheduled work day.

HC-DFS1095M 12-17

Ambulance

Licensed ambulance transportation services involve the use of
specially designed and equipped vehicles for transporting ill or
injured patients. It includes ground, air, or sea transportation
when Medically Necessary and clinically appropriate.

HC-DFS1480 01-21

Ancillary Charge

An additional cost, outside of plan cost sharing detailed in The
Schedule of Prescription Drug Berisfiwhich may apply to
some Prescription Drug Products when you request a more
expensive Brand Drug when a lower cost, Therapeutic
Equivalent, Generic Drug is available. The Ancillary Charge

is the amount by which the cost of the requested Brand Drug
exceels the cost of the Generic Drug.

HC-DFS1553 01-21

Biologic

A virus, therapeutic serum, toxin, antitoxin, vaccine, blood,
blood component or derivative, allergenic product, protein
(except any chemically synthesized polypeptide), or analogous
product, orarsphenamine or derivative of arsphenamine (or
any other trivalent organic arsenic compound), used for the
prevention, treatment, or cure of a disease or condition of
human beings, as defined under Section 351(i) of the Public
Health Service Act (42 USC 26)) (as amended by the
Biologics Price Competition and Innovation Act of 2009, title
VII of the Patient Protection and Affordable Care Act, Pub. L.
No. 111148, § 7002 (2010), aras may be amended
thereafter).

HC-DFS810 10-16

Biosimilar

A Biologic tha is highly similar to the reference Biologic
product notwithstanding minor differences in clinically
inactive components, and has no clinically meaningful
differences from the reference Biologic in terms of its safety,
purity, and potency, as defined un@&ection 351(i) of the
Public Health Service Act (42 USC 262(i)) (as amended by
the Biologics Price Competition and Innovation Act of 2009,
title VIl of the Patient Protection and Affordable Care Act,
Pub. L. No. 114148, § 7002 (2010), and as may be adezh
thereafter).

HC-DFS841 10-16

Brand Drug

A Prescription Drug Product that Cigna identifies as a Brand
Drug product across its boak-business, principally based on
available data resources, including, but not limited to, First
DataBank or another riahally recognized drug indicator
source, that classify drugs or Biologics as either brand or
generic based on a number of factors. Not all products
identified as a "brand name" by the manufacturer, Pharmacy,
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or your Physician may be classified as a BrAndg under the
plan.

to maintain the per soseéesvicesur r
cannot be intended to greatly improve a medical condition;
they are intended to provide care while the patient cannot care

for himself or herself. Custodial Services include but are not

HC-DFS812 10-16

Business Decision Team

A committee comprised of voting and reating
representatives across various Cigna business units such as
clinical, medical and business leadership that is duly
authaized by Cigna to effect @émgesegarding coverage
treatment oPrescription Drug Products and Medical
Pharmaceuticalsased on clinical findings provided by the
P&T Committee, including, but not limited tohanges
regarding tier placement and application of utilization
managemertb Prescription Drug Products and Medical
Pharmaceuticals.

HC-DFS1494 07-20

Charges

The term chargemeans the actual billed charges; except
whenCigna has contracted directly or indirectly for a different
amount including where Cigna has directly mdirectly
contracted with an entity to arrange for the provision of
services and/or gplies through contracts with providers of
such services and/or supplies.

HC-DFS1193 01-19

Convenience CareClinics

Convenience Care Clinics are staffed by nurse pi@oirs
and physician assistants and offer customers convenient,
professional walkn care for common ailments and routine

services. Convenience Care Clinics have extended hours and

are located in or near eaByaccess, popular locations
(pharmacies, graey and freestanding locations) with or
without appointment.

HC-DFS1629 07-21

Custodial Services

Any services that are of a sheltering, protective, or
safeguarding nature. Such services may include a stay in an
institutional setting, ahome care, or mging services to care
for someone because of age or mental or physical condition.
This service primarily helps the person in daily living.

Custodial care also can provide medical services, given mainly

limited to:

f
f

HC-DFS4

Services related to watching or protectingeaspn;

Services related to performing or assisting a person in
performing any activities of daily living, such as: walking,
grooming, bathing, dressing, getting in or out of bed,
toileting, eating, preparing foods, or taking medications that
can be self adinistered, and

Services not required to be performed by trained or skilled
medical or paramedical personnel.

04-10
V1

Dependent
Dependents are:

f
1

|l

The subscriber's lawful spouse;

The subscriber's domestic partner who meets the
University's criterd and files a University Affidavit of
Domestic Partnership

The subscriber's children (biological, adopted or
stepchildren) who are under age 26;

The children of a previously approved domestic partner,
provided they satisfy the eligibility requirements;

A visiting foreign student who is under age 26, living with
the subscriber in a pareaohild relationship and 50% or
more dependent on the subscriber for financial support; and

A child for whom the subscriber has been appointed legal
guardian, living with tle subscriber in a pareahild
relationship.

A subscriber's grandchild under age 26, living with the
subscriber in a parewhild relationship The subscriber
cannot enroll a child and grandchild at the same time under
the same policy number. The eligibleild or grandchild

can be covered under a separate University of Maine
System comprehensive policy number.- A child for whom
the subscriber has received a qualified court order to
provide coverage; or

A child 26 years of age or older and primarily suppbtig

you, incapable of seustaining employment because of
physical or mental handicap. The disability must have
begun before the child's 26th birthday and the child must
have been covered under the Plan continuously since his or
her 26th birthday. You st submit proof of the child's
condition within 31 days of his or her 26th birthday. We
reserve the right to require ongoing proof of the mental or
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physical incapacity. reasonably expect the absence of immediate medical attention
to result in placing the health of the individual (or, with

respect to a pregnant woman, the health of the woman or her
unborn chid) in serious jeopardy; serious impairment to

bodily functions; or serious dysfunction of any bodily organ or

Designated Pharmacy part.

A Network Pharmacy that has entered intaagreement with

Cigna, or with an entity contigcagsdi ng on Cignads behal fx t o
provide Prescription Drug Products or services, including,

without limitation, specific Prescription Drug Products, to plan

HC- DFS1718 M 01-22

enrollees on a preferred or exclusive basis. For example, Emergency Services

Designated Pharmacy may provide enrollees certain Specialty Emergency &rvices means, with respect to an Emergency
Prescription Drug Products that have limited distribution Medical Condition, a medical screening exartiorathat is
availability, provide enr ol | ewithin the caphbility of theemergency @éedartrdeatyfsad s u p
of Prescription Drug Products or provide enrollees with Hospital or of an independent freestanding emergency facility,
Prescription DrudgProducts on a preferred cost share basis. A including ancillary services routinely available to the

Pharmacy that is a Network Pharmacy is not necessarily a emergency department to evaluate such Emergency Medical
Designated Pharmacy. Condition, ad such further medical examination and

treatment, to the extent they are within the capabilities of the
staff and facilities available at the Hospital or emergency

HCDFS1614 0122 department, as are requiredtabilize the patient.

Domestic Partner

A Domestic Partner is defined as a person of the same or
opposite sex who:

1 resides with you ;

HC-DFS1764 01-23

Employee
The term Enployee means a futlme or paritime employee

T is rot married to anyone else; as determined by your Employer amdeasonal temporary

1 is no less than 18 years of age; employee who is currently in Active Service working at least

1 is mentally competent to consent to contract; 30 hours a week for the Employer. The term does not include
: . - employees who are temporarywano normally work less than

1 is not a blood relative any closer than would prohibit legal pioy poraryvan y

the amount of hours per week as determined by the Employer.

marriage;
1 is your sole domestic partner and intends to remain so

indefinitely; HC-DFS1094M 1217
1 sharesthe esponsi bility of each otherdéds common wel fare

and financial obligations. Employer
The section of this certificate entitled "COBRA Continuation The term Employer means the plan sponsorissliring the
Rights Under Federal Law" will not apply to your Domestic benefits described in this booklet, on whose behalf Cigna is
Partner and his or her Dependents providing claim adinistration services.
HC-DFS47 04-10 HC-DFS1615 01-22

ViMm
Essential Health Benefits

Emergency Medical Condition Essential health benefits means, to the extent covered under
Emergency Medical Condition means a medical condition, the plan, expenses incurred with respect to covered services, in
including a mental health condition or substance use disorder, at least the following categories: ambulatory patient seryices
manifesting itself by acute symptoms of sufficient severity emergency services, hospitalization, maternity and newborn
(including severe pain) such that a prudent laypensbn, care, mental health and substance use disorder services,

possesses an average knowledge of health and medicine, could including behavioral health treatment, prescription drugs,
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rehabilitative and habilitative services and devices, laboratory
services, presmtive and wellness services and chronic disease
management and pediatric services, including oral and vision
care.

HC-DFS411 01-11
Expense Incurred

An expense is incurred when the service or the supply for
which it is incurred is provided.

HC-DFS10 04-10

V1

Free-Standing Surgical Facility

The term FreeStanding Surgical Facility means an institution
which meets all of the following requirements:

1 it has a medical staff of Physicians, Nurses and licensed
anesthesiologists;

1 it maintains at least two oping rooms and one recovery
room;

it maintains diagnostic laboratory anday facilities;
it has equipment for emergency care;

it has a blood supply;

it maintains medical records;

it has agreements with Hospitals for immediate acceptance
of patients whaeed Hospital Confinement on an inpatient
basis; and

1 itis licensed in accordance with the laws of the appropriate
legally authorized agency.

A Free Standing Surgical Facility, unless specifically noted
otherwise, is covered with the same cost share as an
Outpatient Facility.

= =4 =4 =4 =

HC-DFS1484 01-21

Generic Drug

A Prescription Drug Product that Cigna identifies as a Generic
Drug product at a boe&f-business level principally based on
available data resources, including, but not limited to, First
DataBank or anber nationally recognized drug indicator
source, that classify drugs or Biologics (including Biosimilars)
as either brand or generic based on a number of factors. Not
al l products identified as a
Pharmacy or your Physicianay be classified as a Generic

Drug under the plan. A Biosimilar may be classified as a

Generic Drug for the purposes of benefits under the plan even
if it is identified as a
Pharmacy or your Physician.

HC-DFS816 10-16

Hospice Care Program
The term Hospice Care Program means:

1 a coordinated, interdisciplinary program to meet the
physical, psychological, spiritual and social needs of dying
persons and their families;

1 a program that provides palliative and supportive ioad
nursing and other health services through home or inpatient
care during the illness;

1 a program for persons who have a Terminal lliness and for
the families of those persons.

HC-DFS51 04-10

Vi

Hospice Care Services

The term Hospice Care Servicesareany services provided
by: a Hospitala Skilled Nursing Facility or a similar
institution,a Home Health Care Agew, a Hospice Facility,

or any other licensed facility or agency under a Hospice Care
Program.

HC-DFS52 04-10

Vi

Hospice Facility

The rm Hospice Facility means an institution or part of it
which:

1 primarily provides care for Terminally Ill patients;
1 is accredited by the National Hospice Organization;
1 meets standards establisheddigng and

1 fulfills any licensing requirements of the t&ar locality in
which it operates.

HC-DFS53 04-10

Vi

fgenerico by the
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Hospital
The term Hospital means:

1 an institution liensed as a hospital, whiahaintains, on
the premises, all facilities necessary for medical and
surgical treanent;provides such treatment on @patient
basis, for compensation, under the sujséon of
Physicians; angrovides 24hour service by Registered
Graduate Nurses;

 an institution which qualifies as a hospital, a psychiatric
hospital or a tuberculosis hospital, and a provider of
serviceaunder Medicare, if such institution is accredited as
a hospital by the Joint Commission on the Accreditation of
Healthcare Organizations; or

1 an institution which: specializes in treatment of Mental
Health and Substance Use Disorder or other relatedstines
provides residential treatment programs; and is licensed in
accordance with the laws of the appropriate legally
authorized agency.

The term Hospitatloesnot include an institution which is
primarily a place for rest, a place for the aged, or a nursing
home.

HC-DFS1485 01-21

Hospital Confinement or Confined in a Hospital
A person will be considered Confined in a Hospital if he is:

1 aregistered bed patient in a Hospital upon the
recommendation of a Physician;

1 receiving treatment fdvlental Health an&ubstancedJse
DisorderServices in dMental Health oiSubstancé&Jse
DisorderResidential Treatment Center.

HC-DFS807 12-15

Injury
The term Injury means an accidental bodily injury.

HC-DFS12 04-10
Vi

Maintenance Drug Product

A Prescription Drug Produchat is prescribed for use over an
extended period of time for the treatment of chronic ordong
term conditions such as asthma, hypertension, diabetes and
heart disease, and is identified principally based on
consideration of available data resources, ticlg, but not
limited to, First DataBank or another nationally recognized

drug indicator source and clinical factors. For the purposes of
benefits, the list of your pl
does not include compounded medications, Specialty
Prescmption Drug Products or Prescription Drug Products,

such as certain narcotittsat a Pharmacy cannot dispense

above certain supply limits per Prescription Drug Order or

Refill under applicable federal or state law. You may

determine whether a drug is a Mi@nance Medication by

calling member services at the telephone number on your ID
card.

HC-DFS847 10-16

Maximum Reimbursable Charge- Medical

The Maximum Reimbursable Charge for covered services for
Open Access Plus is determined based on the lesser of:

fthe providerds normal charge

1 the amount agreed to by the @ftNetwork provider and
Cigna; or

1 a policyholderselected percentage of a fee schedule Cigna
has developed that is based upon a methodology similar to a
methodolog utilized by Medicare to determine the
allowable reimbursement for the same or similar service
within the geographic market.

The percentage used to determine the Maximum Reimbursable
Charge is listed in The Schedu¥ou may be subject to

balance billingrom a nonParticipating Provider as a result of

a claims adjustment.

In some cases, a Medicare based schedule will not be used and
the Maximum Reimbursable Charge for covered services is
determined based on the lesser of:

fthe provi der 6 ssimiarrsenécé or supplyr g e

1 the amount agreed to by the @ftNetwork provider and
Cigna; or

1 the 80th percentile of charges made by providers of such
service or supply in the geographic area where it is received
as compiled in a database selected by &iffrsufficient
charge data is unavailable in the database for that
geographic area to determine the Maximum Reimbursable
Charge, then data in the database for similar services may
be usedlf sufficient charge data is unavailable in the
database for thafeographic area to determine the
Maximum Reimbursable Charge, then data in the database
for similar services may be used.
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The Maximum Reimbursable Charge is subject to all other
benefit limitations and applicable coding and payment
methodologies determideby Cigna. Additional information
about how Cigna determines the Maximum Reimbursable
Charge is available upon request.

HC-DFS1631M 01-22

Medicaid

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

04-10
V1

HC-DFS16

Medical Pharmaceutical

Medical Pharmaceuticals are used for treatment of complex
chronic conditions, are administered and handled in a
specialized manner, and may be high cost. Because of thei
characteristics, they require a qualified Physician to administer
or directly supervise administration. Some Medical
Pharmaceuticals may initially or typically require Physician
oversight but subsequently may be salfministered under
certain conditionspecifiedi n t he product és

HC-DFS1722 07-22

Medically Necessary/Medical Necessity

Health care services, supplies and medications provided for
the purpose of preventing, evaluating, diagnosing or treating a
Sickness, Injury, condition, diase or its symptoms, that are

all of the following as determined by a Medical Director or
Review Organization:

1 required to diagnose or treat an illness, Injury, disease or its
symptoms;

1 in accordance with generally accepted standards of medical
practice;

1 clinically appropriate in terms of type, frequency, extent,
site and duration;

1 not primarily for the conveniercof the patient, Physician
or Other Health Professional

1 not more costly than an alternative service(s), medication(s)
or supply(ies) that is dtast as likely to produce equivalent
therapeutic or diagnostic results with the same safety profile
as to the prevention, evaluation, diagnosis or treatment of

FDA |

your Sickness, Injury, condition, disease or its symptoms;
and

1 rendered in the least intensisetting that is appropriate for
the delivery of the servicesupplies or medicationg/here
applicable, the Medical Director or Review Organization
may compare the cosffectiveness of alternative services,
supplies, medications or settings when deteimgifeast
intensive setting.

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 Ciw or the Review Organizatio

Clinical coverage policies may incorporate, without limitation
and as applicable, criteria relating to U.S. Food and Drug
Administrationrapproved labeling, the standard medical
reference compendia and peeviewed, evidencbased
scientific literatureor guidelines.

HC-DFS1486 01-21

Medicare

The term Medicare means the program of medical care
benefits provided under Title XVIII of the Social Security Act
of 1965 as amended.
abeling.
04-10
V1

HC-DFS17

Necessary Services and Supplies

The term Necessary Serggand Supplies includes any
charges, except charges for Roand Board, made by a
Hospital for medical sefges and supplies actually used
during Hospital Confinement.

The term Necessary Services and Supplies will not include
any charges for special nungifees, dental fees or medl
fees.

HC-DFS1488 01-21
Network Pharmacy
A retail or home delivery Pharmacy that has

1 entered into an agreement with Cigna or an entity
contracting on Cigna's behalf to provide Prescription Drug
Products to plan enrollees.

1 agreed to accept specified reimbursement rates for
dispengng Prescription Drug Products.
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1 been designated as a Network Pharmacy for the purposes of
coverage underplayour

This term may also include, as applicable, an entity that has
directly or indirectly contracted with Cigna to arrange for the
provision of any Prescription Drug Products the charges for
which are Covered Expenses.

HC-DFS1198 01-19

New Prescription Drug Product

A Prescription Drug Product, or new use or dosage form of a
previously FDA-approved Prescription Drug Product, for the
period of time starting on the date the Prescription Drug
Product or newhapproved use or dosage form becomes
available on the market following approval by the U.S. Food
and Drug Administration (FDA3nd ending on the date Cigna
makes a Prescription Drug List coverage status decision.

HC-DFS1498 07-20

Nurse

The term Nurse means a Registered Graduate Nurse, a
Licensed Practical Nurse or a Licensed Vocational Nurse who
has the right to use the abbrdioa "R.N.," "L.P.N." or

"L.V.N."

HC-DFS22 0410

A%

Other Health Care Facility

The term Other Health Care Facility means a facility other
than a Hospital oHospiceFacility. Examples of Other Health
Care Facilities include, but are not limited to, tised skilled
nursing facilities, rehabilitation Hospitals and subacute
facilities.

HC-DFS1489 01-21

Other Health Professional
The term Other Health Professional means an individual other

than a Physician who is licensed or otherwise authorized under

theapplicable state law to deliver medical services and
supplies. Other Health Professionals include, but are not
limited to physical therapists, registered nurses and licensed
practical nurses. Other Health Professionals do not include
providers such as Céied First Assistants, Certified
Operating Room Technicians, Certified Surgical

Empl oyer

Assistants/Technicians, Licensed Certified Surgical
Assistants/Technicians, Licensed Surgical Assistants,
Orthopedic Physician Assistants and Surgical First Assistants.

HC-DFS1490 01-21

Participating Provider

The term Participating Provider meamperson or entity that
has a direct or indirect contractuatangement with Cigna to
provide covered services and/or supplies,Gharges for

which are Covered Expenses. It inagdan entity that has
directly or indirectly contracted with Cigna to arrange, through
contracts with providers of services and/or supplies, for the
provision of any services and/or supplies, @arges for

which are Covered Expenses.

HC-DFS1194 01-19

Patient Protection and Affordable Care Act of 2010
(APPACAOD)

Patient Protection and Affordable Care Act of 2010 means the
Patient Protection and Affordable Care Act of 2010 (Public
Law 11%148) as amended by the Health Care and Education
Reconciliation Acof 2010 (Public Law 111.52).

HC-DFS412 01-11

Pharmacy

A duly licensed Pharmacy that dispenses Prescription Drug
Products in a retail setting or via home delivery. A home
delivery Pharmacy is a Pharmacy that primarily provides
Prescription Drug Productirough mail order.

HC-DFS851 10-16
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Pharmacy & Therapeutics (P&T) Committee Pre-Deductible Preventive Medication

A committee comprised gfhysiciansandan independent PreDeductible Preventive Medications are certain
pharmacisthat represent a range of clinical specialties. The Prescription Drug Products that the Treasury Department and
committee regularly reviewgledical Pharmaceuticals or IRS have deemed to be preventive care under Section
Presciption Drug Products, including New Prescription Drug 223(c)(2) of the Internal Revenue Code, and can therefore be
Productsfor safety and efficacy, the findings of which clinical provided by high deductible health plans on ageductible
reviews inform coveragdeterminationsnade by the Business basis. PrébeductiblePreventive Medications are used to
Decision Team. The P&T Commi t prevenbadisease that bay nohyatynanifesteddtsel ar ot yet
on consideration ofyithout limitation, U.S. Food and Drug become clinically apparent or to prevent the reoccurrence of a
Administratiorapproved labeling, standard medical reference disease from which a person has recovered, such as
compendia, or scientific studies published in pesiewed Prescription Drug Products with demonstragéféctiveness in
Englishlanguage biemedical journals. primary or secondary disease prevention. The fmn

DeductiblePreventive Medication does not include
medications covered at 100% as required by PPACA per

HC-DFS1495 0720 preventive services guideline
Medi cati ono) , adelfoewhitheare adklressdd c o

Physician separately in this plan.

The term Physician meandieensed medical practitioner who

is practicing within the scope of his license and who is HC-DFS1514 0120

licensed to prescribe and administer drugs or to perform vi

surgery. It will also include any other licensed medical
practitioner whose services are required to bergavby law

in the locality where the policy is issugthcluding but not Prescription Drug Charge

limited to naturopathic providers, physician assistants, The Prescription Drug Charge is the amount that, prior to
registered nurse first assistants, certified nurse first assistants appl i cat i on -shére recuieement(spthedpan c o s
and certified registered nurse anesthetfdis is: sponsor is obligated to pay for avered Prescription Drug

Product dispensed at a Network Pharmacy, includimg

opeating within the scope of his license; and . . )
Top g P applicable dispensing fee and tax.

1 performing a service for which benefits are provided under
this plan when performed by a Physician.
HC-DFS1320 01-19
V1
HC-DFS25 0410
ViMm
Prescription Drug List

A list that categorizeBrescription Drug Productovered
underthepl an 6 s Pr e sBemefitpirto covaragb r u g
tiers. This list isdeveloped by Cigna based on clinical factors
communicated by the P&T Committee aadbpted by your
Employer as part of thglan. The list is subject to periodic
review and change, and is subject to the limitatams
exclusions of th@lan. You may determine to which tier a
particular Prescription Drug Product has been assigned
through the website shown on your ID card or by calling
customer service at the telephone number on your ID card.

HC-DFS1775 01-23

Presciiption Drug Product

A drug, Biologic (including a Biosimilar), or other product
that has been approved by the U.S. Food and Drug
Administration (FDA), certain products approved under the

84 myCigna.com



§:2Cigna®

Drug Efficacy Study Implementation review, or products
marketed prioto 1938 and not subject to review and that can,
under federal or state law, be dispensed only pursuant to a
Prescription Order or RefilFor the purpose of benefits under
the plan, this definition may also include products in the
following categories ispecifically identified in the

Prescription Drug List:

1 Certain durable products and slipp that support drug
therapy;

1 Certain diagnostic testing and screening services that
support drug therapy

1 Certain medication consultation and other medication
adminstration services that support drug therapy; and

1 Certain digital products, applications, electronic devices,
software and cloud based service solutions used to predict,
detect and monitor health conditions in support of drug
therapy.

HC-DFS1633 01-22

Prescription Order or Refill

The lawful directive to dispense a Prescription Drug Product
issued by a Physician whose scope of practice permits issuing
such a directive.

HC-DFS856 10-16

PPACA Preventive Medication

The Prescription Drug Products or other inations

(including overthe-counter medicationsiesignated as

payable bytheplan at 100% of the cost (without application of
any Deductible, Copayment or Coinsurance) as required by
applicable law under any of the following:

1 Evidencebased items or sdpes that have in effect a rating
of "A" or "B" in the current recommendations of the United
States Preventive Services Task Force.

1 With respect to infants, children and adolescents, evidence
informed preventive care and screenings provided for in the
comprehensive guidelines supported by the Health
Resources and Services Administration.

1 With respect to women, such additional preventive care and
screenings as provided for in comprehensive guidelines
supported by the Health Resources and Services
Administraton.

A written prescription is required to process a claim for a
PPACA PreventivdMedication. You may determine whether a
drug is aPPACA PreventivdMedication through thinternet

website shown on your ID caat by calling member services
at the telephomnumber on your ID card.

HC-DFS1513 10-20

Primary Care Physician

The term Primary Care Physician means a Physician who
qualifies as a Participating Provider in general practice,
internal medicine, family practice OB/GYN or pediatrics; and
who has beenoluntarily selected by you and is contracted as
a Primary Care Physician with, as authorized by Cigna, to
provide or arrange for medical care f@u or any of your
insured Dependents.

HC-DFS40 04-10

Vi

Psychologist

The term Psychologist means a perad is licensed or

certified as a clinical psychologist. Where no licensure or
certification exists, the term Psychologist means a person who
is considered qualified as a clinical psychologist by a
recognized psychological assaaa. It will also incluce any

other licensed counseling practitioner whose services are
required to be covered by law in the locality where the policy
is issued if he i®perating within he scope of his license and
performing a service for which benefits are provided under
this plan when performed by a R$ylogist.

04-10
Vi

HC-DFS26

Review Organization

The term Review Organization refers to an affiliat€afna

or another entity to whicignahas delegated responsibility

for performing utilization review services. The Revie
Organization is an organization with a staff of clinicians which
may include Physicians, Registered Graduate Nurses, licensed
mental health and substanege disordeprofessionals, and

other trained staff members who perform utilization review
services.

HC-DFS308 12-15
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Room and Board

The termRoomand Board includes all charges made by a
Hospital for room and meals and for all general services and
activities needed for the care of registered batpts.

HC-DFS1481 01-21

Sicknessi For Medical Insurance

The term Sickness means a physical or mental illness. It also
includes pregnancy. Expenses incurred for routine Hospital
and pediatric care of a newborn child prior to discharge from
the Hospital nursery will be considered to be incurred as a
result d Sickness.

HC-DFS50 04-10
Vi

Skilled Nursing Facility

The term Skilled Nursing Facility means a licensed institution
(other than a Hospital, as defined) which specializes in:

1 physical rehabilitation on an inpatient basis; or
1 skilled nursing and medicabre on an inpatient basis;

but only if that institution:maintains on the premises all
facilities necesary for medical treatmerrovides such
treatment, for compensation, under theesujsion of
Physicians; angrovides Nurses' services.

HC-DFS31 0410
V1

Specialist

The term Specialist means a Physician who provides
specialized services, and is not engaged in general practice,
family practice, internal medicine, obstetrics/gynecology or
pediatrics.

HC-DFS33 04-10
V1

Specialty Prescription Drug Roduct

A Prescription Drug Productr Medical Pharmaceutical
considered by Cigna to be a Specialty Prescription Drug
Product based on consideration of the following factors,
subject to applicable law: whether tReescription Drug
Product or Medical Pharrauticalis prescribed and used for
the treatment od complex, chronic or rare condition; whether

the Prescription Drug Product or Medical Pharmaceuticed

a high acquisition cost; and, whether Brescription Drug

Product or Medical Pharmaceutiéakubject to limited or
restricted distribution, requires special handling and/or

requires enhanced patient education, provider coordination or
clinical oversight. A Specialty Prescription Drug Product may
not possess all or most of the foregoing charatiesjsand the
presence of any one such characteristic does not guarantee that
a Prescription Drug Product or Medical Pharmaceutigdl

be considered a Specialty Prescription Drug Product. Specialty
Prescription Drug Products may vary fign benefit

assgnment based on factors such as method or site of clinical
administration or by tier assignmemr utilization

management requirements based on factors such as acquisition
cost. You may determine whether a medication is a Specialty
Prescription Drug Proa through thevebsite shown on your

ID cardor by calling member services at the telephone

number on your ID card.

HC-DFS858 10-16

Stabilize

Stabilize means, with respect to an Emergency Medical
Condition, to provide medical treatment as necessarystores
that no material deterioration of the condition is likely if the
individual is transferred from a facility, or, with respect to a
pregnant woman who is having contractions, to deliver.

HC-DFS1768 01-23

Terminal lliness

A Terminal lliness will be cosidered to exist if a person
becomes terminally ill with a prognosis of six months or less
to live, as diagnosed by a Physician.

HC-DFS54 04-10
\%A

Therapeutic Alternative

A Prescription Drug Product or Medical Pharmaceuticat is

of the same theraptc or pharmacological class, and usually

can be expected to have similar outcomes and adverse reaction
profiles when administered in therapeutically equivalent doses
as, anothePrescription Drug Product, Medical

Pharmaceuticadr overthe-counter medic#bn.

HC-DFS859 10-16
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Therapeutic Equivalent

A Prescription Drug Product or Medical Pharmaceuticat is
a pharmaceutical equivalentanotherPrescription Drug
Product, Medical Pharmaceutiaal overthe-counter
medication.

HC-DFS860 10-16

Urgent Care

Urgent Care is medical, surgical, Hospital or related health
care services and testing which are not Emergency Services,
but which are determined I§§igna in accordance with

generally accepted medical standards, to have been necessary

to treat a condibn requiring prompt medical attention. This
does not include care that could have been foreseen before
leaving the immediate area where you ordinarily receive

and/or were scheduled to receive services. Such care includes,
but is not limited to, dialysischeduled medical treatments or
therapy, or care received after a Physician's recommendation
that the insured should not travel due to any medical

condition.

HC-DFS34 04-10
V1

Usual and Customary (U&C) Charge

The usual fee that a Pharmacy charges iddadis for a
Prescription Drug Product (and any services related to the
dispensing thereof) without reference to reimbursement to the
Pharmacy by third parties. The Usual and Customary (U&C)
Charge includes a dispensing fend any applicable sales tax.

HC-DFS861 10-16
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The following pages describe the features of yagn@€Choice Fund Health Savings Accounklease read
them caefully.
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What You Should Know About Cigna
Choice Fund® i Health Savings Account

Cigna Choice Fund is asigned to give you:
Control

You decide how much youobd
limits) to your Health Savings Account. You decide how and
when to access your account. And the money in the account is
yours until you spend it. Unused dollars remaigonr

account from year to year and earn interest.

Choice

You have the freedom to choose altghsed doctogven

those who do not participate withCigna Your costs are

lower for services from i@nacontractechealth care

professionals and facilities bease they have agreed to accept
discounted payments to help you make the most of your health
care dollars.

Easy Access to your HSA Dollars

You can draw money directly from your health savings
account usingour HSAdebit card checkbookif purchased)
or online bill pay Or, you may choose automatic claim
forwarding, which allows qualified medical clainspay
directly from your account to your doctor or hospital.

Flexibility and Tax Savings

You canalsochoose to pay for medical expenses out of your
pocke until you reach the deductible, allowing you to save for
qualifiedhealth careexpenses in future years or retirement.
You are not taxed on your HS#&ithdrawalsunless pu use

the money to pay for ngualified expenses.

Health Information and Education

Call the tolHree number on your ID card to reacly@a's24-

Hour Health Information Lin&", giving you access timained
nurses and an audio library of health topics 24 hours a day. In
addition, the @naHealthy Pregnanciesiealthy Babie%
program proviles prenatal egation and support for mothers
to-be.

Tools &Support

We help you keep traalf your health and coverageth

online benefits information, transactions, and account activity;
medical and drug cost comparisongnthly statements; and
more.You also hav®4/7/365toll-free access tadedicated
CustomeilService team, specially trained to answer your
guestions and address your needs.

Savings on Health and Wellness Products and Services

Through GgnaHealthy Rewardy you can save money @n
variety of healthrelatedproducts and services. Offerings
include laser vision correction, acupuncture, chiropractic care,

weight loss programs, fitness club and equipment discounts,
and more.

The Basics
Who is eligible?

You are eligible to open a Healthvidags Account only if you
are covered under a federally qualified high deductible health

I i k plants@ch @ ehe dné dedrribéden this bdbkiet annbtdel e r a

covered by Medicare or any other individual or group health
plan that is not a fierally qualified highdeductible health
plan. You can no longer contribute to the HSA once you:
become entitled to Medicare due to age; or are no longer
covered under a high deductible health plan. However, you
will still be able to use the HSA funds for qualifiedalth care
expenses.

How does it work?

The Health Savings Account combirgesealth care plawith
atax-freesavings account.

1.You, your employer or both may contribute to your
account.Contributions are tafree up to federal limits.

2.You choose how to pay for qualifed health care
expenses:

1 You may payfor qualified expensesn your own using a
debit cardcheckbookif purchased) or online bill pay
that draws from youhealthsavings account.

1 You may choose the Automatic Claim Forwarding option,
allowing qualifying medical expense® be paid directly
to your doctor, hospital, or other facilitsom your HSA
You can change your election at any time during the year.

1 You may choose to cover your expenses usthegr
personal funds. This allows you to sakie money iryour
HSA for qualifiedhealth careexpenses in future years or
at retirement. The balance in your savings account will
earn interst.

3.0nceyou meetyour deductible, youand your plan share
the costs Depending on your plan, you pay ftetermined
coinsurage or copayments for certain services. Your
employer determines the maximum amount ofafybocket
expenses you pay each ygance you meet the maximum,
the plan pays covered expenses at 100%.

Your HSA can be a tagheltered savings tool. Because your
HSA rolls over year after year, and unused money
accumulates tageferred interest, you have the option to pay
for current qualified health care expenses out of your pocket
and use the account to save for future qualified expenses.

Please noteYour HSA contibutions are not taxable under
federal and most state laws. However, your contributions to
your HSA may be taxable as income in certain states. Please
consult your tax advisor for guidance.
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Which services are covered by my {gna Choice Fund
Health SavingsAccount?

Money in yourHSA can be usednly to cover qualifiechealth
careexpenses for you and your dependents as allowed under
federal tax law. Inddition, your HSA maybe used to cover
COBRA continuation premiums, qualified loterm care
insurance pFrmiums, health plan premiums when you are
receiving unemployment compensation, or Medicare or retiree
health plan premiums (excluding Medicare Supplement or
Medigap premiums) once you reach age 65. If you use your
HSA funds for expenses thatenot alloweal under federal tax
law, thewithdrawalwill be subject to tax, and you will incur a
20 percent tax penalty. TH0 percent penalty is not

applicable once you reach age 65. A list of qualifiedlth
careexpenses is availabteroughwww.myCigna.com

Which services are covered by my igna medical plan, and
which will I have to pay out of my own pocket?

Covered services vary depending on your plan, so visit
www.myCigna.conor check your plan materials in this
booklet for specific information. In addition y@ur monthly
premiums deducted from your
for paying:

1 Any health care services not covered by your plan.

1 Costs for any servicggu receive until you megbur
deductible, if you choose not to use ybalthsavings
accoum, or after you spend all the money in your account.

1 Your share of the cost for your covered health care expenses
(coinsurance or copaymehtter you meet the deductible
and your medical plan coverage begins.

Tools and Resources at Your Fingertips

fyoubr e not sure where to
advocates.

You now have access to health specialists, including
individuals trained as nurses, coaches, nutritionists and
clinicians, who will listen, understand your needs and help you
find solutonseven when youdre not
Partner with a health coach and get help to maintain good
eating and exercise habits; support and encouragement to set
and reach health improvement goals; and guidance to better
manage conditions, including coropartery disease, low

back pain, osteoarthritis, high blood pressure, high cholesterol
and more. From quick answers to health questions to
assistance with managing more serious health needs, call the
toll-free number on your Cigna ID card or visit
www.myCigna.com See your benefits administrator for more
details about all of the services you have access to through
your plan.

begi

Npe¥Gr

Wherever you go in the U.S., you take the igna 24-Hour
Health Information Line with you.

Whet her ités | at easata rnfiegvhetr,,
traveling and youdre not sure
feel well and youdre unsure a

the Cigna 24Hour Health Information Line whenever you
have a question. Call the tdtee number on your Cign®

card and you will speak to a nurse who will help direct you to
the appropriate care.

www.myCigna.com

www.myCigna.conprovides fast, reliable and personalized
information and service, including:

1 Online access to your current account balance, past
transations and claim status, as well as your Explanation of
Benefits and health statements.

1 Medical cost and drug cost information, including cost
estimates specific to you and your plan.

1 Explanations of other Cigna products and services, what
they are and howou can use them.

P @ Mr&qheBtl &sked questiofisl about elth ce@eSinPgBnBral hrfy |

Cigna Choice Fund specifically.
1 A number of convenient, helpful tools that let you:
Compare costs

Use tools to compare costs and help you decide where to get
care. You can compa outof-pocket estimates, specific to
your coverage plan, for actual treatment and procedures and
costs.

Find out more about your local hospitals

Learn how hospitals rank by number of procedures

heve 9@t §ehtls® hadrtalye
our online healthcare professional directory for estimated
costs for certain procedures, including total charges and

your outof-pocket expense, based on your Cigna plan. You
can also find hospitals that earn the Centers of Excellence

s u r @esignatienhasedeifectlyanegss in treating selected

procedures/conditions and cost.

Get the facts about your medication, cost, treatment
options and side effects

Use the pharmacy tools to: check your prescription drug
costs, listed by specific pharmacy and location (idirig

Cigna Home Delivery Pharmacy); and review your claims
history for the past 16 months. Look at conditgpecific

drug treatments and compare characteristics of more than
200 common medications. Evaluate up to 10 medications at
once to better understd side effects, drug interactions and
alternatives.
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Take control of your health

Take the health assessment, an online questionnaire that can
help you identify and monitor your health status. You can
learn about preventive care and check your progressdowa
healthy goals. And if your results show that you may benefit
from other services, you can learn about related Cigna
programs on the same site.

Explore topics on medicine, health and wellness

Get information on more than 5,000 health conditions,
health ad wellness, first aid and medical exams through
Healthwise® Medical Encyclopedia, an interactive library.

Keep track of your personal health information

Health Recordis your central, secure location for your
medical conditions, medications, allergies,gauies,
immunizations, and emergency contacts. You can add your
health assessment resultdtealth Record, so you can

easily print and share the information with your doctor.
Your lab results from certain facilities can be automatically
entered into youPersonal Health &ord.

Chart progress of important health indicators

Input key data such as blood pressure, blood sugar,
cholesterol (Total/LDL/HDL), height and weight, and
exercise regimertHealth Tracker makes it easy to chart
the results and share thewith your doctor.

Getting the Most from Your HSA

As a consume you make decisions every ddsgm buying

the family car to choosing the breakfast cereal. Make yourself

a more educated health care c
you, too, can make a diffence in the health care services you
receve and what you ultimately pay.

If you choose to see aigna participating health care
professional, the cost is based on discounted rates, so your
costs will be lower.If you visit ahealth care professional or
facility not in the network, you may still ugeur HSAto pay
for the cost of those sdces, but you will pay a higher rate,
and you may have to file claims.

If you need hospital care, there are several tools to help
you make informed decisions about quaty and cost.

1 With theHospitalComparison tool omvww.myCigna.com
you can learn how hospitals rank by number of procedures
performed, patients6é average

1 Visit our healthcare professiondirectory for GgnaCenters
of Excellenceproviding hospital scores for specific
procedures/conditions, such as cardiac care, hip and knee
replacement, and bariatric surgery. Scores are based on cost
and effectiveness in treating the procedure/condition, based
on publicly available data.

1 www.myCigna.comalso includes &lealthcare Professional
Excellence Recognition Directory. This éatory includes
information on:

1 Participating physicians who have achieved recognition
from the National Committee for Quality Assurance
(NCQA) for diabetes and/or heand stroke care.

1 Hospitals that fully meet The Leapfrog Group patient
safety standards.

A little knowledge goes a long way.

Getting the facts about your care, such as treatment options
and health risks is importato your health and welbeing,
and your pocketbook. Fonstance:

1 Getting appropriate preventive care is key to staying
healthy. Visitwww.myCigna.cormnto learn more about
proper preventive care and

1 When it comes to medications, talk to your doctor about
whether generic drugs are right for you. The braache
drugs you are prescribed may have generic alternatives that
could lower your costs. If a generic version of your brand
name drug is not available, other generic drugs with the
same treatma effect mg meet your needs.

1 Tools onwww.myCigna.contan help you take control of
your healthand health care spending. You dearn about
medical topics and wellness, and keep track of your
personal health information. You cafsoprint personalized
reports to dscuss with your doctor.

wmss umer and youodl | find tvhat

|l ength of stay, and cost.
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