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ASSOCIATE WELFARE BENEFIT PLAN OF WOODMEN LIFE
SUMMARY PLAN DESCRIP TION

THIS SUMMARY PLAN DESCRIPTION is effective for all purposes as of January 1,
2019

ARTICLE I.
INTRODUCTION

1.1  Purpose of Plan The purpose of this Plan is to provide Participaand
Beneficiaries with various welfare benefits.

1.2  Purpose of This Document This document, including its Exhibits and the
documents referenced in those Exhibits, constitutes the Summary Plan Description required to be
distributed to all Participants the Plan under Titleof ERISA. This Summary Plan Description
covers different groups dfssociate and different types of coverage. You will receive only those
documents which relate to your group and your coverage.

ARTICLE II.
DEFINITIONS

2.1 Definitions  The following definitions shall apply to this Summary Plan
Description and each Component Planb6s Benefit

conflict between a definition below and a def
Booklet,te def i nition in the Component Plands Ben:i
Benefit.
a. AActi ve Managet¥rd noer MaReagguelraor skhuallll have
iRegi onal Director. o
b. AAct ual Earningso means Assdciat®d s moammi dxisad

statement as actual earnings.

C. AAct ual Earnings Requiremento means t he
eligible for a Component Plan, if the Component Plan describes the income
requirement with the term Actual Earnings (whether or not aliged).

d. AAl pha Contracto shalclt mdaagmVeaimenlye¢ yap el o
Representative. 0

e. AAssociated means an individual whom th
employee (not as an independent contractor) for payroll purposes, regaidless
whether the individual is subsequently reclassified as an employee of the Employer
in a court order, in a settlement of an administrative or judicial proceeding, or in a
determination by the Internal Revenue Service, the Department of the Treasury, or
the Department of LaborAssociate includes, but is not limited to, Regular-Full

l|Page
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time, Regular Patime, Regional Director, Recruiting Sales Manager and
WoodmenlLife Representative.

f. ABeneficiaryo means a person decomegnat ed
entitled to a Benefit under the Plan.

g. ABenefitso means the services provided
Participants and Beneficiaries under the Plan.

h. ABDAO or fABusiness Devel opment Agreemen
agreement signedyla WoodmenLifeRepresentative.

I. ACOBRAO means the Consolidated Omni bus
as amended.

J- ACommi tteed means the Appeals Committee
World Life Insurance Society Appeals Committee Charter, andetefrom time
to time.

K. AComponent Pl ano means any component of

I ADependent 0 means a dependent as define

m. ADi rector, 0 f &\Voodmpedife Exesutive Long-Termt Disability
Benefit Planmeans a Home Office Associate with a job title that includes the word
Adirector . o

n. AEarned Commi ssi on Qumedns theincame requnem&e qui r
necessary to be eligible for a Component Plan, if the Component Plan describes the
incomerequiremewi t h the term fAearned commi ssi o

0. AEmpl oy

er o means Wo od me n of bhelemafteWo r | d
eferred t

0 as AWoodmenLifebo

-

p. AERI SA0 means the Employee Retirement
amended.

g. AFast Staror AlfFeEemeBE @i d yshall meae & ype oft o
commission agreement signed bwaodmenLifeRepresentative.

r. AHome Office Associ atte sne 0 mea n siHReRed walr a
Associates.
S. AManagement Appoint ment RagiomalDirestdrar | | me a

Recruiting Sales Manag@ontract is effective.

t. AMIi chel |l eds PubavNp. 11831 (B00& t o

2|Page
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u. AParti ci p aAssodatemme g aligibleambe and becomes a Participant
in accordance with Section 3.1.

V. APl ano nmfasoaide Wdfadre Benefit Plan of Woodmeife including all
Component Plans.

w. iPl an Administratoro means the Employer,
person to hold the position of Plan Administrator.

X. APl an Year o means the fiscal year of tt
period ending every December 31.

y. fiRecruiting Sales Manager means an Associate who i s
Employer under &ecruiting Sales Manag€ontract.

z. ARegull-airmé&a shall mean Associates regul
hours per week and who are not working on an ad hoc or seasonal basis or as
otherwise set forth in a Component Plan

aa. N Regul-arme@ardshall me an As s o corkattleass20r e g u |
hours per week and who are not working on an ad hoc or seasonal basis or as
otherwise set forth in a Component Plan.

bb. ARetired AssociateO0O means a person whe
determined by the Employer.

ccC. ASpouseod nenmamedspusé azapraihg to federal law.

dd. fRegionalDirectad means an Associate who is rend
under aRegional DirectoContract.

ee. ASummary Pl an Descriptiono means this d
Pl ano6s fBrmatienfBooklet, asnidentified on Exhibit A.

ff. AWoodmenLifeRe pr e s e nt a h Assoeidgtevho s semderingasrvices to
the Employer under afslpha Contract.

2.2  Construction As used in this Plan, the masculine gender includes the feminine,
and thesingular may include the plural, unless the context clearly indicates to the contrary.

ARTICLE III.
PARTICIPATION

3.1  Beginning of Patrticipation An Associatebecomes a Participant in this Plan when
the Associatefirst becomes a Participant in any Component Plan. A8sociatdd s Dependent
becomes a Beneficiary under this Plan when the Dependent first becomes a Beneficiary under any
Component Plan. AAssociatds eligible to become a Participant in a Component Plan under the

3|Page
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terms and conditions described in the CompoRésm. If such terms and conditions do not appear
in the applicable Component Plan, then the following shall apply:

BENEFIT

ELIGIBLE ASSOCIATE

WAITING PERIOD

Health

Regular Fulitime Home OfficeAssociategother than
those who reside and work in Hawaii)
RegularParttime Home Office Associatgsther than
those who reside and work in Hawaii)
Regional DirectorandRecruiting Sales Managers (oth¢
than those who reside and work in Hawaii)
WoodmenlLife Rpresentatives

An otherwiseeligible Associateemains eligible while or]
converted time offand also remains eligible while
receiving benefits under the Shdrerm Disability Plan or,
theVoluntary ShortTerm Disability Plan.

Eligible Home Office Associateand
Regional Directors and Recruiting
Sales Managefis Waiting period

ends on the first dagf thefirst full
calendamonth following date of

employment or Management
Appointment Date

Eligible WoodmenLife
Representativesith a Fast Start
Agreemenbr a Fast Start Subsidy
Agreement Waiting period ends or
the first dayof thefirst full calendar
month following Alpha contract date

Eligible WoodmenlLife
Representativewith a BDAT
Waiting period endsn thefirst day
of thefirst full calendamonth
following Alpha contract date or
equal to theBDA date whichever is

later.
Health Reimbursement Associates enrolled in the Select HRA health benefi Concurrent with health plan
Arrangement option enrollment
Well-beingProgram Regular FulTime HomeOffice Associategother than None

those who reside and work in Hawaii)
Regular Paririme Home Office Associatdsther than

those who reside and work in Hawaii)
Regional DirectorandRecruiting Sales Managers (othg
than those who reside and work in Haijai

WoodmenLifeRepresentatives

Eligible WoodmenLife Associates include those hired

contracted prior to or on June 30, 2018

4811-33582725.13
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BENEFIT

ELIGIBLE ASSOCIATE

WAITING PERIOD

Dental

Regular Fulitime Home Office Associates;
Regular Partime Home Office Associates;
Regional DirectorandRecruiting Sales Managers
WoodmenlLifeRepresentatives

converted time offand also remains eligible while

theVoluntary ShortTerm Disablity Plan.

An otherwiseeligible Associateemains eligible while on

receiving benefits under the Shdmerm Disability Plan or

Eligible Home Office Associates an
Regional Directors and Recruiting
Sales Manageiis Waiting period

ends on the first dagf thefirst full
calendamonth following date of

employment or Management
Appointment Date

Eligible WoodmenlLife
Repesentativesvith a Fast Start
Agreemenbr a Fast Start Subsidy
Agreement Waiting period ends or|
the first dayof thefirst full calendar
month following Alpha contract date

Eligible WoodmenLife
Representativewith a BDAT
Waiting Period enden thefirst day
of thefirst full calendamonth
following Alpha contract date or
equal to thdBDA date whichever is
later.

Vision

Regular Fulltime Home Office Associates;
Regular Partime Home Office Associates;
Regional DirectorandRecruiting Sale$Managers
WoodmenlLifeRepresentatives

An otherwiseeligible Associateemains eligible while or
converted time offand also remains eligible while
receiving benefits under the Shdrtrm Disability Plan orn
theVoluntary ShortTerm Disability Plan.

Eligible Home Office Associates an
Regional Directors and Recruiting
Sales Manageiis Waiting Period

ends on the first dagf thefirst full
calendamonth following date of

employment or Management
Appointment Date

Eligible WoodmenlLife
Representativewith a Fast Start
Agreemenbr a Fast Start Subsidy
Agreement Waiting Period ends or|
the first dayof thefirst full calendar
month following Alpha contract date

Eligible WoodmenLife
Representativewith a BDAT
Waiting Period ends on the firday

of thefirst full calendamonth
following Alpha contract date or
equal to thdBDA date whichever is
later.

Health Flexible Spending
Account

Regular Fultime Home Office Associates;
RegularParttime Home Office Associates;
Regional DirectorandRecrliting Sales Managers
ExcludeswoodmenLifeRepresentatives

An otherwiseeligible Associateemains eligible while or
converted time offand also remains eligible while

receiving benefits under the Shdrerm Disability Plan

Eligible Home Office Associates an
Regional Directors and Recruiting
Sales Manageifis Waiting period
ends on the first dagf thefirst full
calendamonth following date of
employment or Management
Appointment Date

4811-33582725.13
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BENEFIT

ELIGIBLE ASSOCIATE

WAITING PERIOD

Dependent Care Flexible
Spending Acount

Regular Fultime Home Office Associates;
RegularParttime Home Office Associates;
Regional DirectorandRecruiting Sale$Managers;
ExcludeswoodmenlLifeRepresentatives

An otherwiseeligible Associateemains eligible while on
converted time offand also remains eligible while
receiving benefits under the Shdrerm Disability Plan

Eligible Home Office Associates an
Regional Directors and Recruiting
Sales Manageiis Waiting period

ends on the first dagf thefirst full

calendamonth following date of

employment or Management
Appointment Date

Health Savings Account

Regular Fultime Home Office Associates;
RegularParttime Home Office Associates;
Regional DirectorandRecruiting Sale$lanagers;
WoodmenlLifeRepresentatives

An otherwiseeligible Associateemains eligible while on
converted time offand also remains eligible while
receiving benefits under the Shdrtrm Disability Plan orn
the Voluntary Shofirerm Disability Plan.

Concurrent with health plan
enrollment

PremiumExpense
Reimbursement

Regular Fultime Home Office Associates;
RegularParttime Home Office Associates;
Regional DirectorendRecruiting Saledlanagers;
WoodmenlLifeRepresentatives

An otherwiseeligible Associateemains eligible while or
convertedime off, and also remains eligible while
receiving benefits under the Shdrerm Disability Plan or,
the Voluntary Shofirerm Disability Plan.

Concurrent with health plan
enrollment

Legal Assistance

Regular Fultime Home Office Associates;
RegularParttime Home Office Associates;
Regional DirectorandRecruiting Sale$lanagers;
WoodmenLifeRepresentatives

An otherwiseeligible Associateéemains eligible while or
converted time offand also remains eligible while
receiving benefits undehe Shor{Term Disability Plaror
the Voluntary ShorTerm Disability Plan.

Eligible Home Office Associates an
Regional Directors and Recruiting
Sales Manageiis Waiting Period

ends on the first dagf thefirst full
calendamonth following date of
employment oManagement
Appointment Date

Eligible WoodmenLife
Representativesith a Fast Start
Agreemenbr a Fast Start Subsidy
Agreement Waiting period ends or|
the first dayof thefirst full calendar
month following Alpha contract date

Eligible WoodmenlLife
Representativewith a BDAT
Waiting period endsn thefirst day
of thefirst full calendamonth
following Alpha contract date or
equal to theBDA date whichever is
later.

ShortTerm Disability

Regular Fulitime Home OfficeAssociates
RegionalDirectorsandRecruiting Sale$lanagers

Waiting period ends on the firday
of thefirst full calendamonth
following 60 days of employmeratr

Management Appointment Date
(reduced by time worked as an acti
WoodmenLifeRepresentative)

4811-33582725.13
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BENEFIT

ELIGIBLE ASSOCIATE

WAITING PERIOD

Voluntary ShordTerm
Disability

WoodmenlLifeRepresentativesho meet the Actual
Earnings Requirement

Waiting period ends odanuaryl
following successfully meeting the
Actual Earnings Requirement

Long Term Disabilityi
Home Office Associates

Regional Directors and
Recuiting Sales Managers

Regular Fulitime Home Office AssociateRegional
Directors and Recruiting Sales Managers

Eligible Home Office Associatéds
Waiting period ends on the firday
of thefirst full calendamonth
following 60 days of employment

Eligible Regional Directors and
Recruiting Sales ManageirsNVaiting
period ends on the firstay of the
first full calendamonth following
60 daysafterManagement
Appointment Date (reduced by tim
worked as an active WoodmenlLifg

Representative).

Long-TermDisability i

WoodmenlLifeRepresentativewho meet the Actual

Waiting period ends odianuaryl

WoodmenLife Earnings Requirement following successfully meeting the
Representatives Actual EarningRequirement
Voluntary LongTerm RegionalDirectorsandRecruiting Sale$lanagersvho Waiting period ends odanuaryl
Disability meet the Earned Commission Qualification Requirem¢ following successfully meetintpe
WoodmenLifeRepresentativewho meet the Earned Earnal Commission Qualification
Commission Qualification Requirement Requirement
ExecutiveLong-Term RegularFull-time Home Office Associates whose None
Disability position is Director or above.
Life Regular Fulitime Home Office Associates; Eligible Home Office and Regional

Regional DirectorandRecruiting Sale$Managers;
WoodmenlLifeRepresentatives who meet the Actual
Earnings Requirement

An otherwiseeligible Associate remains eligible while g
converted time off, and also remains eligible while
receiving benefits under the Shdrtrm Disability Plan,
the Voluntary ShdrTerm Disability Plan, the Longerm
Disability Plan for Home Office Associates, or the Len

Term Disability Plan for Managers aldoodmenLife

Representatives. However, notwithstanding the
foregoing, effective as of January 1, 2014, an AssocCi
who becanes longterm disabled on or after January 1
2014 ceases to be eligible to participate in the life
insurance benefit except for the conversion benefit
provided thereunder.

Directors and Recruiting Sales
Managers Waiting period ends on
the firstday of thefirst full calendar

month following 60 days of
employmenbr Management
Appointment Datdreduced by time
worked as an activ/oodmentLife
Representative)

Eligible WoodmenlLife
Representativeis Waiting period
ends o Januaryl following
successfully meeting the Actual
EarningsRequirement.

AssociateAssistance
Program

Regular Fulitime Home Office Associates
Regular Partime Home Office Associates;
Regional Directors and Recruiting Sales Managers
WoodmenlLife Repsentatives

An otherwiseeligible Associateemains eligible while on
converted time offand also remains eligible while
receiving benefits under the Shdrerm Disability Plan or

the Voluntary ShorTerm Disability Plan.

None

4811-33582725.13
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BENEFIT

ELIGIBLE ASSOCIATE

WAITING PERIOD

Business Travel Accident| Regular Fulitime Home Office Associates; Regular Pa None
time Home Office Associates; Regional Directors an
Recruiting Sales Managers; WoodmenLife
Representatives
Associ at es o Regular Fulltime home office Associates who satisfy| None

Plan

celtain conditions, excludingny persons who (a) are
employed on less than a regular full time basis, (b) 4
hired for a specific limited period of time or on a spora
or intermittent basis for periods of varying duration, (
are not actively employed hyrtue of being on medical
leave, educational leave, or for any other reason, or
hold the position ofVoodmenLifeRepresentative,
Regional DirectorRegional Office Associater
Recruiting Sale8lanager

3.2  End of Participation An Associatestops being a Participant in this Plan when the

Associatdas no longer eligible for participation aiglno longerenrolled in any Component Plan.

An Associaté s

Dependent stops being

a

Beneficiary

longer eligiblefor participationand is no longer enrolled in any Component Plan.

3.3 Reinstatement of Participation

in Sect.

| f
on 3. 2, the indi

i dual

the regiirements described in Secti8riL

an indi
\Y

vidual 6s part.i

6s participatio

3.4 Initial and Rolling Elections During each annual enrollment period with respect

to a Plan Year or when an Associate is otherwise first eligible to participate in the Plan or a
Component Plan, an Associate shall elesnéits in the form and manner prescribed by the Plan
Administrator. For each subsequent Plan Year, Participants will be deemed to have elected the
Benefits (and related coverage levels) they elected for the immediately preceding Plan Year for all
Benefis except the Health Flexible Spending Accoubgpendent Care Flexible Spending
Account and Associate contributions to the Health Savings Account. Notwithstanding the
foregoing,anEligible Employee may electot to participate in a Benefit or a ComponBtanby
completing a waiver fornm the time and mann@rescribed by the Administratan accordance
with applicable | aw. An exi sti
specified by the Plan Administrator for any sulpsent Plan Year shall constitute (i) aglection

of the same coverage as was in effect just prior to the end of the preceding Plan Year (to the extent
such Benefits remain available under the Plan); and (ii) an agreement to make contributions for

thesus equent

Cafeteri

a

Pl an Year equal t o
Pl an sets forth addi

ARTICLE IV.
BENEFITS

n

t
toi

g Participant ¢

he Participant
onal provisio

4.1 Benefits The Benefits under this Plan are described in this document, and in the
Component Plan Benefit Information Booklets. If you have misplaced information relating to a
specific Benefit, you can contact the Plan Administrator to have it replaced. Fopraaldi
information or specific details relating to Component Plan Benefits, contact the Plan

Administrator.

4811-33582725.13
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4.2  Limitations, Exclusions and Restrictions on Benefits, Including-BXisting
Condition Limitations The Component Plans contains specific provisias to limitations,
exclusions, and restrictions on benefits, including anyegisting condition limitatioa Please
refer to the Benefit Information Booklets for the applicable Component Plan when checking to see
if a particular condition is covered

ARTICLE V.
ADMINISTRATION OF PL AN

5.1  Powers of the Plan AdministratoilExcept as delegated to the Committee,Rlan
Administrator shall have full power to administer the Plan, in accordance with its terms, for the
exclusive benefit of Plan Participants and thBeneficiaries. For this purpose, the Plan
Admini stratords powers include, but are not

a. To make and enforce such rules and regulations as it deems necessary or proper for
the efficient administration of the Plan, including theabkshment of any claims
procedures that may be required by applicable law;

b. To interpret the Plan (and any such interpretation, made in good faith, shall be final
and conclusive on all persons claiming benefits under the Plan);

C. To appoint such agents, wwsel, accountants, consultants and actuaries as may be
required to assist in administering the Plan; and

d. To allocate and delegate its responsibilities under the Plan and to designate other
persons to carry out any of its responsibilities under the Plag.such allocation,
delegation or designation shall be in writing.

5.2 Power of Committee Except as delegated to tHelan Administratar the
Committee shall have full power, for the exclusive benefit of Plan Participants and their
Beneficiariesto take thdollowing actions:

a. To interpret the Plan (any such interpretation, made in good faith, shall be final and
conclusive on all persons claiming benefits under the Plan);

b. To the extent such responsibility has not been delegated to any other person,
decidingall questions concerning the eligibility of any person to participate in the
Plan(and any Component Plan@ny such decision, made in good faith, shall be
final and conclusive on all persons claiming benefits under the;Plan)

C. To the extent such respobgity has not been delegated to any other person,
deciding appeals for eligibility and benefits under the Plan (and any Component
Plans); and

d. Other matters that may be delegated to it from time to time.

5.3 Deference to Plan Administrat@nd Committee All decisions by the Plan
Administratorand/or Committeavill be afforded the maximum deference permitted by law.

9|Page
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5.4 Limitation of Rights Nothing in this document requires the Employke Plan
Administrator or the Committeéo maintain any fund or segregatey amount for the benefit of
any Participant or Beneficiary. No Participant or other person shall have any claim against, right
to, or security or other interest in, any fund, account or asset of the Employer from which any
payment under the Plan mayinade.

5.5 Alienation No Benefits under this Plan may be subject to anticipation,
garni shment, attachment, execution or | evy of
Beneficiaryobds .debts or obligations

5.6 Limitations Period Arbitration (as set folt in Sectiorb.7) or othedegal action
cannot be taken against the Plan, the Plan Administid@rCommitteeand/or the Employer
more than three years after (i) the time written proof of loss is required to be furnished according
to the terms of the Bh, (ii) the denial of a Claipor (iii) the first date of the occurrence of an
event giving rise to a Statutory Claim or a State Claim (as defined in Section 5.7).

5.7  Arbitration of ERISA Statutorand StateClaims The following provisions shall
applytoallc | ai ms and demands arising out oHRISAr r el a
statutory claims and demands asserted against the Plan, the Plan Administrator, the Committee,
and/or the EmployerAll Participants, Beneficiaries, and other peisoaceiving benefits under
the Plan or a Component Plsimall be subject to the provisions set forth in this Section 5.6. ERISA
statutory claims includéout are not limited to, fiduciary breach claims, actions for equitable relief,
and actions under ERAS Section 510to redress retaliation, discrimination, and coercive
interference (AStatutory Cl ai mso) . Partidigaht, St at ¢
Beneficiay, or other person receiving benefits under the Plan or a Componerstialabe sttled
by arbitration proceedings of such State Claims and Statutory Claims in accordance with this
Section 5.7, within the limitations period described in Sediénand not by a court of competent
jurisdiction.

a. In consideration of participating in ameceiving benefits under the Plan,
Associates, Participants, Beneficiaries, and other persons receiving benefits
under the Plan or a Component Plan agree to the provisions of this Section
5.7. Associates, Participants, Beneficiaries, and other persceising
benefits under the Plan or a Component Plan acknowledge and agree to the
waiver of all federal, state, and local procedures and remedies that are or
may be available to them in the absence of the procedures set forth in this
Section 5.7. No claszction for a Statutory Claim or a State Claim may be
brought, and Associates, Participants, Beneficiaries, and other persons
receiving benefits under the Plan or a Component Plan hereby waive the
right to bring a class action or to participate as a classlmar in a class
action, to enforce any rights or resolve any disputes covered by this Section
5.7, whether in arbitration or in court, and whether seeking legal or equitable
relief. No Statutory Claims or State Claims of multiple parties may be
consolid&ed in the arbitration proceedings set forth in this Section 5.7.

b. Arbitration of theStatutoryClaims shall be subject to and governed by the
Federal Arbitration Act, 9 U.S.C. 88¢et seq, and ERISA

10|Page
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C. Arbitration of theState Claimsshall be subject to @ngoverned by the
Federal Arbitration Act, 9 U.S.C. 88et seq, and to the extent preempted
by federal lawERISA (or other applicable federal law). If a State Claim is
not preempted by federal law, the laws of the State of Nebraska shall apply
to theState Claim, notwithstanding any choice of law or conflicts of law
principles.

d. Arbitration shall be conducted in accordance with the applicable rules of the
American Arbitrati.on Association (AA

e. Arbitration shall be conducted at a location selectedhiey\Employer or
Plan Administrator, as applicabie,Omaha, Douglas County, Nebraska

f. An Associate ParticipantBeneficiary or other person receiving benefits
under the Plan or a Component Plaray commence arbitration by
presenting a written demand to arbitrate a Statutory Claim or a State Claim
to the Employer or Plan Administrator, as applicable, which shall describe
the facts involved in the dispute and the requested resolution. Arbitration
shall be commenced no later than 120 days after receipt of the written notice
of dispute, unless otherwise mutually agreed to by the parties.

g. The Employeor Plan Administrator, as applicab&hall select one neutral
arbitrator who, in turn, shall select two other neutral arbitrators to conduct
the arbitration of th&tatutoryClaimsor State Claims All such arbitrators
shall have experience with ERISA. The arbitrators shall have the sole
auhority to determine whether thgtatutoryClaims or State Claimsare
subject to arbitration and the enforceability of this arbitration provision.
Notwithstanding the foregoing, any challenges to the @aten waivers
set forth in Section 5.7(a) shdlle reviewed and settled by a court of
competent jurisdiction described in Section 5.8.

h. Each party may be represented by legal counsis ahoosing ad shall
have reasonable notice of the date and time of arbitration and the issues to
be arbitrated. Th&mployer shall pay the costs of the arbitratand the
arbitration proceeding. Each party shall be responsible for its own legal
costs, fees, and expensekhe arbitration procedures shall allow for each
party to have reasonable access to and discofegfevant information.

I. The arbitrators shall issue a written decision with the essential findings and
conclusions upon whictieir decision is basedThe arbitrators shall only
award damages or other relief that a court of competent jurisdiction may
award under ERISA. Judgment upon the award rendered by the arbitration
may be entered by any court having jurisdiction thereof.

J. If the arbitrators or a court of competent jurisdiction determitine
arbitration procedures set forth in this Sect®id are unenforceable or
invalid, or that the Federal Arbitration Act does not apply to a Statutory
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Claim or a State Claim, (uch unenforceability or invalidity shall not
affect any other provision of the Plafi) the Plan shall be interpreted,
construed, admistered, and enforced as if such provisions had not been
included and (iii) in lieu of theStatutoryClaimor State Clainbeing subject

to arbitration pursuant to this Sectibi/, the Statutory Claims or State
Claims must be asserted in the federalrtmentifiedin Section5.8. It is

the intent of the parties to require and follow the arbitration procedure set
forth in this Sectiorb.7 to the maximum extent permitted under applicable
law.

K. This Sectiorb.7 shall survive termination of the Plan o€amponent Plan

5.8 Venue and ForumVenue and forunfor matters not resolved pursuant to Section
5.7 shall be proper only in a federal court located in Omaha, Douglas County, Nebraska

ARTICLE VI.
AMENDMENT AND TERMIN ATION

6.1 Amendment This Plan may be amended at anygj and from time to time, by the
Employer. Any such amendment must be in writing.

6.2 Termination This Plan is established with the intention of being maintained for an
indefinite period of time. Nevertheless, the Employer expressly reserves the riigtdntinue
or terminate the Plan. After the Employer has discontinued or terminated the PAasoca@te
Participant, Dependent or Beneficiary shall have or attain any vested right, contractual or
otherwise, to any further contributions to or betseffiom the Plan.

ARTICLE VII.
ERISA INFORMATION

7.1 Plan Name The name of the Plan iAssociate Welfare Benefit Plan of
Woodmerkife.

7.2  Employer Information The name and address of the Emplog&/oodmetrife,
1700 Farnam Street, Omaha, NE 68102.

7.3  Employer IdentificatiorNumber (EIN) The Employerés ident
47-0339250.

7.4  Plan Number The Plan Number assigned by the Employer is 512. The Component
Plans do not have separate plan numbers.

7.5 Type of Plan The Plan is an umbrella plan, also known as a wrapdrplan,
which provides the welfare benefits described on Exhibit A.

7.6  Type of Administration The administration of the Plan is performed by the service
providers and insurers listed on ExhiAit
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7.7  Plan Administratoand Committeénformation The name, Biness address, and
business phone number of the Plan Administrator are as follows:

Woodmerhife

1700 Farnam Street

Omaha, NE68102

(800) 3282968, extension 57047

The name, business address, and business phone numbeCoirtingtteeare as follows

Woodmeriife

Attn: Appeals Committee

1700 Farnam Street

Omaha, NE68102

(800) 3282968, extension 57047

7.8  Agent for Service of Legal Process The name and address o
service of legal process is the Plan Administrator. Serviegaf process may also be made upon
the Plan Administrator.

7.9 Trustee The Plan does not use a trust and therefore does not have any trustees.

7.10 Eligibility for Participation and Benefits The Planbds requiremel
and benefits are set forth Section3.1 and/or in the Benefit Information Booklets for the
Component Plans.

7.11 Summary of BenefitsThe benefits provided under this Plan are summarized in the
Benefit Information Booklets for the Component Plans. To the extent that any Compoment Pla
includes access to a provider network, the provider network is described genenaljpiplicable
Benefit Information Booklet. The providers in the network may be listed on a separate
documend if so, it will be provided to yoautomaticallyand freeof charge.

712 Qualified Medical Chi | dThSpriopepwes tjovebimg er s
QMCSOs are available from the Plan Administrator upon written request.

7.13 Loss of Eligibility and Benefits The circumstances which could result in
disqualification, irligibility, or denial, loss, forfeiture, suspension, offset, reduction, or recovery
of benefits, are set forth in Article IV and in the Benefit Information Booklet for the applicable
Component Plan.

7.14 Plan Funding The Benefits offered by a Component Phaay be funded by an
insurance policy. If so, the premiums for the policy will be funded by contributions from the
participatingAssociate and the Employer, in such proportions and amounts as the Employer may
determine, in its sole discretion. Alternaiy, or in combination with such a policy, the Benefits
offered by a Component Plan may be funded by contributions from the participasngiats
and the Employer, in such proportions and amounts as the Employer may determine, in its sole
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discretion. he Employer reserves the right to modify the @bsiring of contributions between
the Employer and participatifgssociate at any time and from time to time.

7.15 Funding Medium The following funding medium is used for the accumulation of
assets under tif@lan: None.

7.16 Health Insurance Issueilhe following chart identifies the health insurance issuers
that are responsible, in whole or in part, for financing or administering any of the benefits available

under the Plan:

EXTENT TO WH ICH
NAME & ADDRESS BENEFITS ARE SERICRS s
OF ISSUER GUARANTEED BY BY ISSUER
ISSUER
Blue Cross and Blue Shiel None Claims administration for the
of Nebraska Woodmerkife Medical Plan
P.O. Box 3248
Omaha, NE 68180
Cypress Benefit None Assistance services and claif
Administrators administration for the
1235 South 78 Street Woodmerhife Health
Omaha, Nebraska 68124 Reimbursement Arrangemen
(800) 2235508 Plan
(402) 9551644
ComPsych None Assistance services and
455 N. Cityfront Plaza administration for the
Drive Woodmerkife Well-being
Chicago, IL 606115322 Program
(855) 8289038
Metropolitan Life Insurance None Claims administration for the
Company Woodmerkife Dental Plan
177 South Commons Driv¢
Aurora, IL 60504
(800) 9420854
Vision Service Plan Insured Assistance services and claif
Insurance Company administration for the
3333 Quiality Drive Woodmertife Vision Plan
Rancho Cordova, CA 9567
(800) 8777195
PayFlex Systems USA, In( None Claims administratioffor the
P.O. Box 3039 Woodmerkife Cafeteria Plan
Omaha, NE 68103 (Dependent Care Flexible
(800) 2844885 Spending Account, Health
Flexible Spending Account,
Health Savings Account and

4811-33582725.13
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EXTENT TO WH ICH

ADMINISTRATIVE

One Hartford Plaza

Hartford, CT 06155

NAME & ADDRESS BENEFITS ARE
OF ISSUER GUARANTEED BY SR e e P
ISSUER
Premium Expense
Reimbursement)
Hyatt Legal Plans, Inc. None Assistance services and claif
1111 Superior Avenue administration for the
Cleveland, OH 44114 Woodmertife Prepaid Legal
(800) 8216400 Assistance Plan
The Hartford Insured Assistance services and claif
P.O. Box 2999 administration for the
Hartford, CT 06104 Woodmerkife Voluntary
(800) 9643577 ShortTermDisability Plan
theWoodmeriife Long-Term
Disability Plan for Home
Office Associats; and the
WoodmenLifeLong Term
Disability Plan forManagers
and WoodmenLife
Representatives
The Hartford None Claims administration for the
P.O. Box 2999 Woodmerkife ShortTerm
Hartford, CT 06104 Disability Plan
(800) 5232233
UNUM Life Insurance Insured Claims administration for the
Company of America Woodmerkife Voluntary
2211 Congress Street Long Term Disability Benefit
Portland, ME 04122 Plan;Woodmelkife
ExecutiveLong-Term
Disability Benefit Plan
Woodmen of the World Life None Assistance services and claif
Insurance Society administration for the
1700 Farnam Street Woodmertife Life Plan
Omaha, NE 68102
Best Careemployee None Assistance services and claif
Assistance Program administration for the
9239 WestCenter Road Woodmeriife Associate
Omaha, NE 68124 Assistance Program
402-354-8000
The Hartford Insured Claims administration for the

Woodmeikife Business
Travel Accident Plan

4811-33582725.13
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EXTENT TO WH ICH
NAME & ADDRESS BENEFITS ARE JRasyv oIS
OF ISSUER GUARANTEED BY BY ISSUER
ISSUER
Woodmen of the World Life None Assistance services and claif
Insurance Society administration for the
1700 Farnam Street Woodmerife As soci a
Omaha, NE 68102 Severance Pay Plan
7.17 Plan Year The PanYear is the twelve (12) consecutive month period ending
every December 31.
7.18 Claims ProceduresThe claims procedures for each Benefit are set forth in

in Exhibit B to the extent not inconsistent with the Plan or in the event that the claims procedures
of a particular Componefftlan do not comply with ERISA Secti&03.

7.19 Further Information An Associatemay obtain further information about the
Plan by contacting the Plan Administrator.

7.20 Inspection of Plan The Employer will make the Plan and all related
documents incorporated herein by reference available for inspection at its offices at no cost upon
reasonable notice.

7.21 Copy of Plan Upon reasonable notice and written request a copy of this Plan
may be obtained from the Plan Administrator. The Plan Aditnator may make a reasonable
charge for copies.

7.22 Statement of ERISA RightsAs a Participant in this Plan, you are entitled to
certain rights and protections under ERISA. ERISA provides that all plan Participants shall be
entitled to:

Receive Informatio About Your Plan and Benefits

You may examine, wi t hout charge, at t he
governing the plan, including insurance contracts, and a copy of the latest annual report
(Form5500 Series), if any, filed by the plan witheth).S. Department of Labor and available at
the Public Disclosure Room of the Employee Benefits Security Administration.

You may obtain, upon written request to the Plan Administrator, copies of documents
governing the operation of the plan, including mswe contracts and copies of the latest annual
report (Formb500 Series), if any, and updated Summary Plan Description. The administrator may
make a reasonable charge for the copies.

You wi ||l receive a summary o fPlabh Adminigirdtaa n 6 s
is required by law to furnish each participant with a copy of this summary annual report.

Continue Group Health Plan Coverage
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You may continue health care coverage for yourself, spouse or dependents if there is a loss
of coverage undehe plan as a result of a qualifying event. You or your dependents may have to
pay for such coverage. Review this Summary Plan Description and the documents governing the
plan on the rules governing your COBRA continuation coverage rights.

Prudent Actionby Plan Fiduciaries

In addition to creating rights for plan participants ERISA imposes duties upon the people
who are responsible for the operation of the plan. The people who operate your plan, called
Afiduciarieso of t he ptlyandintheirdevest ofgou dnd dtlyer glan d o
participants and beneficiaries. No one, including your employer, your union, or any other person,
may fire you or otherwise discriminate against you in any way to prevent you from obtaining a
welfare benefibr exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right
to know why this was done, to obtain copies of documents relating to the decision without charge,
andto appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you
request a copy of plan documents or the latest annual report from the plan and do not receive them
within 30 days, you may file suit in a Federal co(stibject to any arbitration provisions set forth
in the Plan) In such a case, the court may require the Plan Administrator to provide the materials
and pay you up to $110 a day until you receive the matenaless the materials were not sent
because of reasons beyond the control of the administrator. If you have a claim for benefits which
is denied or ignored, in whole or in part, you may file suit in a state or Federalsgjdct to
any arbitration pvisions set forth in the Plan) I n addition, i f you disa
or lack thereof concerning the qualified status of a domestic relations order or a medical child
support order, you may file suit in Federal cdgribject to any arbition provisions set forth in
the Plan) | f it should happen that plan fiducia
discriminated against for asserting your rights, you may seek assistance from the U.S. Department
of Labor, or you may file suit ia Federal courfsubject to any arbitration provisions set forth in
the Plan) The court will decide who should pay court costs and legal fees. If you are successful
the court may order the person you have sued to pay these costs and fees. If yoe tuset
may order you to pay these costs and fees, for example, if it finds your claim is frivolous.

Assistance with Your Questions

If you have any questions about your plan, you should contact the Plan Administrator. If
you have any questions abouististatement or about your rights under ERISA, of if you need
assistance in obtaining documents from the Plan Administrator, you should contact the nearest
office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in your
telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefits
Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington,
D.C. 20210. You may also obtain certain publications about your agltsesponsibilities under
ERISA by calling the publications hotline of the Employee Benefits Security Administration.
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The following are not subject to ERISA: Dependent Care Flexible Spending Account
Benefitsunder the Flexible Benefits PlanPremium Expense Reimbursement Benefitsnder
the Flexible Benefits Plan; and theShort-Term Disability Plan.

ARTICLE VIII.
CONTINUATION OF GROU P HEALTH COVERAGE UN DER COBRA.

Introduction

This Article has important information about your right to COBRA continuation coverage,
which is a temporary extension of coverage urdetain group health plang hisArticle explains
COBRA continuation coverage, when it may become available to you and your, fandlywhat
you need to do to protect your right to get it. When you become eligible for COBRA, you may
also become eligible for other coverage options that may cost less than COBRA continuation
coverage

The right to COBRA continuation coverage was cr@atea federal law, the Consolidated
Omnibus Budget Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can
become available to yoand other members of your familyhen group health coverageould
otherwise end It can also become available to other members of your family who are covered
under the Component Health Plan when they would otherwise lose their group health coverage.

This Article VIII applies to the following Component Plans and Benefits (each a
AGmponent Health Pland for purposes of this

| WoodmenLife Medical Plan;

Woodmertife Health Reimbursement Arrangement Plan;
Woodmerife Well-beingProgram

Woodmeikife Vision Plan;

Woodmelife Dental Plan; and

= =2 =4 =4 -

The Health Flexible Spending Agunt under the WoodmenLife Flexible Benefits
Plan;

1 Woodmerkife AssociateAssistance Program.

This Article generally explains COBRA continuation coverage, when it may become available to
you and your family, and what you need to do to protect the rigbttive it.

You may have other options available to you when you lose group health coverage.
For example, you may be eligible to buy an individual plan through the Health Insurance
Marketplace(sometimes referred to as an Exchang®y enrolling in coveage through the
Marketplace, you may qualify for lower costs on your monthly premiums and lowef-potket
costs. Additionally, you may qualify for a@lay special enroliment period for another group
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health plan for which you are eligible (suchapasu s e 6s pl an), even i1 f tha
accept late enrollees.

What is COBRA Continuation Coverage?

COBRA continuation coverage is a continuation of Component Health Plan coverage when
coverage would otherwise end because of a life eventkmosin a fqual i fying eve
gualifying events are listed later this Article After a qualifying event, COBRA continuation
coverage must be offered to each person who i
your dependent childreroald become qualified beneficiaries if coverage under the Component
Health Plan is lost because of the qualifying event. Under the Component Health Plan, qualified
beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation
covera@.

If you are anmAssociate you will become a qualified beneficiary if you lose your coverage
under the Component Health Plan because either one of the following qualifying events happens:

a. Your hours of employment are reduced, or
b. Your employment ends fong reason other than your gross misconduct.

If you are the spouse of @&ssociate you will become a qualified beneficiary if you lose
your coverage under the Component Health Plan because any of the following qualifying events
happens:

a. Your spouse dies;

b. Your spouseds hours of empl oyment are r

C. Your spouseds empl oyment ends for any
misconduct;

d. Your spouse becomes entitled to Medicare benefits (undeAPRartB, or both);
or

e. You become divorced or legally sepacfrom your spouse.

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

a. The parenfAssociatedies;

b. The parenfAssociaté s h o u r smeot &re reduged; o y

C. The parentAssociaté s empl oyment ends for any reas
misconduct;

d. Thg pﬁ)renﬁssociatdoecomes entitled to Medicare benefits (under Part A, Part B,
or both);
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e. The parents become divorced or legally separated; or
f. The child stops being eligible for cove

Sometimes, filing a proceeding in bankruptcy under 1itlef the United States Code can
be a qualifying event. If a proceeding in bankruptcy is filed with respect talivedife, and
that bankruptcy results in the loss of coverage ofRetyred Associatecovered under the Plan,
the Retired Associateis a qualified beneficiary with respect to the bankruptcy. Rbsred
Associaté s spouse, sur vi vichigrensvil alsodequalifeed enefiiaripe n d e n
if bankruptcy results in the loss of their coverage under the Plan.

When is COBRA Coverage Available?

The Component Health Plan will offer COBRA continuation coverage to qualified
beneficiaries only after th@lan Administrator has been notified that a qualifying event has
occurred. The Employer must notify the Plan Administratorttod following qualifying evens:

a. The end of employment or reduction of hours of employment
b. death of theAssociate;
C. Commencement of a proceeding in bankruptcy with respect tenim@oyer, or

d. theAssociaté s becoming entitled tAPaMRdi care b
both).

You Must Give Notice of Some Qualifying Events

For all other qualifying events (divorce orlegal separation of theAssociateand spouse
or a dependent childés | osing eligibility for
the Plan Administrator in_writing within 60 days after the qualifying event occurs. Oral
notice, including notice ly telephone, is not acceptable. You must provide this notice to:

Woodmerkife
1700 Farnam Street
OmahaNE 68102

If mailed, your notice must be postmarked no later than the last day of the required notice
period. Any notice you provide must state:

thename of the plan or plansunder which you lost or are losing coverage,
thename and address of the Associatovered under the plan,
thename(s) and address(es) of the qualified beneficiary(iegnd
thequalifying eventand thedate it happened.

E R
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If the qualifying event is divorce or legal separation your notice must includa copy of
the divorce decree or the legal separation agreement

Be aware that there are other notice requirements in other contexts, for example, in order to
qualify for a disbility extension.

How is COBRA Coverage Provided?

Once the Plan Administrator receiviamely notice that a qualifying event has occurred,
COBRA continuation coverage will be offered to each of the qualified beneficiaries. Each
qualified beneficiary will have an independent right to elect COBRA continuation coverage.
CoveredAssociats may electCOBRA continuation coverage on behalf of their spouses, and
parents may elect COBRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of covénaggenerally lasts
for 18 months due to employmeetmination or reduction of hours of workCertain qualifying
events, or a second qualifying event during the initial period of coverage, may permit a beneficiary
to receive a maximum of 36 months of coverage

There are also ways in which this-anthperiod of COBRA continuation coverage can
be extended

Disability extension of 18month period of COBRA continuation coverage

If you or anyone in your family covered under a Component Health Plan is determined by
Social Security to be disabled and youifyahe Plan Administrator in a timely fashion, you and
your entire family may be entitled to get up to an additional 11 months of COBRA continuation
coverage, for a maximum of 29 months. The disability would have to have started at some time
before the 6th day of COBRA continuation coverage and must last at least until the end of the
18-month period of COBRA continuation coverage.

Second qualifying event extension of Bonth period of continuation coverage

If your family experiences another qualifyimyent during the 18 months of COBRA
continuation coverage, the spouse and dependent children in your family can get up to 18
additional months of COBRA continuation coverage, for a maximum of 36 months, if the
Component Health Plan is properly notifiedoabthe second qualifying event. This extension
may be available to the spouse and any dependent children getting COBRA continuation coverage
if the employee or former employee dies; becomes entitled to Medicare benefits (under Part A,
Part B, or both); ets divorced or legally separated; or if the dependent child stops being eligible
under the Plan as a dependent child. This extension is only available if the second qualifying event
would have caused the spouse or dependent child to lose coveragehengimt had the first
gualifying event not occurred.
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Continuation Coverage and Health Flexible Spending Accounts

You can elect to continue your participation in the Health Flexible Spending Account for
the remainder of the Plan Year, subject to the folhgaeonditions. You may only continue to
participate in the Health Flexible Spending Account if you have elected to contribute more money
than you have taken out in claims. For example, if you elected to contribute an annual amount of
$500 and, at the timgou terminate employment, you have contributed $300 but only claimed
$150, you may elect to continue coverage under the Health Flexible Spending Account. If you
elect to continue coverage, then you would be able to continue to receive your health
reimbursenents up to the $500. However, you must continue to pay for the coverage, just as the
money has been taken out of your paycheck, but on antattdérasis. The Plan can also charge
you an extra amount to provide this benefit.

Are there other coverage opins besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage
options for you and your family through the Health Insurance Marketf(daceetimes referred to
as an Exchange) Medi cai d, or other group health plan
through what 1s called a fAspecial enrol |l ment
COBRA continuation coverage. You can learn more about many of these options
www.HealthCare.gov

If You Have Questions

Questions concerning your Component Health Plan or your COBRA continuation coverage
rights should be addressed to the contact or contacts identified below. For monaiioih about
your rights under ERISA, including COBRA, the Health Insurance Portability and Accountability
Act (HIPAA), and other laws affecting group health plans, contact the nearest Regional or District
Of fice of the U.S. DeeBanefitsiBecuarity Administiatoh (EBSA)Sn E mp |
your area or visit the EBSA website at www.dol.gov/ebsa. Addresses and phone numbers of
Regi onal and District EBSA Of f iForemre iaformatianv ai | al
about the Marketpladsomeéimes referred to as the Exchange$it www.HealthCare.gav

Keep Your Plan Informed of Address Changes

I n order to protect your familybés rights,
of any changes ithe addresses of family members. You should also keep a copy, for your records,
of any notices you send to the Plan Administrator.

Plan Contact Information

AssociatéWelfare Benefit Plan of Woodmekiie
Woodmerife
1700 Farnam Street
Omaha, NE68102
(800) 3282968, extension 57047
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ARTICLE IX.
HEALTH INFORMATION P ROTECTION AND RIGHTS

9.1  Special Enrollment RightsIf you are declining enrollment for yourself or your
dependents (including your spouse) because of other health insurance or group health plan
coverage, youmay be able to enroll yourself and your dependents in this plan if you or your
dependents lose eligibility for that other coverage (or if the employer stops contributing towards
your or your dependentsd ot her c otwihin3dlgay . Ho
after your or your dependentsd other coverage
the other coverage). In addition, if you have a new dependent as a result of marriage, birth,
adoption, or placement for adoption, you nimy able to enroll yourself and your dependents.
However, you must request enrollment withindzlys after the marriage, birth, adoption, or
placement for adoption. To request special enroliment or obtain more information, contact the
Plan Administrator.

9.2 Preexisting Condition Exclusian A group health plan may not impose a-pre
existing condition exclusion with respect to a participant or dependent before notifying the
participant, in writing, of:

a. The existence and terms of any+epasting condition edasion under the plan;

b. The rights of individuals to demonstrate creditable coverage (and any applicable
waiting periods);

C. The right of the individual to request a certificate from a prior plan or issuer, if
necessary; and

d. That the current plan (or issuevill assist in obtaining a certificate from any prior
plan or issuer, if necessary.

9.3  Special Enroliment Rules for Individuals Losing Coverage Under Medicaid or the
Childrenés Health 1 ndfyouamyoue defenderdre digible puliiodH | P 0 )
enrolled in this Plan, you or your dependent may enroll in the Plan if all of the following conditions
are met:

a. You or your dependent were covered under Medicaid or CHIP at the time coverage
under this Plan was previously offered.

b. The Medicaid oICHIP coverage was terminated because you or your dependent
ceased to be eligible for the coverage.

C. You or your dependent request enrollment in this Plan within 60 days after coverage
under Medicaid or CHIP terminates. Coverage under this Plan wit tiegifirst
day of the first full calendar month following the date the completed enrollment
form is received.
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9.4  Special Enroliment Rules for Individuals Becoming Eligible for Medicaid or CHIP
Assistance If you or your dependent amdigible, but not enrééd in this Plan, you or your
dependent may enroll in the Plan if all of the following conditions are met:

a. You or your dependent were not eligible for a premium assistance subsidy, under
Medicaid or CHIP at the time coverage under this Plan was préyioffisred.

b. You or your dependent become eligible for a premium assistance subsidy, under
Medicaid or CHIP, with respect to coverage under this Plan.

C. You or your dependent request enrollment in this Plan within 60 days of being
determined eligible foa premium assistance subsidy under Medicaid or CHIP.
Coverage under this Plan will begin the first day of the first full calendar month
following the date the completed enrollment form is received.

9.5 HIPAA Notice of Privacy PracticesYou have been fuished a Notice of Privacy
Practices describing the practices the Plan will follow with regard to your personal health
information that is protected by the Health Insurance Portability and Accountability Act of 1996,
as amended ( AHI P AAtOreceive ahother gopyuwf thve dNatited pledse éoetact
the Plan Administrator.

ARTICLE X.
ADDITIONAL LEGAL NOT ICES

10.1 Ne wb or n sUnderAederal law, group health plans and health insurance
issuers generally may not restrict benefits for any hospital length ofirstegnnection with
childbirth for the mother or newborn child to less tharhd@rs following a vaginal delivery, or
less than 9@ours following a cesarean section. However, federal law generally does not prohibit
the mother 6ds or nidew#ftercansuling with the mother,ifrgm discharging
the mother or her newborn earlier thanhéirs (or 96ours as applicable). In any case, plans
and issuers may not, under Federal law, require that a provider obtain authorization from the plan
or the insurance issuer for prescribing a length of stay not in excesshou#s (or 96ours).
Contact the Plan Administrator for additional information.

102 Womendés Health and CaDogoa knowRthagyour planAct o
as required IMHgalthtahdeCandkr RightsGAst of 1998, 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 lymphe&lema Contact the Plan Administrator for additional information.

10.3 USERRA Rights Federal law may also afford certain participants and their
Dependents the right to continue their health care coverage during certain periods of military leaves
of absence psuant to the Uniformed Services Employment and Reemployment Rights Act of
1994 (AUSERRAO) . This continuation option 1is
coverage. Contact the Plan Administrator for additional information.

10.4 Mi c h e | |. éAdyshealthacare coverage maintained ural€@omponent Plan
that is a group health plahat requires a certification of student status for any period of dependent
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coverage shal/l Cc 0 mio kthg extent dpplicaMiEligilbiliey fot sech coeraga w

for a dependent child who is enrolled in an institution of higher education at the beginning of a
medically necessary leave of absence will be extended if the leave normally would cause the
dependent child to lose eligibility for coverage undergtmaip health plamlue to loss of student

status. This eligibility extension shall last up to one year beginning on the first day of the leave of
absence or the date the coverage would otherwise terminate due to loss of student status, whichever
is earlier provided that the IBn (or the issuer of health insurance coverage offered in connection
with the Plan) has received written certification by a treating physician of the dependent child
which states that the child is suffering from a serious illness or injury and that the leave of absence
(or other change of enrollment) is medically necess#ydependenthild whose benefits are
continued under thiSection shall be entitled to the same benefits as if (during the medically
necessary leave of absence) the child continued to be a covered student at the institution of higher
education and was not on a medigalecessary leave of absencéo the extent applicable, the

Plan shall comply with the continued application in case of changed coverage provisions of
Mi chell.eds Law

10.5 Premium Assistance Under Medicaid and CHfBou or your children are eligible

forMedi caid or CHIP and youbre eligible for hea
have a premium assistance program that can help pay for coverage, using funds from their

Medi caid or CHIP programs. | f yaduor GHIP, ypwo ur c h
wonoét be eligible for these premium assistanc

insurance coverage through the Health Insurance Marketplace. For more information, visit
www.healthcare.gav

If you or your dependents areedidy enrolled in Medicaid or CHIP and you live igate listed
below, contact youstate Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you thimak you
any of your dependents might be eligible for either of these programs, contastayeiedicaid

or CHIP office or dial 3877-KIDS-NOW orwww.insurekidsnow.goto find out how to apply. If
you qualify, ask your state if it has a program that mighp tyou pay the premiums for an
employersponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as
eligible under your employer plan, your employer must allow you to enroll in your employer plan
fyou arenét already enroll ed. Thi s yausnust al | ed
request coverage within 60 days of being determined eligible for premium assistandieyou

have questions about enrolling in your employer plan, contact the tDwpeirof Labor at
www.askebsa.dol.goor call 1:866-444EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying your
employer health plan premiums. The following list of states is current as afanuary 31,
2019 Contact your gate for more information on eligibility .
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ALABAMA i Medicaid

KENTUCKY 1 Medicaid

Website:http://myalhipp.com/
Phone: 1855-692-5447

Website:https://chfs.ky.gov
Phone: 1800-635-2570

ALASKA 1 Medicaid

LOUISIANA 1 Medicaid

The AK Health Insurance Premium Payment
Program

Website:http://myakhipp.com/

Phone: 1866-251-4861

Email: CustomerService@ MyAKHIPP.com
Medicaid Eligibility:
http://dhss.alaska.gov/dpa/Pages/medicaid/de
t.aspx

Website:
http://dhh.louisiana.gov/index.cfm/subhome/1
331

Phone: 1888-695-2447

ARKANSAS i Medicaid

MAINE i Medicaid

Website:http://myarhipp.com/
Phone: 1855-MyARHIPP (855-6927447)

Website: http://www.maine.gov/dhhs/ofi/pubhd
assistance/index.html
Phone: 1800-442-6003
TTY: Maine relay 711

FLORIDA i Medicaid

MASSACHUSETTS i Medicaid and CHIP

Website:http://fimedicaidtplrecovery.com/hipp
Phone: 1877-357-3268

Website:
http://www.mass.gov/eohhs/gov/departments
sshealth/

Phone: 1800-862-4840

GEORGIA i Medicaid

MINNESOTA i Medicaid

Website:www.medicaidgeorgia.gov
Phone: 404656-4507

Website:http://mn.gov/dhs/peoplee-
serve/seniors/healitare/healtkcare
programs/programandservices/medical

assistance.jsp
Phone: :800-657-37390r 65:431-2670

INDIANA i Medicaid

MISSOURI i Medicaid

Healthy Indiana Plan for loancome adults
Website:http://www.in.gov/fssa/hip/
Phone: 18774384479

All other Medicaid
Website:http://www.indianamedicaid.com
Phone 1800-403-0864

Website:
https://www.dss.mo.gov/mhd/participants/pag

hipp.htm
Phone: 573751-2005

IOW A T Medicaid

MONTANA 1 Medicaid

Website:
http://dhs.iowa.gov/hawk
Phone: 1800-257-8563

Website:
http://dphhs.mt.gov/MontanaHealthcareProgr:
s/HIPP

Phone: 1800-694-3084

KANSAS i Medicaid

NEBRASKA i Medicaid

Website:http://www.kdheks.gov/hcf/
Phone: 1785296-3512

Website: http://www.ACCESSNebraska.ne.go|
Phone: 85%327633

Lincoln: 4024737000

Omaha: 405951178
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http://myalhipp.com/
https://chfs.ky.gov/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331
http://myarhipp.com/
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://www.maine.gov/dhhs/ofi/public-assistance/index.html
http://flmedicaidtplrecovery.com/hipp/
http://www.mass.gov/eohhs/gov/departments/masshealth/
http://www.mass.gov/eohhs/gov/departments/masshealth/
http://www.medicaid/
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://mn.gov/dhs/people-we-serve/seniors/health-care/health-care-programs/programs-and-services/medical-assistance.jsp
http://www.in.gov/fssa/hip/
http://www.indianamedicaid.com/
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://dhs.iowa.gov/hawk-i
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
http://www.kdheks.gov/hcf/
http://www.accessnebraska.ne.gov/

NEVADA i Medicaid

PENNSYLVANIA 1 Medicaid

Website:http://dhcfp.nv.gov
Phone:1-800-992-0900

Website:
http://www.dhs.pa.gov/provider/medicalassist
ce/healthinsurancepremiumpaymenthippprog
/index.htm

Phone:1-800-692-7462

NEW HAMPSHIRE 1 Medicaid

RHODE ISLAND i Medicaid

Website:https://www.dhhs.nh.goviighipp.htm
Phone: 60271-5218
Toll-free: £800-852-3345, ext. 5218

Website:http://www.eohhs.ri.gov/
Phone: 855%97-4347

NEW JERSEY i Medicaid and CHIP

SOUTH CAROLINA i Medicaid

Medicaid Website:
http://www.state.nj.us/humanservices/
dmahs/clients/medicaid/

Medicaid Phone: 60831-2392

CHIP Website:
http://www.njfamilycare.org/index.html
CHIP Phone: 800-701-0710

Website:https://www.scdhhs.gov
Phone: 18885490820

NEW YORK i Medicaid

SOUTH DAKOTA - Medicaid

Website:
https://www.health.ny.gov/health care/medicd
Phone: 1800-541-2831

Website:http://dss.sd.qov
Phone: 1888-828-0059

NORTH CAROLINA i Medicaid

TEXAS i Medicaid

Website: https://dma.ncdhhs.gov/
Phone: 918554100

Website:http://gethipptexas.com/
Phone: 1800-440-0493

NORTH DAKOTA i Medicaid

UTAH i Medicaid and CHIP

Website:
http://www.nd.gov/dhs/services/medicalserv/n
dicaid/

Phone: 1844-854-4825

Medicaid Websitehttps://medicaid.utah.gov/
CHIP Websitehttp://health.utah.gov/chip
Phone:1-877-5437669

OKLAHOMA i Medicaid and CHIP

VERMONT i Medicaid

Website:http://www.insureoklahoma.org
Phone: 18883653742

Website:http://www.greenmountaincare.org/
Phone: 1800-250-8427

OREGON i Medicaid and CHIP

VIRGINIA T Medicaid and CHIP

Website:
http://healthcare.oregon.gov/Pages/index.asp

Medicaid Website:
http://www.coverva.org/programs premium 4

http://www.oregonhealthcare.gov/indes.html

istance.cfm

Phone: 1800-699-9075

Medicaid Phone: -B00-432-5924

CHIP Website:
http://www.coverva.org/programs_premium_a
istance.cfm

CHIP Phone: 1855-242-8282
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http://www.njfamilycare.org/index.html
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https://www.health.ny.gov/health_care/medicaid/
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http://www.coverva.org/programs_premium_assistance.cfm
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WASHINGTON i Medicaid WISCONSIN i Medicaid and CHIP
Website:http://www.hca.wa.gov/freer-low- Website:
costhealthcare/program https://www.dhs.wisconsin.gov/publicatidp$/
administration/premiuapaymentprogram p10095.pdf
Phone1-800-562-3022 ext. 15473 Phone: 1800-362-3002
WEST VIRGINIA i Medicaid WYOMING i Medicaid
Website:http://mywvhipp.com Website:
Toll-free: £855-MyWVHIPP (6998447) https://health.wyo.gov/healthcarefin/medicaid
Phone: 3077777531

To see if any other states have added a premium assistance program since January 31, 2019, or for
more information on speciahrollment rights, contact either:

U.S. Department of Labor U.S. Department of Health and Human Services
Employee Benefits Security Administration Centers for Medicare & Medicaid Services
www.dol.gov/ebsa www.cms.hhs.gov

1-866-444EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

28|Page
4811-33582725.13


http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
http://www.hca.wa.gov/free-or-low-cost-health-care/program-administration/premium-payment-program
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
http://mywvhipp.com/
https://health.wyo.gov/healthcarefin/medicaid/

EXHIBIT A

COMPONENT BENEFIT PL ANS AND
BENEFIT INFORMATION BOOKLETS

Read this SPD anthe Component Plan Information Booklets carefully so that you
understand the provisions of the Plan and the benefits you will receive. The following Component
Plans are part of the Plan. These Booklets describe Component Plan benefits which are governed
by the Plan. The Plan document is written in much more technical and precise language. If the
language in any of these Booklets or this SPD conflict with the technical, legal language of the
Plan document, the Plan document always governs. Also, if thezendliat between an insurance
contract/policy/certificate and either the Plan document or this SPD, the insurance
contract/policy/contract will control. If you wish to receive a copy of the Plan document, please
contact the Plan Administrator.

Exhibit Type of Plan Component Plan Insurer or Contractor
A-1 Woodmerkife Medical Plan Blue Cross and Blue Shield o
Introduction and General Informatio Nebraska
Woodmeriife Blue Cross and Blue Shield o
: Medical Pla® Select HRA Nebraska
A-1.1 Medical . - . —
Woodmerkife Health Reimbursemer| Cypress Benefit Administrator,
Arrangement Plan
A-1.2 _ Woodmeriife Blue Cross and Blue Shield o
' Medical Pla® Select HSA Nebraska
A-2 Well-beingProgram| Woodmerife Well-beingProgram ComPsych
A-3 Dental Woodmertife Dental Plan MetLife
A4 Vision Woodmertife Vision Plan Vision Service Plan Insurancg
Company
Woodmeriife Cafeteria Plan Payflex Systems USA, Inc.
(Dependent Care Flexible Spendin
A-5 Flexible Benefits Account, Health Flexible Spending
Account, Health Savings Account ar
Premium Expense Reimbursemen
A-6 Prepaid Legal Woodmeﬂ;.ife Prepaid Legal MetLaw
Assistance Plan
ShortTerm Woodmerkife ShortTerm Disability The Hartford
A-7 o
Disability Plan
ShortTerm Woodmerkife Voluntary ShortTerm The Hartford
A-8 L o
Disability Disability Plan
A-9 Long-Term Woodmertife Long-Term Disability The Hartford
Disability Plan for Home OfficéAssociats
Woodmerkife Long Term Disability The Hartford
A-10 Long-Term Plan forRegional Directors,
Disability Recruiting SaleManagers and
WoodmenLifeRepresentatives
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Exhibit Type of Plan Component Plan Insurer or Contractor
A-11 LongTerm Woodmertife VoluntaryLong-Term UNUM
Disability Disability Benefit Plan
A-12 Long-Term Woodmerkife ExecutiveLong-Term UNUM
Disability Disability Benefit Plan
A-13 Life Woodmertife Life Plan Woodmert.ife
Associate Woodmerkife AssociateAssistance Best Care
A-14 .
Assistance Progran Program
A-15 Businefss Travel Woodmem.if_e Business Travel The Hartford
Accident Accident Plan
A-16 Severance Pay Pla Woodmenife As soci at es N/A
Pay Plan
Exhibit A
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EXHIBITA -1

WOODMEN LIFE MEDICAL PLAN

BENEFIT INFORMATION BOOKLET
(APPLIES TO BOTH ASELECT HRAO AND ASELECT

Exhibit A-1
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IMPORTANT INFORMATION

Important Phone Numbers

Member Services
Omaha and Tolfree
Coordination of Benefits
Omaha

Toll-free

Subrogation

Omaha

Toll-free

1-888-592-8961

402-390-1840

1-800-462-2924

402-390-1847

1-800-662-3554

Wor kersd6 Compensation

Omaha
Toll-free
Certification
Omaha

Toll-free

402-398-3615

1-800-821-4786

402-390-1870

1-800-247-1103

BlueCard Provider Information

Toll-free
Website
Pharmacy Locator

Toll-free

4811-33582725.13

1-800-810-BLUE (2583)

www.bcbs.com

1-877-800-0746

Exhibit A-1
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INTRODUCTION
This document is your Summary Plan Description (SPD).

This SPD has been written to help you understand your Group Medical Plan coverage. It describes
the beneyt s, excl usi on s general wal, and isthd, arid showdd natf  y o
be considered a contract.

Your Group Medical Plan is administered in accordance with the Administrative Services
Agreement between the Group and Blue Cross and Blue Shield of Nebraska, Inc. (BCBSNE), an
independenlicensee of the Blue Cross and Blue Shield Association. The Administrative Services
Agreement and ofyci al Pl an documents control

NOTE: BCBSNE provides administrative claims payment services only and does not assume any
y n aal risk or obligation with respect to claims. BCBSNE liability may occur only under a stop
loss provision, as set forth in a stop loss agreement with the Group.

Please share the information found in this SPD with your Eligible Dependents.

How To Use This Dbcument

For your convenience, deyned terms are capital
of a deyned term, refer to the Section titled
Please take some time to read this document and become familiar with it. As you read this
document, you will ynd that many sections are
not have all the information you need by reading just one sectioenééeirage you to review the
beneyts and | imitations by reading the Beneyt
Descri pti ons 0 Ifgonlhvefa Guestidn abmut your sovevage or a Claim, please

contact BCBSNE Member Services Department.

About Your I.D. Card

BCBSNE wi | | i ssue you an identiycation card (

numeric combination. Present your I.D. to your health care provider when you receive Services.
With your BCBSNE I.D. card, Hospitals and Pityans can identify your coverage and will
usually submit Claims for you. If you want extra cards for covered family members or need to
replace a lost card, please contact BCBSNE Member Services Department, or you may access
through the websiteyww.nebrakablue.com

Schedule of Beneyts and Beneyts Summary

Your Schedule of Beneyts is a personalized do
of your Plan coverage option. It also shows the membership option that applies to you.

A Beneyt Sneladedar this SPB. It includes information concerning deductible and
costsharing amount s, beneyt .1l i mits, and other c

Exhibit A-1
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Your Rights And Responsibilities As A BCBSNEViember

You have the rightto:

T
)l
T
T
)l
1

1
1

be treated with respect and dignity;

privacy of your personal health information that BCBSNE maintains, following state and
federal laws;

receive information about the benefits, limitations and exclusions of your health plan,
including how to access the network of hospitals, physicians aed lo¢alth care

providers;

work with your doctor and other health care professionals about decisions regarding your
treatment;

discuss all of your treatment options, regardless of cost or beoeditage;

make a complaintor file an appealaboutyour health plan, any care you receiveor

any benefitdetermination your health plan makes;

make recommendations to BCBSNE about this rights and responsibilities policy; and
give Us suggestions about how BCBSNE can better serve you and other members.

You havethe responsibility to:

1
1

read and be familiar with your health plan coverage information and what your plan
covers andl o e avdy,or ask for help if you neeitt

understand how your choice of anriatwork or Outof-network Provider will

impact what yoypay out of your own pocket, if your plan has differentnietwork

and Outof-network benefits, or ask for helpyou need it;

give BCBSNEall theinformationneededo process/our claimsandprovideyou

with thebenefitsy oudr e enti tplae;d t o under your
give all your health care providers the information they need to appropriately treat
you; and

adviseWoodmenLifeof anychangeshataffectyouor yourfamily, suchasabirth,
marriage/divorcer change of address.

Exhibit A-1
34|Page

4811-33582725.13



THE PLAN AND HOW IT WORKS
About The Plan

This Group Medical Plan is a Preferred Provider Organization (PPO) health benefit plan. Claims
administration is provided by Blue Cross and Blue Shield of Nebraska (BCBSNE).

Preferred Provider (PPO) networks have been established by BCB&NIgh contracts with a

panel of Hospitals, Physicians and other health care providers who have agreed to furnish medical
Services to you and your family in a manner that will help manage health care costs. These
providers arenetwerk@Br ¢foerasedilProviders. o Th
network is identified on your I.D. card.

Blue Cross and Blue Shield Plans in other states (Host Blue) have also contracted with health care
providers in their geographiedaPeagsi dahs. ar e

Use of the network is voluntary, and selection of a health care provider is always your choice. If
you choose to use providers who do not participate in the BCBSNE or Host Blue network for non
emergency situations, you can expect to payentiban your applicable Deductible, Copayment
and/or Coinsurance amounts. After this health plan pays its required portion of the bdf; Out
network Providers may bill you for any amount not paid. This balance billing does not happen
when you use kmetwork or Preferred Providers because these providers have agreed to accept a
discounted payment for Services with no additional billing to you other than your applicable
Deductible, Copayment and/or Coinsurance amounisetwork Providers will also file @ims

for you.

For help in locating lmetwork Providers, managing your personal health care benefits, as well as
accessing various resources and tools, visit BCBSNE onlimenatnebraskablue.conYou may

also ct BCBSNE Member Services using the tbie number on your 1.D. card or refer to the
Important Telephone Numbers in the front of this exhibit. If you would like a printed provider list,
BCBSNE will furnish one without charge.

For help in locating ®referred Provider in another Blue Cross and/or Blue Shield Service Area,
including providers outside the U.S., you may call the specialre@lnumber of the Blue Cross
and Blue Shield BlueCard Program&@0-810-2583) for assistance.

Be Informed

Outofnet wor k Providersé6é charges may be higher t

pl an. You may <contact BCBSNE Member Services
amounts in Nebraska for speciyc promealweg, es. Y
including any Service or procedure code(s) or diagrossl at ed gr oup, and t

estimated charge
How The Network Works

Using Innetwork Providers

Exhibit A-1
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http://www.nebraskablue.com/

present I.D. card and pay Copayment (when applicable);

receive highest | evel of beneyt

provider yles Claims for you;

provider accepts insurance payment as payment in full (except Deductible, Copayment
and/or Coinsurance amounts); and

1 no balance billing.

)l
)l
)l
T

Using Outof-network Providers

1 you may be required to pay full cost at time of sexyic
T you may be rei mbursed at a | ower beneyt |
f you may have to yle Claims; and

T youdre responsible for amounts that exceed

Remember, if more than one Physician is involved in your care, it is important for you to check
the status oéach provider

Exception

If you receive initial, shorterm (48 hours or less) Inpatient or Outpatient care for an Emergency
Medical Condition at an Owdf-network Hospital or by an Owif-network Provider, benefits for
those Covered Services will be prded subject to the tnetwork costsharing amounts. Benefits

for Inpatient Covered Services will continue to be paid at theetwork level, as long as they are
for an Emergency Medical Condition.

To continue to receive the-lmetwork level of benefitsof Outpatient care after the initial care has
been provided, you must use amietwork Provider. In addition, any Covered Services provided
by an Outof-network Urgent Care Physician and/or other-Ofuhetwork professional Provider

will be paid at the Imetwork level when the corresponding facility charges are paid subject to the
In-network benefit level.

NOTE: You will still be responsible for amounts in excess of the Allowable Charge when you
receive Services from an QGof-network Provider

Out-Of-Area Services

BCBSNE has a variety of relationships with other Blue Cross and/or Blue Shield Licensees. These
relationshi p-Pl ane Ac a b h g é méPran AArangemértiseverkebadedon e r
rules and procedures issued by the BluesGso and Bl ue Shield Associ
Whenever you access health care services outside the geographic area BCBSNE serves, the claim
for those services may be processed through one of thes®lateArrangements.

p

C

When you access care outsidle BEREG6s service area, you will re
of providers. Mo st providers (fAparticipating
Bl ue Shield Licensee in that geogr-papdpatng ar e a
provi der so) donodt contract with the Host Bl ue.

providers.
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Inter-Plan Arrangements Eligibility Claim Typesd All claim types are eligible to be processed
through Inter Plan Arrangements, as described above, exoegdental care benefits (except when

paid as medical benefits), and any prescription drug programs or vision care benefits that may be
administered by a third party contracted by BCBSNE to provide the specific service or services

BlueCard® Program

Underthe BlueCard® Program, when you receive Covered Services within the geographic area
served by a Host Blue, BCBSNE will remain responsible for doing what we agreed to in our
agreement with the Group. However, the Host Blue is responsible for contractmgnat
generally handling all interactions with its participating providers.

When you receive Covered Services outside BCB
through the BlueCard Program, the amount you pay for Covered Services is calculatezhbased
the lower of:

1 The billed charges for your Covered Services, or
1 The negotiated price that the Host Blue makes available to BCBSNE.

Often, this fnegotiated priceo will consist o
the Host Blue pays tpour health care provider. Sometimes, it is an estimated price that takes into
account special arrangements with your health care provider or provider group that may include
types of settlements, incentive payments, and/or other credits or chargesor@tigast may be

an average price, based on a discount that results in expected average savings for similar types of
health care providers after taking into account the same types of transactions as with an estimated
price.

Estimated pricing and averageicing also take into account adjustments to correct for-aver
underestimation of past pricing of claims, as noted above. However, such adjustments will not
affect the price BCBSNE used for your claim because they will not be applied after a claim has
already been paid

Negotiated (nonBlueCard® Program) National Account Arrangements

With respect to one or more Host Blues, instead of using the BlueCard Program, BCBSNE may
process your claims for Covered Services through Negotiated Arrangements fonaNatio
Accounts.

The amount you pay for Covered Services under this arrangement will be calculated based on the
lower of either billed covered charges for Covered Services or the negotiated price (refer to the
description of negotiated price under BlueCard®ogram) made available to BCBSNE by the

Host Blue.

If referencebased benefits, which are servigecific benefit dollar limits for specific procedures,

based on a Host Blueds | ocal mar ket rates, ar

the amount that the health care provider bills above the specific reference benefit limit for the

given procedure. For a participating provider, that amount will be the difference between the
Exhibit A-1
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negotiated price and the reference benefit limit. For apaoticipating provider, that amount will

be the difference between the provideros bill
reference benefit | imit I's greater than eithe
will incur no liability, other than related patient cegtaring under the Plan.

Special Case$ Value-Based Programs

1 BlueCard Program: If you receive Covered Services under a &ased Program inside
a Host Bl uedbs service area, you Mroviddr not
Incentives, risksharing, and/or Care Coordinator Fees that are a part of such an
arrangement except when a Host Blue passes these fees to BCBSNE through average
pricing or fee schedule adjustments.

1 Negotiated (notBlueCard Program) Arrangement: BCBSNE has entered into a
Negotiated Arrangement with a Host Blue to provide Va@ased Programs to your Group
on your behalf, BCBSNE will follow the same procedures for \Vidased Programs
administration and Care Coordinator Fees noted above f@&ldke€ard Program.

Inter -Plan Programsi Federal/State Taxes/Surcharges/Fees

Federal or state laws or regulations may require a surcharge, tax or other fee that applies to insured
accounts. If applicable, BCBSNE will include any such surcharge, tax asfpart of the claim
charge passed on to you.

Non-Participating Healthcare Providers Outside Our Service Area

Subscriber Liability Calculation

When Covered Services are provided outside o
healthcare providers, ¢hamount you pay for such Services will normally be based on either the
Host Bl uebs nonparticipating healthcare provi
required by applicable state law. In these situations, you may be liable for the diffezemeerb

the amount that the nonparticipating provider bills and the payment BCBSNE will make for the
Covered Services as set forth in this paragraph. Federal or state law, as applicable, will govern
payments for oubdf-network emergency services.

If you need emergency care, BCBSNE will cover you at the highest level that federal regulations
allow. You will have to pay any Deductibles, Coinsurance, Copayments, charges for Noncovered
Services, and any excess charge over the amount payable under the Contract.

Exceptions

In certain situations, BCBSNE may use other payment bases, such as billed covered charges for
Covered Services, the payment BCBSNE would make if the healthcare Services had been obtained
within BCBSNEG6s service ar ea, meantt to determipecthel aanbuntn e g ot
BCBSNE will pay for Services provided by nonparticipating providers. In these situations, you
may be liable for the difference between the amount that the nonparticipating provider bills and
the payment BCBSNE will make ford@lCovered Services set forth in this paragraph

Exhibit A-1

38|Page
4811-33582725.13



Blue Cross Blue Shield Global® Core

| f you are outside the United States, (herein:
advantage of Blue Cross Blue Shield Global Core when accessing C&®ezxecks. Blue Cross

Blue Shield Global Core is unlike the BlueCard Program available in the BlueCard service area in
certain ways. For instance, although the Blue Cross Blue Shield Global Core assists you with
accessing a network of inpatient, outpatigmd professional providers, the network is not served

by Host Blue. As such, when you receive care from providers outside the BlueCard service area,
you will typically have to pay the providers and submit the claims yourself to obtain
reimbursement for tise services. If you need medical assistance services (including locating a
doctor or hospital) outside the BlueCard service area, you should call the Blue Cross Blue Shield
Global Core Service Center aBD0-810-BLUE (2583) or call collect at-804-673-1177, 24 hours

a day, seven days a week. An assistance coordinator, working with a medical professional, can
arrange a physician appointment or hospitalization, if necessary.

1 Inpatient Services: In most cases, if you contacBlbhe Cross Blue Shield Glob&lore
Service Center for assistance, hospitals will not require you to pay for covered inpatient
services, except for your ceshare amounts. In such cases, the hospital will submit your
claim to the Service Center to begin claims processing. Howeyew paid in full at the
time of service, you must submit a claim to receive reimbursement for Covered Services.
You must contact BCBSNE to obtain certification for ramergency inpatient services.

1 Outpatient Services: Physicians, urgent care centersthadoutpatient providers
located outside the BlueCard service area will typically require you to pay in full at the
time of service. You must submit a claim to obtain reimbursement for Covered Services.

1 Submitting aéBlue Cross Blue Shield Global CaB#aim: When you pay for Covered
Services outside the BlueCard service area, you must submit a claim to obtain
reimbursement. For institutional and professional claims, you should com@kte a
Cross Blue Shield Global Cootaim form and send the claitmor m wi t h t he pr o
itemized bill(s) to the Service Center (the address is on the form) to initiate claims
processing. Following the instructions on the claim form will help ensure timely
processing of your claim. The claim form is available from BGIE, the Service Center
or online at www.bbsglobalcog.com. If you need assistance with your claim
submission, you should call the Service Center@@@810-BLUE (2583) or call collect
at 1-804673-1177, 24 hours a day, seven days a week.

How The Plan Gomponents Work

Your Deductible, Copayment, Coinsurance (esiring) and Oubf-pocket Limit for Innetwork
and Outof-net wor k Providers are shown on the Beneyt
each of those components.

Allowable Charge

An amountBCBSNE uses to calculate the payment of Covered Services. This amount will be
based on either the Contracted Amount fen&twork Providers or the Owff-network Allowance
for Outof-network Providers.
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Coinsurance
This is the percentage you must pay@wmvered Services, after the Deductible is applied.

Copayment (Copay)

A fixed dollar amount payable by the Covered Person for a Covered Service. Multiple Copayments
may apply to one claim, depending on the Services submitted on the Claim.

Deductibles
Youar e responsible for your expenses until you
i's met, beneyts for the rest of that Beneyt Y

network and Oubf-network Deductibles cross accumulate. Ckargaid for prescription drugs
with a pharmaceutical discount or drug copay card do not accumulate to the Deductible.

Outof-pocket Limit

This Limit is the maximum amount of cattaring each Covered Person or Membership Unit
must pay in a Benet Y e-aatwork &nd Oubf-network Outof-pocket Limits cross
accumulate.

Certain kinds of charges do not count toward your@ygocket Limit. For example:

1 charges in excess of the Allowable Charge;

1 charges for Noncovered Services;

1 penaltyamountsfo f ai l ure to comply with Certiycat.i

1 penalty amounts under the Prescription Drug Program;

1 costsharing amounts for prescription drugs paid by the Covered Person with a
pharmaceutical discount or copay card.

* If you have a family or multiple party membership, your plan may have either an Aggregate or

an Embedded Deductible and/oréftp oc k et Li mit. The Beneyt Summ
your plan has an Aggregate or IlatenntiisnsPBfaid e d a mc
description of these terms.

Utilization Review

Beneyts are available for Medi cally Necessar
provided by all health care providers are subject to utilization review by BCBSNE. Services wil

not automatically be considered Medically Necessary because they have been ordered or provided

by a Physician. BCBSNE will determine whether Services provided are Medically Necessary or
Scientiycally Validated unda&eavdldble. t erms of th

Certiycation Requirements

Prior Certiycation is required for al | l npat.
procedures, and specialized Services and supplieetivork Hospitals will notify BCBSNE of
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an Inpatientadmission. However, when you are admitted as an Inpatient to aof-@etwork

Hospital, or to a Hospital outside the state of Nebraska, it is your responsibility to see that
BCBSNE is notiyed of your admissi octionofflesr mor e
SPD titled ACertiycation Requirements. o0

Expansion of Beneyts

The scope of benefits may be expanded on a concurrent/prospective basis as determined by
BCBSNE, to include payment for specific Services which would not ordinarily be included as
Covered Services. It must appear that the use of such Services will: 1) equal or reduce costs; 2)
improve the quality of medical care; and 3) be medically more appropriate than an alternate
Covered Service. BCBSNE will advise the Covered Person and thiglgman writing to what

extent payment will be allowed for such Services. Any such expansion of the scope of benefits
does not constitute an amendment to the Plan, or provide a continuing right to receive such
Services

Continuity of Care

In the event a GQvered Person is receiving an active course of treatment for certain types of care
fromaninnet wor k Provider on the date that BCBSNES®G
is terminated, the provider will continue to render Covered Services to tleredoPerson, and

the contracting agreement shall continue to apply to those Covered Services after the termination
takes effect, for a defined period of time. The types of care that qualify and the length of time that

the contracting agreement shall cant to apply are stated in the BCBSNE Provider Policies and
Procedures Manual. The terms of the Provider Policies and Procedures Manual may be updated

by BCBSNE from time to time
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CERTIFICATION REQUIR EMENTS
Certiycation Process

Certification proceduresre intended to determine if health care services or supplies are
appropriate under the terms of the Plan.

BCBSNE requires that all Hospital stays, certain surgical procedures, and specialized Services and
supplies be Certified prior to receipt of suchvsmas or supplies. It is your responsibility to see
that Certification occurs; however, a Hospital or Provider may initiate the Certification.

Under all circumstances, the Covered Person and his or her provider bear the ultimate
responsibility for the medal decisions regarding treatment. BCBSNE is not responsible for
treatment or diagnosis of a Covered Person, regardless of any case certification, review or
management.

When BCBSNE receives a request for Certification, the appropriateness of the seittimglanel
of medical care as well as the timing and duration of the admission is assessed by BCBSNE (or by
persons designated by BCBSNE).

To initiate the Certification process, BCBSNE must be contacted by you, your family member, the
Physician, the Hostal or someone acting on behalf of you or your family member. Notification

of the intended receipt of Services may be made by telephone or in writing. We may require that
the Certification include written documentation from the attending Physician, dentixher
medical provider demonstrating the Medical Necessity of the procedure or Service and the location
where the Service will be provided.

In the case of an ongoing Inpatient admission, the care should continue to be Certified in order to
assure thait is being provided in the most appropriate setting.

Please remember that Certification does not guarantee payment. All other Group Medical Plan
provisions apply. For example: Copayments, Deductibles, Coinsurance, eligibility and exclusions.

BeneytgsiRgqiertiycation

The foll owing Services, supplies or drugs mus

=

Durable Medical Equipment (DME)subsequent purchases of DME or DME identified on

the Certification/Preauthorization list;

Hospice Care;

Inpatient Hospital admissions;

InpatientPhysical Rehabilitation;

Long Term Acute Care,

organ and tissue transplants;

prescription drugs (certain drugs as deyne
Skilled Nursing Care in the home;

Skilled nursing facility care;
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1 Services subject to surgical, radiology or other preaighion programs, as defined by
BCBSNE

A list of Services subject to Certification or preauthorization may be obtained at
www.nebraskablue.con€Certification and preauthorization requirements are subjecartgeh

Certiycation Exceptions

Maternity

Federal law provides for a length of stay of up to 48 hours following a normal vaginal delivery
and 96 hours following a cesarean section unless otherwise agreed to by the Covered Person and
her Physician. Certificain is not required for an initial maternity admission. However,
Certification is required if the hospitalization extends beyond these.times

Emergencies

BCBSNE must be notified of an admission for an Emergency Medical Condition within 24 hours

of the admssion or the next business day. If Certification is not received, the@4period prior

to the time of admission and the-Bdur period after such admission will be reviewed to determine

if the Covered Personds c¢ on dihisarleenabiftyntaprovidee at me
notice

NOTE: Admission through the emergency room does not necessarily constitute an emergency
admission.

Ef fect On Beneyts

Failure to comply with the Certification requirements may result in a penalty or denial of benefits
and unanticipated costs associated with the incurred expenses.

Certain surgical, radiology or other preauthorization programs may require that benefit approval
be obtained prior to the Service being provided, with failure to do so resulting in a d&eiaébfs
for the Service.

If Services are not properly Certified and benefits are reduced or denied, you are responsible for
paying any amount due. However if the Hospital, Inpatient facility or Physician isrstvirork
Provider with BCBSNE, they arealle for their Services which are determined by BCBSNE to

be not Medically Necessary (or for denial due to failure to Certify/preauthorize if required), unless
you have agreed in writing to be responsible for such Services, or the provider has documented i
the medical record that you were notified of the Certification determination. Any reductions in
benefits are not considered when computing your Deductible or yotofQuacket Limit

Benefits are not payable for Services determined to be not Medwsatlssary.
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BENEFIT DESCRIPTIONS

This section provides a general overview dfovered ServicesBeneyt s are payabl
to costsharing and all terms, conditions, exclusions and limitations of the PlanThere may

be items listed below that are noincluded in your actual benefits. Your Schedule of Benefits
Summary shows your actual benefits.

What 6s Covered

The following list includes examples of the Services that are covered when Medically Necessary
care is provided by an Approved Provider. Adhial information on many of these Services
is found on the pages following this list:

Advanced Diagnostic Imaging;

allergy testing, serum and injections;

ambulance Services (see Additional Information in this section);

anesthesia (see Additionalfbrmation in this section);

assistant surgeon Services for surgical procedures specifically identified by BCBSNE;

autism spectrum disorders or pervasive developmental conditions, developmental delays

or sensory integration disorders;

1 blood, blood plasmdilood derivatives or blood fractionates, including administration and
processing, unless donated and for which there is not a charge;

1 breast prostheses, custom prostheses are limited to one per side every two years, and fiber

or foamfilled prostheses arkmited to one per side every six months (two standard or

prefabricated per year);

cardiac rehabilitation when in an accredited program and approved by BCBSNE;

chemotherapy, (except as excluded or limited in relation to certain transplant procedures);

chiropractic care (subject to scope of practice regulations);

circumcision;

clinical trials, for approved individuals, as described in the Ai@éluding routine patient

costs in connection with the clinical trial, consistent with Plan benefits

1 cochlear imphnts, which includes the pmaplant evaluation, implant system, surgery and

postsurgical fitting;

colorectal cancer screening and related Services;

contraceptive supplies and Services (unless otherwise covered under the Rx Nebraska

Prescription Drug Pragm and/or not covered under the medical plan);

dialysis;

diabetic education including setianagement training and patient management;

Durable Medical Equipment (DME) rental or initial purchase (whichever costs less), when

prescribed by a Physician andtelenined by BCBSNE to be Medically Necessary (see

Additional Information in this section);

Emergency Care;

eyeglasses or contact lenses when ordered by a Physician because of a change in

prescription as a direct result of a covered intraocular surgergutaranjury (must be

within 12 months of the surgery or injury);

= =4 =4 -4 -8 -9
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1 home health aide Services when ordered by a Physician and part of a treatment plan
developed by the home health agency and approved by BCBSNE (see Additional
Information in this section);

1 home infusion therapy;

1 Hospice Services when Certified by BCBSNE (see Additional Information in this section);

1 Hospital Services such as nursing care, drugs, medicines, theragags,(xadiology) and
laboratory (pathology) tests;

I immunizations;

1 Inpatient Physician care;

1 Inpatient Physical Rehabilitation (see Additional Information in this section);

1 inserts/arch supports (custom ankle/foot shoe inserts and arch supports);

1 insulin pumps and other equipment for treatment of diabetes (unless otheowvesred
under the Prescription Drug Program);

1 mammography;

1 manipulative treatment or adjustments;

1 mastectomy bras (limited to four per year);

1 maternity care (see Additional Information in this section);

1 Mental lliness care on an Inpatient, Outpatierd Bmergency Care basis (see Additional
Information in this section);

1 newborn care (see Additional Information in this section);

1 nursing Services in the home which require the skill, proficiency and training of a
registered nurse (RN) or a licensed pratticase (LPN) (see Additional Information in
this section);

1 occupational therapy;

9 oral surgery, dental treatment and TMJ Services (see Additional Information in this
section);

9 orthotics for preventing complications associated with diabetes;

1 osteopathic ca,

1 ostomy supplies;

1 Outpatient (ambulatory) surgery;

1 Outpatient xray, radiology, laboratory and pathology charges;

1 oxygen;

1 pacemakers;

1 pap smears;

1 physical therapy;

1 Physician visits;

1 podiatric appliances necessary for the prevention of complicationsiassoavith
diabetes;

1 Preventive care (see Preventive Care included in this section for additional information);

1 prosthetic devices;

1 pulmonary rehabilitation when in an accredited program and approved by BCBSNE;

1 radiation therapy, (except as excluded lionited in relation to certain transplant

procedures);
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1 renal dialysis, including charges for covered home dialysis equipment and covered
disposable supplies, and dialysis training or counseling;

respiratory care;

room and board, including cardiac care aridnsive care room for an Inpatient stay;

skilled nursing facility care;

sleep studies;

speech therapy;

Substance Dependence and Abuse treatment;

surgical care (the Allowable Charge includes preoperative and postoperative care, and may
include reductiongor procedures involving multiple Physicians or multiple or bilateral
surgical procedures);

surgical dressings;

Telehealth Services;

transplants (see Additional Information in this section); and

Urgent Care Facility Services.

E R
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ADDITIONAL INFORMATION ON COV ERED SERVICES

This section provides general information with regard to Covered Services. If your benefits
differ from what is described in this section, those differences will be described on your
Schedule of Benefits Summary and/or at the end of thisection, or the amendment at the
back of this SPD.

Ambulance Services
Beneyts are available for ambulance Services

1 transportation to the nearest facility for appropriate care for an Emergency Medical
Condition;

1 transportabn from a facility where emergent care was obtained or from an Inpatient acute
care facility to the nearest facility where appropriate care can be provided, whether it is a
lesser or greater level of specific care. Benefits are also available for ttargbe
Covered Person who is bedridden, to a facility for treatment or to his or her place of
residencesubject to preauthorization and Medical Necessity;

1 transporting a respiratatependent person; and

9 transportation to and from the nearest appropfaaiéity for testing and/or procedures that
are not available at the present facility.

Beneyts are not available if solely for the
less intensive level of transportation is more appropriate.

Anesthesa Services

Benefits are payable for anesthesia Services by a Physician or Certified nurse anesthetist. The
amount payable for the anesthesia will include the usual preoperative and postoperative visits and
the necessary management of the patient, duridgfier the administration. Payment will not be
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made for supervision of the administration. Benefits are not available for local infiltration or the
administration of anesthesia by the attending or assisting surgeon (except spinal, saddle or caudal
blocksfor Pregnancy, or general anesthesia for covered oral surgery and dental procedures)

Durable Medical Equipment (DME)

Beneyts are available for rental or initial p
prescribed by a mtalyysDME shallmot exBeedthe gost®f pdrahase unless
otherwise approved by BCBSNE.

Beneyts wildl be avail able for subsequent purc

T there is a signiycant change in the Covere

91 the Covered Person grows;

1 the iten cannot be repaired and/or the cost of repairs exceeds the expense of purchasing a
second piece of equipment;

T the item is yve or more years old (equipm
BCBSNE);

1 or as otherwise determined by BCBSNE to be reaseraiil necessary.

In addition, reimbursement will only be made to a DME or medical supply company for Medically
Necessary repair, adjustment and maintenance of purchased DME, as determined appropriate by
BCBSNE. Beneyts are not n@donpuicteaset feom,fooused @M wh i
conyned to a Hospital, skilled nursing facild@
Licensed residential facility if such equipment is usually supplied by the facility.

NOTE: Oxygen and equipment fdas iadministration, respiratory therapy, ventilation equipment,
apnea monitors and continuous positive airway pressure devices (CPAP) may be subject to review
of rental versus purchase by BCBSNE.

Home Health Care

Beneyts are avail abilni tssu bouetclti nteod tihne tbheen eByetn ey
Necessary home health aide, respiratory care, and Skilled Nursing Care provided in the home to a
Covered Person.

Home Health Aide

Beneyts are available for Physiidediratime hame tdyar ed h
licensed or Medicar€ er t i yed home health agency. Covere
Services such as:

9 bathing;
1 feeding; and
1 household cleaning duties.
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Beneyts are only available for howactveam!| t h a
speciyc medical, surgical or psychiatric trea
of a registered nurse.

Respiratory Care

Respiratory care Services must be ordered by a Physician, be performed in the home, and must
relatetoact i ve and speciyc medical or surgical tr oo
nurse or respiratory therapist. These Services include, but are not limited to: airway maintenance,
chest physiotherapy, delivery of medications, oxygen therapginahg laboratory samples and
pulmonary function testing. Services must be provided by a Licensed or MeGiearet i yed hom
health agency.

Skilled Nursing Care

Nursing care must be Physician ordered and the patient must need care which requires the skill,
proyciency and training of a registered nurse
Nursing Care must be Certiyed.

Beneyts will not be provided for:

f nursing care in excess of any beneyt | i mit
1 nursing care which is primarily for the convenieocé t he pati ent or t he
1 time spent bathing, feeding, transporting, exercising or moving the patient, giving oral
medication or acting as a companion, sitter, or homemaker;
1 care provided by a nurse who is an immediate relative by bloodiageior adoption, or
a member of the Covered Personé6és househol d
9 care provided in a Hospital, a skilled nursing facility, intermediate care facility, or-a sub
acute care or rehabilitation facility.

Hospice Services

Hospice is a program of care provid®r a person diagnosed as terminally ill and his/her family.

The Covered Person must have a life expectancy of six months or less and Services must be
ordered by a Physician, and be appropriate for palliative support or management of a terminal
ilnessHospi ce Services must be Certiyed.

Beneyts are available for the foll ecweirntgi y@eav e
Hospice:

1 Hospice nursing Services provided in the home;

1 Inpatient Hospice care;

1 respite care, which is shedrm Inpatient care nessary in order to give temporary relief
to the person who regularly assists with the care at home. Respite care may be provided in
the Hospiceds designated I npatient uni t t
Services to the Covered Person, whiciyrbe a Skilled Nursing Facility or a Hospital;
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1 medical social Services, provided by a medical social worker employed by the Hospice,
which are directly related to the Covered

1 crisis care, which is extended Skilled Nursing Cfareup to 24 hours per day in lieu of a
Medically Necessary Inpatient hospitalization; and

1 bereavement counseling for a covered family member of the deceased Covered Person who
was the recipient of Hospice Services. The counseling Services must be proNided
six month of the death.

Hospital And Facility Services

Inpatient and Long Term Acute Care

Beneyts are available for Inpatient Covered S
diagnostic Services, drugs, medicines and other ancillarycgsrprovided by the Hospital.

If an intensive care, cardiac care or similar type room is used duringhau24eriod, only one

room charge will be payable, and beneyts wild/l
that period.
NOTE: | farelleniedefor Hospital room and board, all other Inpatient Services are denied.

Skilled Nursing Facility Care

Beneyts are available subject to Medically Ne:¢
Summary. After the exhaustion of the sthtemit, all Services provided in the skilled nursing

facility will be denied. The care must be provided in a Licensed or Medicare t i yed s ki |
nursing facility or in a part of Hospital with designated skilled nursing or swing beds, licensed to
provide room, board, 2Aouraday Skilled Nursing Care and other related -Qustodial

Services. The care must be ordered by a Physician and the patient must be receiving Skilled
Nursing CareSkilled nursing facility care must be Certified

Skilled nursing faitity care does not include:

supportive Services for a stabilized condition;

care which can be | earned and given by wunl
routine health care Services;

general maintenance or supervision of routine daily activitias; an

routine administration of oral or prescription drugs.

= =4 -8 A8 A

Inpatient Physical Rehabilitation

Beneyts are available for Covered Hospital a
provided as part of a Physical Rehabilitation admission. In addition, €b&arvices will include
the following when part of the rehabilitation admission:

1 recreational therapy;
1 social service counseling;
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T prosthetic devices and ytting; and
1 psychological testing.

The facility must be accredited for Comprehensive Inpatient Retadbih by the Commission on
the Accreditation of Rehabilitation Facilities (CARF), or the Joint Commission on Accreditation
of Healthcare Organizations (JCAHO), or appro

Outpatient Hospital Or Facility Services

Beneyts are available for Covered Outpatient
Surgical Facility, Urgent Care Facility or other Outpatient facility. An observation stay is
consideredan Outpatient Service.

Hospital emergency rooms areveeyx pensi ve because they are spec
to handle accidents, injuries and other emergencies. Using them for preventive care (or as a
substitute for the family physician) can cost you time and money.

Emergency Room Care

When you receiveare in the emergency room, benefits will be provided subject to the applicable
Deductible, Copayment and/or Coinsurance shown on the Benefit Summary. If you receive care
at an Oufof-network Hospital emergency room or by an ©finhetwork Provider, beni$ for
Covered Services may be provided at th@étwork benefit level. You will still be responsible

for amounts in excess of the Allowable Charge when you receive Services fromarrn@twork
Provider

If Emergency Care results in a Covered Persangadmitted to the Hospital, BCBSNE must be
notiyed of the admission in accordance with
(Pl ease refer to ACertiycation Requirements. o

Cardiac and Pulmonary Rehabilitation Servicé&3utpatient

Cardiac or BImonary Rehabilitation is defined as the use of various modalities of treatment to
improve cardiac or pulmonary function as well as tissue perfusion and oxygenation through which
selected patients are restored to and maintained at eitheillagse le\el of activity or a new and
appropriate level of adjustment

1 Covered Outpatient Cardiac or Pulmonary Rehabilitation. The following Services are also
covered when provided as part of an Outpatient rehabilitation program:
o initial rehabilitation evaluation;
0 exercise sessions;
0 concurrent monitoring during the exercise session for high risk patients; and
o Physician Services which are other wise

1 Pulmonary Rehabilitation CritericBenefits are available for Services provided prior to
ard following a lung transplant, hedting transplant, lung volume reduction surgery and
for severe chronic lung disease patients, as reviewed and determined by BCBSNE.
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Pulmonary rehabilitation Services must be under the continuing supervision of a
Physician and in a Hospital environment. Pulmonary rehabilitation requires Certification

Benefits for Covered Services are subject to any limits indicated on your Benefit Summary
Maternity And Newborn Care

Maternity Care

Maternity beneyt eraeveredspoustiod nzap dorgacttthe WgodmenLife
Beneyts Department for veriycation of eligibi

Benefits for covered Hospital, surgical and medical care related to Pregnancy includes all related
Services for prenatal care, ginatal care, delivery, and complications of Pregnancy or
interruptions of Pregnancy. Charges for-pegal, posinatal and delivery Services are payable as

a total (global) charge, per American Medical Association Current Procedural Terminology (CPT)
terms, codes and related guidance. Charges for additional Services outside the total (global)
maternity charge, such as radiology, pathology and other diagnostic Services are payable as for
any other Service

Beneyts are al so av a vided lylare withio the stdpes df grdctice of @ | ca
certiyed nurse midwife.

Postpartum depression, psychosis or any other Mental lliness are not considered complications of
Pregnancy. Beneyts for these conditionad are |
lllness Services.

Newborn Care

Beneyts are available at birth for Covered S
Services include:

room and board, including any ancillary Services;

screening tests, including the initial newborn hearing exam;

Physician Services for a newborn well infant while hospitalized, including circumcision;
newborn screening Services for an infant born at home; and

Medi cally Necessary deynitive medical or s
and treatment of edically diagnosed Congenital Abnormalities.
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Beneyts for Covered Services wshdrihgamantssunlbss e ct t
otherwise stated. For information on adding a newborn to your coverage, refer to the section titled
AEIlI i gi Bhdi Enrol |l ment . 0o

Statement Oof Ri ghts Under The Newbornsodé And M

Under federal law, benefits may not be restricted for any Hospital stay in connection with
childbirth for the mother or newborn child to less than 48 hours folgpva normal vaginal
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delivery, or less than 96 hours following a cesarean section. However, benefits may be paid for a
shorter stay i f the motherdéds or newbornds at:
discharges the mother or newborn eatrlier.

Also, under federal law, an insurer may not set the level of benefits-of-potket costs so that

any later portion of the 48 hour (or 96 hour) stay is treated in a manner less favorable than any
earlier portion of the stay. In addition, an insurer nmot require the provider to obtain
authorization from the insurer for prescribing a length of stay of up to 48 hours (or 96 hours).

Ment al Il l ness, Substance Dependence And Abus

Beneyts ar e payabl e f or ce€ ancledng chentalkheadttp i t a |
Services, psychological, or alcoholism and drug counseling Services by and within the scope of
practice of:

T a qualiyed Physician or Licensed Psychol og
1 a Licensed Special Psychologist, Licenseental health practitiongticensedclinical
social worker, Licensed professional counsatearriage and family therapjsir
f auxiliary providers who are supervised, ant
Psychologist or as otherwise permitted by state law.

Alllicensi ng or <certiycation shall be by the appr
and consultation requirements also shall be provided by state law.

Beneyt s twtheapgicablg Deductible, Copaymant/or Coinsurance amount indicated
on the Beneyt summary.

Inpatient Care

Beneyts for I npatient admissions must be Cert

A person shall be considered to be receiving Inpatient treatment if he or she is confined to a
Hospital or a SubstancBependence and Abuse Treatment Center that provides medical
management including 2dour nursing care. Services provided by a facility that does not meet
this criteria are considered part of a Residential Treatment Program

Facilities must be Licensed blge Department of Health and Human Services, Regulation and
Licensure (or equivalent state agency), or accredited by the Joint Commission on Accreditation of
Rehabilitation Facilities (CARF) or Joint Commission on Accreditation of Healthcare
OrganizationsJCAHO).

Residential Treatment Services

Beneyts are available for Covered Services an
Treatment Program, for treatment of Mental lliness and Substance Dependence and Abuse.

The Residential Treatment Program d / or f aci |l ity must be Licens
provide such Services by the appropriate state agency, or accredited by CARF or JCAHO.
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Beneyts are available s
tothe EXCLLBI ONS stated in t

b

ubj e
hi s

ct
document, beneyts

1 Services that are not Medically Necessary, including:
o treatment not necessarily directed toward alleviation or prevention of an acute
condition, and
0 expected to be of long duration without argasonably predictable date of
termination;
1 education, socialization, delinquency or Custodial Care;
i stress reduction classes and pastoral counseling;
1 foster homes, halfway houses, group homes and treatment group homes;
T I'npati ent ¢ onyn eihckange orfSimilar treatmerit;r on ment a
1 support therapies, including personal counseling, cruises, wilderness programs, adventure
therapy, residential therapeutic canpnd bright light therapy
Outpatient Care
Beneyts are avail abl e nfaldlinessnod SphestanceeDegendénceeandt me n
Abuse.
A person who is not admitted for Inpatient care, but is receiving treatment in the Outpatient
department of a Hospital, in an observation room, in an Ambulatory Surgical Facility, Urgent Care
Facility,aPhg i ci an6s office, or home shall .be consi
Outpatient Covered Services include:

l

= =4 =4 =4

= =4

1
1

psychological therapy and/or substance dependence and abuse counseling/rehabilitation
provided by an Approved Provider;

of yce vi sigittconsultation,loi emergency room visit;

an evaluation and assessment;

medication checks;

an Outpatient day, or partial hospitalization program for Mental lliness or a Substance
Dependence and Abuse treatment program, that offeischlkive Services for each
Outpatient treatment day;

biofeedback training for treatment of Mental lliness;

ambulance Services provided for the treatment of Mental lliness and Substance
Dependence and Abuse;

laboratory and diagnostic Services; and

psychiatric/psychiogical testing.

Day treatment, partial care, and Outpatient programs must be provided in a Hospital or facility

which i
accred

s Licensed by the Department of Health and Human Services Regulation and Licensure or
ited by the Commission on the AccreditatibRehabilitation Facilities (CARF).

Emergency Care
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Beneyts are also avail abl e, Cas Déducébtet Cogagmerda ny a |
and/ or Coinsurance indicated in the Beneyt St
Hospital emergency roo setting for the treatment of Mental lliness and Substance Dependence

and Abuse.

Oral Surgery And Dentistry
Limited beneyts are available for oral surger

Covered Oral Surgery And Dentistry Services

The Plan provi des etessargGovesed Sewices fbrehd followairigl vy N

1 incision and drainage of abscesses, and other sorgical treatment of infections
(excluding periodontic or endodontic treatment of infections);

1 excision of exostoses, tumors and cysts, whether or not rétatkd temporomandibular

joint of the jaw (TMJ);

Services for the treatment of TMJ or craniomandibular disorder;

bone grafts to the jaw, including preparation of the mouth for dentures;

reduction of a complete dislocation or fracture of the TMJ requiredda®ct result of an

accident . Beneyts are | imited to treatment

1 Services, supplies or appliances for dental treatment of natural healthy teeth required as the
direct result of an a ateditdCGoveted $ervicea pravided . Bei
within 12 months of the date of the Injury;

1 Osteotomy performed for a gross congenital abnormality of the jaw which cannot be treated
solely by orthodontic treatment or appliances;

1 Dental implants when related to traumatfim one year of injury if osseous growth pattern
has been completed, otherwise coverage will be extended for one year following
completion of osseous growth pattern providing that coverage is still in effect at the time
of treatment), cancer and othentor, benign cysts, and for persons from puberty through
age 23 with two or more adjacent congenitally missing teeth.

1 Hospitalization and general anesthesia in order for the Covered Person to safely receive
dental care, including Covered Persons who areewungight years of age or
developmentally disabled.

= =4 =

Please note, damage to teeth that occurs as a result of eating, chewing or biting is not considered
an fiaccident. 0 Beneyts are not available for

Dental Related Facility Charges

Beneyts are also available for the following
Necessary when related to Covered Services for oral surgery and dentistry or when the
Services are essential to safeguard the health of the patibend has a -demqgaé ci yc
physical and/or organic impairment:

1 Hospital Inpatient Services;
1 Hospital Outpatient Services; and
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1 Ambulatory facility Services.
Exclusions
Beneyts are not avail abl e underthetfolowisg: sect i on
f care in connection with the treatment, y Il
teet h, including orthodontics or i mplants,
1 root canal therapy or care;
1 preparation of the mouth fordentures e x cept as speciycally ide
T treat ment of the dent al occlusion by any n
identiyed as covered,;
1 all other procedures involving the teeth or structures directly related to or supporting the
teeth,including the gums and the alveolar processes;
9 treatment of sleep disorders by a dentist, including sleep apnea, except for the fabrication
of an orthotic for treatment of a sleep disorder; and
1 evaluation and treatment of impacted teeth.

Organ And Tissue Transplants

Beneyts are available to a Covered Person who
Covered Services relating to or resulting from a transplant of these body organs or tissues:

=4 =2 42-0_9_9_9_95_42_2_-29_-2_2°_-2°_-2°._-2-

Al

liver;

heart;

single and double lung;

lobar lung;

heartlung,

heart valve (heterograft);

kidney;

kidney-pancreas;

pancreas;

bone graft;

cornea;

parathyroid;

small intestine;

small intestine and liver;

small intestine and multiple viscera; or
bone marrow transplants, including autologous and allogeneiccsi transplants.

transplant Services must be Certiyed by B

medical policies.

Donation of Organs and Tissue
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Benefits are available for Services arising from an organ donation from either a liveloringn

donor, including acquisition costs, when the recipient is a Covered Person. Benefits are included
as part of the recipientds coverage, and are
coverage under the Plan. Benefits for donation include 1@dv&ervices for treatment of
complications resulting from the organ/tissue donation. Covered Services include

1 Hospital, medical, surgical or other Covered Services;

1 Services provided for the evaluation of organs or tissue;

1 Services provided for the rewal of organs or tissue from nonliving donors; and

1 Services provided for the transportation and storage of donated human organs or tissues.

Exclusions and Limitations

Beneyts will not be provided for:

T donor charges ot her thandehoéd®Pomatinomyedtd
Ti ssue; o

1 purchase of organs or tissue, that are sold rather than donated to the recipient; or

i transplantation of any nonhuman organ or tissue, or the implantation of an
artificial/mechanical organ into a human recipient. Tdhogs not apply to pacemakers,
LVADs, or other devices specifically approved by BCBSNE

Physician Services

Benefits for the following Services provided
shall be paid subject to the cataring amounts indated in the Benefit Summary

If a Copayment applies, and Services are received from more than one Physician on the same day,
a separate Copayment will be assessed for each Physician. However, only one Physician office
Copayment will be applied per Physiniper day regardless of the diagnosis. If additional Services
billed by the Physician on the same day are subject to a separate Copayment, more than one
Copayment could be applied per day

1 Physician Office Visit The Office Visit benefit includes the foWing Services
performed in the Physician office:

o office visit, including the initial visit to diagnose Pregnancy;

0 consultation;

o psychological therapy and/or Substance Dependence and Abuse
counseling/rehabilitation for the treatment of Mental lliness &ubstance
Dependence and Abuse; and

0 medication checks.

1 Physician Office Services The Office Services benefit includes the following Services
when performed in a Physician office

o diagnostic xray, laboratory and pathology Services performed in the Rhysin 6 s
office, including diagnostic pap smears and mammograms;
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supplies used to treat the patient during the office visit;

covered drugs administered to the patient during the office visit;
hearing examination due to lliness or Injury;

vision examinationsuk to lliness or Injury; and

allergy testing.

1 Non-Covered Under an Office Copayment BenefitAlthough these Services may be

c

covered under other provisions of this PI
Visito or APhysi ci étoab@e tdesnetaplgtovi ceso ref e

o Preventive Services;

0 Services for Pregnancy, except the initial visit to diagnose Pregnancy;

0 surgical procedures and anesthesia;

0 injections;

0 immunizations;

0 sublingual allergy therapy;

o0 sleep studies;

o chemotherapy infusion arahemotherapy drugs;

o radiation therapy;

0 Advanced Diagnostic Imaging (MRI, MRA, CT and PET scan);

o infusion therapy;

o Durable Medical Equipment;

0 manipulations and adjustments (chiropractic and osteopathic);

o physical, occupational or speech therapy, chiropgractr osteopathic

physiotherapy;

0 biofeedback;

o psychological evaluations, assessments and testing; and

o Outpatient Services received at a pl ace
NOTE: I f a Copayment i s appl i cftcb Vistastdescribedf f i c e
above is included in the Copayment
Telehealth Services
Physiciands Services include telehealth Servi
and treatment of a Covered Personds mnbasdd cal c

video or telephonic visits, calls or consultations between ae@dvPerson and Licensed
Physician or other professional provider qualified to provide such Services

An Approved Provider for telehealth Services is a Licensed Physician or ottfesgional
provider that has aritten agreement with BCBSNE or itsirth party vendor, as a designated

telehedth Services network providerhe delivery and scope of telehealth Services are subject to
applicable state and federal laws and regulations.

TelehealthServices are not applicable to or available for:
1 reportinglab or other test resujts
1 office appointment requests

4811-33582725.13
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communication primarily educational in nature;

billing, insurance or payment questions;

Certification procedures;

Physician to Physician consultations;

calls or consults by telemedicine, telepk or other electronic meansawother health
careprovidedur i ng a Covered Personés visit in a
T Services, treatment or conditions outside the scope okti#dor Covered Services

payable via a telehealth delivery of care method

=A =4 -4 -8 -4

Telehealth Services are subject to the @b&tring amounts shown on the Benefit Summary.

NOTE: If a Covered Person receives telehealth Services which may be covered under more than
one health plan or contract, and identifies to the telehealth Servaadeprat the time of service

that this Plan is to be used for coverage, this Plan will provide benefits as the primary coverage.
When another health plan or contract is used or identified at the time of service, this Plan will
become the secondary covgegoursuant to Coordination of Benefits. The Covered Person must
submit a claim form and itemized statement a
BCBSNE reflecting the charges and eskaring amount paid pursuant to the other plan for benefit
consideration under this Plan as the secondary coverage.

Preventive Services
Beneyts are payable for Preventive Services r

1 evidencebased items or Services that have in effect a rating of A or B in the current
recommendations of the United States Preventive Services Task force;

1 with respect to infants, children and adolescents, evideoened preventive care and
screenings provided for in comprehensive guidelines supported by the Health Resources
and Services Admistration;

1 with respect to women, evidengdormed preventive care and screenings provided for in
comprehensive guidelines supported by the Health Resources and Services Administration;
and

1 immunizations for routine use in children, adolescents, athdts that have in effect a
recommendation from the Advisory Committee on Immunization Practices of the Centers
for Disease Control and Prevention

Beneyts for the above Preventive Services wil

The ACAcrequired Peventive Services may include age, gender and frequency limits. A list of
these Preventive Services may be obtained by contacting the BCBSNE Member Services
Department.

Beneyts are also available as shown ewhich he Bel
include:

1T laboratory Services speciyed by BCBSNE, i
(CBC);
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1 hearing screening and examinations; and
1 prostate cancer screenings (PSA).

Ot her covered Preventive Services may be indi

Preventive Services do not generally include Services intended to trexiséing lliness or
condition.

Therapy and Manipulations

The following Outpatient and/or home therapies and manipulative treatments or adjustments are
covered subject to the applida Deductible, Copayment and/or Coinsurance amounts and benefit
maximums shown on the Benefit Summary (Services must be ordered by a Physician)

1 physical therapy by a Licensed physical therapist or Licensed physical therapist assistant
who is an Approve®rovider;

1 occupational therapy by a Licensed occupational therapist or Licensed occupational
therapist assistant under the supervision and billing of a Licensed occupational therapist;

1 speech therapy provided by a Licensed spdmufjuage pathologist oegistered speeeh

language pathology assistant practicing under the supervision of a Licensed- speech

language pathologist;

chiropractic or osteopathic physiotherapy; and

chiropractic or osteopathic manipulative treatments or adjustments by an Approved

Provider.

= =

Therapy Services described above include habilitative Services, which are Services designed to
help a person keep, learn or improve skills and functions of daily living.

NOTE: A benefit maximum may apply to all of the above therapy and manipulativicese or

any combination of these services. Refer to the Benefit Summary for any applicable benefit
maximums. Treatment limits stated for physical therapy, occupational therapy, and speech therapy
are not applicable to treatment for Mental lliness orsfarice Dependence and Abuse.

A session is defined as one visit. Ongoing preventive/maintenance therapy sessions (excluding
habilitative Services) are not covered once the maximum therapeutic benefit has been achieved for
a given condition and continugtierapy no longer results in some functional or restorative
improvement.

Womenods Heal th Act

The Womenés Health and Cancer Rights Act of 1
for patients who elect to have breast reconstruction in connection midstactomy.

The law requires that certain coverage be provided, and that notice be given to Covered Persons
regarding coverage for this care under the GidedicalP| an. The Womends Heal
that:
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A GroupMedical Plan which provides medicaldan s ur gi c al beneyts for mas
provide, in the case of a Covered Person who i
and elects breast reconstruction in connection with such mastectomy, coverage in a manner
determined in consution with the attending Physician and patient for:

1 reconstruction of the breast on which the mastectomy has been performed;
1 surgery and reconstruction of the other breast to produce a symmetrical appearance;
1 prostheses; and
1 physical complications resulgn from all stages of the mastectomy (including
lymphedemas).
This GroupMedicalP| an i s i n compliance with the Womeno

required by thé\ct, subject to the Deductible, Copaymantl Coinsurance amounts applicable to
otherbeneyts under the Pl an.
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EXCLUSIONSTWHATO6S NOT COVERED

The Services, treatments and supplies listed in this section are not covered, except where
speciycally provided for under another sectio

Using Headingsln This Section

To help you ynd speciyc exclusions more easi
treatments or supplies that fall into a similar category. The actual exclusion appears under the
heading.

Plan Exclusions

Beneyts ar eorisenticesaot aovered bylthe Pl&n, nor for Services determined by
BCBSNE to be not Medically Necessary.

Beneyts are not available for the Services, t
1 recommended or prescribed by a Physician; and/o
T it is the only treatment available for the

Noncovered Services include, but are not limited to any Service for, or related to the following:

1 Alternative Treatments
o alternative therapies;

A massage therapy, including rolyng;
A acupuncture;

A aromatherapy:;

A light therapy, infrared or ultraviolet therapy;

A naturopathy;

A VAX-D therapy (vertebral axial decompression);

o0 Services provided by a massage therapist; and

0 Services, drugs, medical supplies, devices or equipment which are reffecste
compared to established alternatives or which are provided for the convenience or
personal use of the Covered Person.

1 Comfort Or Convenience
0 personal expenses such as guest meals, television or beauty/barber services;
0 supplies, equipment or sirail incidental charges for personal comfort or
convenience, including:
A batteries and battery chargers unless the device is covered by the Plan;
equi pment primarily for education or
hot tubs, saunas, Jacuzzis or whirlpools;
humi di yer s;
medical alert systems;
music devices, radios or video players;
personal computers;
pillows;

P 2
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A safety equipment; and
A strollers;
equipment for purifying, heating, cooling or otherwise treating air or water;
exercise equipment;
building, remodeling or alteratiaof a residence; and
purchasing or customizing of vans or other vehicles.

1 Durable Medical Equipment (DME) And Supplies

O O O0OO0Oo

o

automated external deybrillator;

enuresis alarm, even if prescribed by a Physician;

mouth guard, even if prescribed by a Physician;

nonwe ar abl e external deybrillator;
repair, mai ntenance or adjust ment of D
covered, or provided by other than a DME or medical supply company; and

repair or replacement of an item of DME due to misuse, malicious damage, gro

neglect or to replace lost or stolen items.

1 Experimental Or Investigative

o

(0]

Services considered by BCBSNE to be Investigative, or for any directly related
Services; or

Services for medical treatment and/or drugs, whether compensated or not, that are
dred | y related to, or resulting from th
voluntary, Investigative test or research program or study, unless authorized by
BCBSNE.

1 Foot Care

(0]
(0]

(0]

orthopedic shoes, except for initial purchase when permanently attached to a brace;
orthotics for the foot, except when such podiatric appliances are necessary for the
prevention of complications associated with diabetes; or when necessary to treat a
congenital anomaly, as determined by BCBSNE; or custom inserts and supports
speciiyedahtiyyed el sewhere as covered; or
treatment or removal of corns, callosities, or the cutting or trimming of nails, except

as Medically Necessary for preventing complications associated with diabetes.

1 Mental lliness And Substance Dependency/Abuse

(0]
(0]

(0]

o

4811-33582725.13

CustodialCare;

programs for calependency, employee assistance, probation, prevention,
educational or selfielp;

Inpatient or Outpatient programs ordered by the Court that are determined by
BCBSNE to be not Medically Necessary;

programs that treat obesity, gambliror nicotine addiction, except when

speciycally identiyed el sewhere as a Co
half-way house or Substance Dependence and Abuse maintenance programs;
Residenti al Treat ment Progr ams, except

Services by aan-Approved Mental Health Services Provider;
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o Services not within the scope of practi
is by the appropriate state authority. Supervision and consultation requirements are
governed by the state law); or

o0 Services,supplies, equipment, procedures, drugs or programs for treatment of
nicotine addiction, except as identiyed

1 Nutrition

o dietary counseling, except diabetes nutrition management as provided by the Plan;

o enteral feedings, even if tisele source of nutrition; or

0 nutrition care, nutritional supplements, FE2&empt infant formulas, supplies,
electrolytes or other nutritional substances, including but not limited to Neocate,
Vivonex, Elecare, Cyclineg, ProPhree, vitamins, minerals, elts, foods of any
kind (including high protein and low carbohydrate foods) and other-tbeer
counter nutritional substances

1 Physical Appearance
o Cosmetic Services, except for Covered Services:
A required as a result of a traumatic injury;
A to correct a Cagenital Abnormality when the defect severely impairs
or impedes normal essential functions; or
A to correct a scar or deformity resulting from cancer or from@osmetic

surgery.

Reconstructive surgery is available only when required to restore,
reconstruct or correct any bodily function that was lost, impaired or
damaged as a result of Injury or lliness.

Beneyts are not payable for treat ment
is normally covered under the Plan.

The Cosmetic exclusion appliesgardless of the underlying cause of the
condition or any expectation that the Cosmetic procedure may be
psychologically or developmentally beneficial to the Covered Person.
Examples include but are not limited to

dermabrasion;

liposuction;

breast augmeation;

breast reduction (unless Medically Necessary);
breast replacement;

protruding ears;

spider veins;

tattoo removal or revision; and

telangiectasias;

= =8 -8 _9_9_9_9a_2°_-2

A treatment and monitoring for obesity or weight reduction, regardless of
diagnosis. Examples include:
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health and athletic club memberships;

physical conditioning programs such as athletic training, body
buil ding exercise, ytness, pbexib
motivation; and

1 weight loss programs;

E |

A weight reduction or obesity surgery.

1 Providers

o Canceéd appointment: charges for failure to cancel a scheduled appointment;

o Claim forms/records/administrative fees or charges. This includes: charges made
for filling out claim forms or furnishing any records or information; special charges
such as dispensinfj e e s ; admi ssion charges; Physi
discharge Services; aftBour charges over and above the routine charge;
administrative fees; technical support or utilization review charges which are
normally considered to be within the charged Service

o Custodial Care, domiciliary care, rest cures, or Services provided by personal care

attendants;
o immediate family: charges for Services provided by a person who is a member of
the Covered Personds i mmediatne family b

o inadequate documentation: charges received when there is inadequate
documentation that a Service was provided;
o nonapproved facility: a health care facility that does not meet the licensing or
Accreditation Standards required by BCBSNE;
o nonApproved Preider: charges for Services by a rApproved provider, or
provided by or under the supervision of a health care provider determined to be
nonpayable by BCBSNE;
o outof-hospital: charges made while the patient is temporarily out of the Hospital;
o overheadepenses: charges for any ofyce or f
but not | imited to, staff charges, copy
0 scope of practice: charges for Services by a health care provider which are not
within the scope gpractice of such provider;
0 Services provided in or by:
A aVeterans Administration Hospital where the care is for a condition related
to military service; or
A any nonParticipating Hospital or other institution which is owned, operated
or controlled by anyfederal government agency, except where care is
provided to nonactive duty Covered Persons in medical facilities;
o standby: Hospital or Physician charges for standby availability.

1 Reproductive Services
0 Pregnancy assistance treatments, which include butadrimited to, infertility
treatment and related Services, in addition to:

A Assisted Reproductive Technology (AR
sperm washing, gamete intrafallopian transfer (GIFT), zygote intrafallopian
transfer (ZIFT), and in vitro félization;

A drug and/or hormonal therapy for fertility enhancement;
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(0]
(0]

embryo transfer procedures;

reversal of voluntary sterilization;

storage and retrieval of all reproductive materials;

surrogate parenting, donor eggs, donor sperm and host uterus; and
ultrasounds, lab work and other testing in conjunction with infertility
treatment (diagnostic testing done to determine the diagnosis of infertility,
treatment of polycystic ovary disease, and treatment of endometriosis are
not considered to be infertilitydatments);

surrogate mother Services; and

voluntary abortions, unl ess the atte
necessary to safeguard the | ife of t
was threatened by continuation of the PregnanSgrvices for medical
complications arising from a voluntary abortion are not excluded.

I > > > >

ndi
he

1 Services Payable Under Another Plan

(0]

M1 Travel

(0]

Services available at government expense, except as follows:

A if payment is required by state or federal law, the obligation to @eovi
beneyts wil|l be reduced by the amoun
for under such program (except Medicaid);

A with respect to persons entitled to Medicare Part A and eligible for Part B
benefits, the obligation to provide benefits will be redulogdhe amount
of payment or benefits such person receives from Medicare. This provision
will not apply if the patient is still actively at work or is an Eligible
Dependent of a Subscriber who is actively at work and has elected this Plan
as primary. Serves provided for renal dialysis and kidney transplant
Services will be provided pursuant to federal;law

A Services arising out of the course of employment, whether or not the patient
fails to assert or waives his or he
Empl oyersodo Liability Law. This-incl uct
rel ated under a Workersbo Compensat.
Compensation Managed Care Plan, but which are not payable because of
noncompliance with such law or plan. Any charges iremias a result of
or in the course of employment for an employer that is not legally required
to carry Workersd Compensation cove
Wor kersdé6 Compensation coverage wil/

lodging or travel expenses incurred e tpatient or the provider, even though

directed by a Physician for the purpose of obtaining medical treatment, except
covered ambul ance Services or other exp
the Plan.

1 Vision And Hearing

(0]

(0]

4811-33582725.13

eyeglasses or contalgnses, eye exercises or visual therapy or visual training
(orthoptics), except when speciycally i
preventive vision examinations or care and screening eye examinations, including
eye refractions; or extended visioare or exam packages;
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0 screening audiological tests (except as may be covered under Preventive Services);
external and surgically implantable devices (except cochlear implants as otherwise
covered under this Plan) and combination external/implantableedat@iécmprove
hearing, including audiant bone conductors;
hearing aids and their ytting;
0 surgical, laser or nonsurgical procedures or alterations of the refractive character of
the eye including but not limited to correction of myopia, hyperopia or adiggma
I n addition, beneyts are not avail abl e
A charges for related Services; and
A eyeglasses or contact lenses following the surgery.

(@)

9 Other Exclusions And Limitations

0 Services, including related diagnostic testing, which are primarily:

A recreational, suchs music or art therapy;

educational;

work-hardening therapy; vocational training;

medical/noamedical seHcare; or

self-help training;

sex transformation surgery and related Services;

0 interest, sales or other taxes or surcharges on Covered Servicess,stipplies or
DME, other than those surcharges or assessments made directly upon employers or
third party payers;

0 genetic treatment or engineering; any service performed to alter or create changes
in genetic structure.

O genetic test i niygvalidated byeB€BSNE roedieahpolicyy ar as
required by law. Coverage for genetic counseling is limited to one visit prior to
genetic testing and one visit following a covered genetic test;

o food antigens, skin titration, cytotoxicity testing, treatmemtafspecific candida
sensitivity and autairine injections;

0 snoring, the reduction or elimination of, when that is the primary purpose of
treatment;

o calls or consults by telephone or other electronic means, video or internet
transmissions, and Telemediejnexcept in conformance with BCBSNE policies
and procedures;

0 blood, blood plasma or blood derivatives or fractionates, or Services by or for blood
donors, except administrative and processing charges for blood used for a Covered
Person furnished to a Hasgd by the American Red Cross, county blood bank, or
other organization that does not charge for blood;

0 Services provided to or for:

A any dependent when coverage is provided by a Single Membership, except
when beneyts ar e specdranevebbrhoyadppted vi de
child;

A any person who does not qualify as an Eligible Dependent; or

A any Covered Person before his or her effective date of coverage, or after the
effective date of cancellation or termination of coverage;

o military service relatedlness or injury;

o Services for which there is no legal obligation to pay, including:

Exhibit A-1
66|Page

> > > >

o

4811-33582725.13



(@)

© O 0O

o
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A Services for which no charge would be made if coverage did not exist;
A any charge above the charge that would have been made if no coverage
existed; or

A any service whichsi normally furnished without charge;
charges in excess of the Contracted Amount; or
charges made separately for Services and/or procedures, supplies and materials
when they are considered to be included within the charge for a total Service
payable, or ithe charge is payable to another provider.

EXCEPTION: If such charges are made separately when they are considered to be
included within the charge for a total Service performed by a BCBSMietimork
Provider, then this amount is not the p

employefrequired Services as a condition of employment including, but not
limited to immunizations, blood testing, work physicals and drug tests;
charges made pursuant to a Covered Pers
or commission of or attept to commit a felony;
computed tomography (CT) of the heart with quantitative evaluation of coronary
calcium, or electron beam computed tomography, for screening of cardiovascular,
cerebrovascular and peripheral vascular disease;
Outpatient charges for @scription drugs and Covered Services which are only
covered when the prescription is ylled
under the Rx Nebraska Prescription Drug program, as determined by BCBSNE;
takehome supplies from an Inpatient facility;
private Duty Nursing;
day care;
Longterm rehabilitation therapy, including residential Cognitive training
programs
respite care when not provided as part
Home health aide, Skilled Nursing Care or Hospice related Services agsfollo

A Services performed by volunteers;

A pastor al Services, or |l egal or ynanc

A Services primarily for the convenience of the patient, or a person other than

the patient; or

A home delivered meals;
shipping and handling charges;
Servicegrovided at the following places of service, unless otherwise approved by
BCBSNE:

A day care;

A school (except Mental lliness Covered Services by an Approved Provider);

A library;

A church; or

A Associate worksite;
Services otherwise covered under the Plan, when:

A required solely for purposes of camp, travel, career, employment, insurance,

marriage or adoption;
A related to judicial or administrative proceedings or orders;
Exhibit A-1
67|Page



A conducted for the purpose of medical research; or
A required to obtain or maintain a license of &ype;
foreign language and sign language Services;
driving tests or exams;
autopsies;
hair analysis, including evaluation of alopecia or-egjated hair loss;
wigs, hair prostheses and hair transplants, regardless of the reason for the hair loss;
Services procedures, supplies or drugs provided for treatment of sexual arousal
disorders or erectile dysfunction, regardless of cause;
Services by a Provider which were ypaid by the Covered Person by virtue of a
discount program, coupon, retail or online offe
0 Services provided under a direct primary care agreement

OO0 O0OO0OO0Oo

o
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PRESCRIPTION DRUG BENEFITS

Prescription Drug Beneyts ar e subj ect to tr
Coinsurance amounts shown in the BeoduetymustSu mmar
be Medically Necessary, and:

be FDA-approved,

be evaluated for coverage by the Pharmacy and Therapeutics Committee of BCBSNE or
the Pharmacy Benefit Manager

1 be dispensed by a registered pharmacist, and

T require a Physprescripiand6s or Denti st oés

)l
)l

Copay, Deductible and/or Coinsurance will be assessed for each prescribed drug, supply and/or
unit. Covered prescription drug products also include insulin and diabetic supplies, including:
needles, syringes, test strips, lancet/lancet dgyvateohol wipes/swabs, glucose/sugar test tablets
and insulin pump supplies.

Your prescription drug benefit is based on a tiered benefit design that features multiple levels of
costsharing for different prescription classifications. The tiers may inaladsifications such as
Generic and Brandame Drugs, Specialty Drugs, and preferred andpmeferred drugs. Sub
classifications may be based on cost or other factors. For example, a formulary list classifies drugs
as Generic and Brand Nande that clasdication may include sulsategories or preferred and
nonpreferred drugs. The formulary list(s), and a list of designated Specialty Drugs, is available at
www.nebraskablue.com, or you may contact the BCBSNE Member Services Department

Whenevemappropriate(Generic Drugs will beisedto fill prescriptions. If a bioequivalent Generic

Drug is available and has multiple manufacturers, or meets other criteria as determined by the
PBM or Us, reimbursement for the drug dispensed will be based on the price ehérec®rug,

unless prohibited by law. If the Covered Person requests a Brand Name Drug when a Generic Drug
equivalent is available, the Covered Person may be redqaipada penalty equal to the difference

in cost between the Brand Name Drug and thee@emrug. This penalty will be in addition to

the applicable Copay, Deductible and Coinsurance

NOTE: Prepackaging by the manufacturer may limit the quantity dispensed to an amount which
is less than the maximum dispensing amount available under youragevef that happens,
benefits wild.l be provided in compli.ance with

Additional terms speciycally used in conjunct.|
at the end of this section.

Generic Drugs Can SaveYou Money

Generic drugs are drugs that are labeled by their chemical name rather than by a brand name.
However, all drugs, whether generic or brand, must meet the same government standards for safety
and effectiveness. Why pay more for a brand name ditgygeneric twin is available at a lower

cost? Ask your physician to prescribe generic drugs whenever possible
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Accessing Benefits

If the prescription or supply is purchased at amdtwork Pharmacy, and you present your
BCBSNE identification card to ¢hpharmacist at the time of purchase, you will only be required
to pay your financial liability at the time the prescription is fillednitwork Pharmacies will file
claims to BCBSNE or to the Pharmacy Benefit Manager (PBM). The Benefit Summary shows
your financial liability and the dispensing amount for each benefit tier

If the covered prescription is filled at an @ftnetwork Pharmacy, or if you do not present your

I.D. card at the time of purchase at amnktwork Pharmacy, you will be required taypthe

phar macyds wusual retail price. You must file
reimbursed based on the Allowance for the drug less the applicable Copay, Deductible and/or
Coinsurance and a 25% penalty

To locate contracting Rx Nebraskagpimacies nationwide, call tefitee: 1:877-800-0746.

Other Coverage. If a Covered Person has prescription drug coverage under more than one health
plan, Coordination of Benefits (COB) provisions may apply. No penalty will be imposed for
submission of a paw claim when this Plan is paying as a secondary payer.

Services Not Covered Under The Prescription Drug Program

I n addition to the Services and siWwhmltibess Nloits

Covered, o the following are not covered:
1 abortifacients, including but not limited to Mifeprex (Mifepristone);
1 cosmetic alteration drugs, and health and beauty aids for such things as the promotion of

hair growth/ restoration, to control perspiration, to enhance athletic performance or
improve naural appearance;
diagnostic agents (except diabetic test strips) and bulk powders/chemicals;
diet, weight loss, or appetite suppressant drugs (Anorexics), dietary and herbal or
nutritional supplements;
DME or devices of any type including, but not limiteccontraceptive devices, therapeutic
devices or artificial appliances;
drugs or medicinals for treatment of fertility/infertility;
FDA-exempt infant formulas;
general anesthetic;
home infusion therapy;
insulin pumps and continuous glucose monitoring cEsi
Investigative drugs or drugs classified by the FDA as experimental;
nutrition care, nutritional supplements and substances;
ostomy supplies;
overthe-counter medications, including ngmescription medications, unless certain ever
the-counter/ norprescription medications are specifically covered under the Plan;
prescription medications administered or intended for use in an Inpatient setting;
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1 prescription medications determined by the FDA as having no clinical value (ex: DESI
indicator class 06), oredlermined by the Pharmacy and Therapeutics Committee to have
insufficient or unfavorable safety and/or efficacy;

1 prescription medications for the primary purpose of sex transformation, both prior to and
after surgery;

1 prescription medications purchasedaiforeign country, unless the covered person is living
in another country or needs prescription medications to treat an emergency medical
condition arising while he or she is traveling in a foreign country or otherwise mandated
by federal legislation. Eviehce of residency or emergency medical condition must be
provided with the Claim;

1 prescription medications that have (or are comprised of) therapeutically equivalent over
the-counter/ norprescription products, except for insulin, diabetic test strips;ogki
monitors, and insulin pump supplies. This limitation may apply to specific drugs or
categories of prescription drugs;

1 prescription medications obtained or purchased from a facility owned, operated or

controlled by any federal government agency wherctre is related to military service;

repackaged medications;

Services, drugs and medical supplies which are not cost effective compared to established

alternatives or which are provided for convenience or personal use;

1 supplies and pharmaceutical aideken than designated injectable, diabetic and insulin
pump supplies. Insulin pump batteries are not covered under your prescription drug
benefits;

1 unit dose packaging, or sample, clinic or institutional packs not intended for retail, of
covered prescriptiodrug products; and

1 other drugs, injectables and supplies that are not covered, as determined by BCBSNE, as
permitted by law.

E

Limitations

1 Benefits are not available for covered prescription amounts in excess of the supply limit
(day or quantity).

1 Lost, destroyed or stolen medications are limited to one replacement per prescription per
calendar year.

1 Compounded medications must contain at least one FDA approved drug, and compound
ingredients must require a prescription and be FEpproved. Compounded medtions
that include nof-DA approved ingredients or ingredients that do not require a prescription
are not covered.

1 Injectables are limited to Claims from providers who are contracting with Prime
Therapeutics, and filed as a pharmacy Claim.

9 Certain presaption drugs, based on the route or method of administration, may be payable
only under the medical provision of the Plan, and not under the prescription drug coverage.
This includes, but is not limited to, intravenous, intrathecal, intravesical and apilutes
of administration.

1 Excessive pattern of drug usage:

o | f a Covered Persono6s us agemorthfperipdd escr i
indicates an excessive pattern of usage that is not Medically Necessary (as
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determined by BCBSNE), the Covered Persolh be limited to one Imetwork
Pharmacy of his/her choice for obtaining covered prescription drugs. If such a
limitation applies, benefits will not be available for prescription drugs obtained
from any other pharmacy.
1 Any costsharing for prescriptionrdgs paid with a pharmaceutical discount or Copay and
will not apply to the Oubf-pocket Limit

Preauthorization

Under the Prescription Drug Program the following require preauthorization to determine if
beneyts will be avail abl e.

Gl Protective NSAIDs

These drugs are used to treat inflammation and reduce pain, and work the same as drugs such as
naproxen and ibuprofen. The GI Protective NSAID program manages the use of costly non
steroidal antinflammatory drugs (NSAIDs) such as CE&Xnhibitors (e.g.Celebre®) and other

products (e.g., VimowWw). Patients whose medical history and current medical condition do not
indicate that use of a Gl protective drug is necessary are required to try traditional NSAIDs first.
Benefits will be provided for Gl Protectv e NSAI Ds i f the Covered Pel
warrants it.

Formulary Brand and neRormulary proton pump inhibitors (PPIs).

PPIs are used to treat stomach ulcers, erosive esophagitis and gastroesophageal reflux disease
(GERD). The preauthorizatioprogram requires documentation of attempted use of three
formulary PPl Products (the generic drugs epmazole, lansoprazole and panarxole,
omeprazole/sodium bicarbonate and the brand name product Nexium®) before benefits for a non
formulary PPI will beconsidered. Also, the preauthorization program requires documentation of
attempted use of one prescription generic PPI product before benefits for a formulary brand PPI
will be considered

Currently noaFormulary PPIs include brand name drugs AcifhexapidexTM, Nexiun?,
Prevaci@®, Protoni¥, Prilose® and Zegerif.

NOTE: If you are currently taking a ndformulary PPl or a Formulary Brand PPI,
preauthorization is necessary to determine if

Preauthorization islso required for other prescriptions or prescription supply amounts, as
determined by BCBSNE. We reserve the right to change drugs requiring preauthorization at any
time without prior notice. For more information on prescription medications requiring
preadhorization, visit the BCBSNE website (www.nebraskablue.com) or call the Member
Services Department at the phone number shown on the back of your I.D. card.

Requesting Preauthorization

A written request to BCBSNE must be made prior to the initial purabfase prescription. This

reqguest must be accompanied by appropriate dooc
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Dentist or other medical provider demonstrating the Medical Necessity of the drug. This written
request should be directed to:

Blue Cros and Blue Shield of Nebraska
Attention: Pharmacy

P.O. Box 3248

Omaha, NE 68180001

Preauthorization forms can be found on the BCBSNE website: www.nebraskablue.com

Upon receipt of the necessary information, BCBSNE will respond in writing advisipgdiieer
and the Covered Person whether or not beneyts

NOTE: The limitation, preauthorization and formulary lists may be updated at any time without
noti ce. Addi ti onal i nformation about your p h
websie atwww.nebraskablue.com

Additional Provisions

1 The Covered Person by accepting benefits under the Plan, authorizes and directs In
network Pharmacies and the PBM to furnish copies of all information and records
concerning the person to BCBSNE.

1 BCBSNE andhe PBM will not be liable for any claim, injury, demand or judgment based
on tort or other grounds arising out of or in connection with the sale, compounding,
dispensing, manufacturing, or use of any prescription or supply.

1 Services that are determinedh Medi cal ly Necessary are the
as the agreement the-tretwork Pharmacy has with the PBM does not contain a hold
harmless provision for these services.

1 Many drugs are subject to rebate arrangements between the manufactueatrafjthnd
the PBM. Rebates are not reflected in the cost paid by the Covered Person for the drug. All
or part of the rebates may be passed through to BCBSNE.

1 When identical chemical entities including otbe-counter drugs and a similar
prescription altmative are available, BCBSNE may determine that only one of those drug
products is covered and those equivalent products are not covered.

1 Emergency contraceptives are covered when based on product labeling and/or FDA
documentation, a prescription is re@a to purchase emergency contraceptives. Benefits
are limited to one regimen per prescription.

Definitions
The foll owing terms are speciycally used in c

Allowance The amount determined by BCBSNE to be pagdblthe Covered Person who has
used an Outof-network Pharmacy for a Covered Service. The Allowance may be one of the
following:
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1 the lesser of the usual retail price or the applicable Contracted Amount payable for similar
Services by similar lmetworkPharmacies; and

1 as otherwise determined by BCBSNE or our PBM to be appropriate based on industry
standards for similar Covered Services.

Brand Name DrugSingle source and multisource brand drugs as set forth in thepadi Master

Drug Database File owush other recognized source relied upon by the PBM or BCBSNE. All
products i demtaimfeioe d yasa fimbarnaunfdct ur er , phar mac
classified as Brand Name Drugs by the PBM or BCBSNE

Compound MedicatiarA prescribed medication which the ingredients are combined, mixed or
altered specifically to meet the needs of a patient. A covered Compound Medication must contain
at least one FDAapproved prescription ingredient.

Contracted AmounfThe amount the kmetwork Pharmacy has agrkto accept as payment in full
for a covered prescription drug product pursuant to an agreement with the PBM.

Extended Supply NetworlA limited network of retail Imetwork Pharmacies, for which a retail
purchase of a Covered prescription product in &xoé 30 days may be purchased.

Formulary A continually updated list of pharmaceutical products, which represents the current
clinical judgment of Physicians and other experts in the diagnosis and treatment of disease and
preservation of health. This liss provided to Ianetwork Pharmacies, Covered Persons, and
Physicians, and is available at www.nebraskablue.com or contacting BCBSNE Member Services.
We reserve the right to change the Formulary at any time without prior notice, in compliance with
federallaw.

Generic DrugA Generic Drug as set forth in the Me®ipan Master Drug Database File or such

ot her recognized source relied upon by the PBI
by a manufacturer, phar mac ¥ Generic Drygs by the RB&Mror ma y
BCBSNE.

In-network Pharmacied.icensed pharmacies that have entered into written agreements with the
PBM as designated by BCBSNE. The prescription drug coverage for your Plan fodg imore
than one level of kmetwork (Préerred pharmacies

Outof-network Pharmacied.icensed pharmacies that have not entered into written agreements
with the PBM as designated by BCBSNE.

Pharmacy and Therapeutics CommitfBiee PBM/BCBSNE panel of physicians, pharmacists and
other health car professionals who are responsible for pharmacy management activities such as
managing and updating the Formulary

Phar macy Beneyt: Privha ihemgpeutics,(LECB W)ime) has been retained by
BCBSNE to administer the Rx Nebraska Prescription Btagram.

Preauthorization The process of obtaining authorizatic
medi cations or speciyed quantities of medicat
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Specialty DrugsDesignated complex sedidministered injectable and oral drugs that have very
specificmanufacturing, storage, and dilution requirements, used to treat serious or chronic medical
conditions such as multiple sclerosis, rheum
disease, and anemia. These drugs are generally covered up-tapsR@ply. Specialty Drugs

may only be available through a designated Specialty Pharmacy

Specialty PharmacyA licensed pharmacy designated by BCBSNE or the PBM to provide
Specialty Drugs.
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ELIGIBILITY AND ENRO LLMENT

Woodmelkife determines eligibility reqguements and validates eligibility for enrollment and
coverage under the health Plan. For additional information not found in this Summary Plan
Description, please contact Woodrhéa.

Whoodos EIligible

Initial Eligibility for Coverage

Home Of yc e Ragularofdliine tassaciates working at least 30 hours per week are
eligible to enroll for health coverage on the

PartTi me Home Of yce As dirnecassactatesswho work gt ledst2fifsopep a r t
week are eligible for health coverage on the \

Regional Directors and Recruiting Sales Managers: Regional Directors and Recruiting Sales
Managers are eligible to enroll for health coverage orythest of t he mont h f ol |
their manager appointment.

WoodmenLife Representatives: WoodmenLife Representatives with a Fast Start Agreement or a
Fast Start Subsidy Agreement are eligible to
following their WoodmenLife contract date.

WoodmenlLife Representatives with a Business Development Agreement (BDA) are eligible to

enroll for health coverage on the | ater of th
contract date or their BDA dat If the WoodmenLife contract date equals the BDA date, the
effective date of health coverage is the yrs
contract/BDA date.

Retired Associates: To be eligible to continue WoodmenLife Retiree Group Medicalgmirdm
retirement, you and your dependents, if applicable, must be enrolled in a WoodmenLife Group
Medical Plan immediately prior to your retirement date. The election to continue coverage is only
available at the time you retire, and meet one of theviatg:

1 55 years of age or older with a minimum of 20 years of service, or
1 age 65 or older with a minimum of 5 years of service.

WoodmenLife Representatives must also meet the following requirements:

1 $30,000 actual earnings from October 1st throbgptember 30th of the year prior to the
retirement date.

Please contact thoodmenLife Bengts Department for the current requirements. inkdésidual

who enrollsfor coveragas referredto asa Subscribe Dependentaregenerallyyour spouseand
children; I n order to be an Eligible Depende
Dependent. Fahe complete daition of an Eligible Dependent, please refer to the section of this

SPD ti gnlietdi ofinDse. 0
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Initial Enrollment

The applicationfoc over age shoul d be submitted to the Wo
31 days of eligibility. Upon receipt and acceptance of the application, coverage will become
effective following satisfaction of any eligibility requirements determined by WoodmenLif

Pl ease see the following sections titled NnNSpec¢
information.

Types of Membership

You may enroll in one of the following membership types under your Plan:

Associate Only (Single) Membership: Providesarage for you only.

Associate + Spouse (Subscri&gwouse) Membership: Provides coverage for you and

your spouse.

1 Associate + Child(ren) (Single Parent) Membership: Provides coverage for you and your
Eligible Dependent children, but not for your spouse.

1 Associate + Family (Family) Membership: Provides coverage for you, your spouse and

your Eligible Dependent children.

)l
)l

WoodmenlLife refers to enroll ment options as 0.
Schedul e of Beneyt s \VvBubsdibeiBpeuse Bingle Parentlared fhamdys Si r
Memberships.

NOTE: If two eligible persons in the same employer Group are married to each other, each person
and/or their Eligible Dependents may not enroll under more than one membership unit. Also, if
two eligble persons have a parent/child relationship and both are employeddayrteemployer

Group, the parent and child may elect to enroll either asAsgociatesor the parent may enroll

as anAssociatewith dependent coverage.

Special Enrollment
A specidenroliment period of 31 days is allowed for:

1 enrollment of eligible persons due to marriage, birth, adoption or placement for adoption;
1 enrollment of eligible persons who declined coverage under this plan due to having had
other group health plan dealth insurance coverage at the time it was previously offered,
and who have lost that other coverage due to:
o exhaustion of COBRA continuation coverage;
o aloss of eligibility, including loss due to death, divorce, legal separation,
termination of employm® or reduction in hours, or due to the plan no longer
of fering beneyts to the class of indiuvi
other coverage was not COBRA);
0 moving out of the service area of an HMO or other arrangement that only
pr ovi de $inbivedoats ywhoseside, live or work in the service area; or
o the employer ceasing to make contribution for the other coverage (when the other
coverage was not COBRA).
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A special enrollment period of 60 days is allowed for:

1 enrollment of eligible personsho were covered under Medicaid or State Child Health
Insurance Program (SCHIP), which has been terminated due to loss of eligibility; or

1 enroliment of eligible persons who have become eligible for premium assistance for this
GroupMedical Plan coverage wer Medicaid or SCHIP.

The Subscriber must enroll (or already be enrolled) in order to enroll his or her dependents in this
Plan. In the case of a marriage, birth or adoption, a Subscriber who is eligible, but who has not
previously enrolled, may enroll dhis time with or without the newly Eligible Dependent.

Likewise an eligible spouse who has not previously enrolled, may enroll as a special enrollee with

or without the new dependentilch Please contact the WoodmenLBee neyt s Depart me
additionalinformation.

Late Enrollment/ Annual Enrollment

A fAil ate enrolleed is deyned as a Subscriber o
enroll for coverage within the yrst period in
isonlyal owed during the Groupbs annual enrol | meni
during a fispeci al enroll ment periododo i s not ¢

Late enrollment is only allowed during the annual enrollment month of November, prior to the
annml renewal date. Coverage requested during
Please contact the Woodniéle Be neyt s Depart ment for additiona

Please note that in order to avoid late enrollment restrictions, you must reqoésteari within
31 days of your (or your dependentods) initial
applicable.

For additional information on thannualenroliment period, please contact the Woodbifen
Beneyts Department.

Adding A Dependent

Dependents may enroll if you, the eligidssociate are covered under the Plan. In order to add
a dependent, he or she must meet the deynitior
under a membership option that provides coverage for depé&n

Effective Date Of Coverage

Provided that an appropriate membership option is in place and, if applicable, any additional
premium is paid, the effective date of coverage will be as follows:

T Marriage: The effective thamoathfollbwingthesr er age w
marriage, provided the request for enroliment is made within 31 days of the marriage.
The applicable premium must be paid.

1 Newborn Children: Coverage will begt birth for your newborn chilchoweveryou
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must notify the Woodmeh i f e B e n e y tobthe Dighpnathint3ays aind

comply with enrollment procedures. Any applicable premium must be paid. If you have a
Single or a Subscribe8pouse membership in effect at the time of the birth, you must

request a change to a mensgsep that includes children and pay the additional premium.

|l f your spouse was not enrolled at the tim
withinthis3tday peri od, and the effective date wi
applicablepremium must be paid. Please contact WoodifielBe neyt s Depart me |
premium information.

If you request enrollment of the child (and spouse if applicable) after tdaysferiod,
late enrollment provisions may apply. Please see the sectiorititled t e
EnrollmentAnnualEnr ol | ment . O

1 Adopted Children: Coverage for an adopted child will be effective on the earlier of the
date the child is placed with you for adoption, or the date a court order grants custody to
you; howeveryou must notify the Woodne n L i f e B e n e ywithsn 3Ddays afr t me n't
the placement/custody order and comply with enrollment procedures. Any applicable
premium must be paid. If you have a Single or a Subse8peuse membership in effect
at the time of the birth, you must requasthange to a membership that includes children
and pay the additional premium. If your spouse was not enrolled at the time of the
adoption, he or she may also enroll within thisday period, and the effective date will
be the date the child is placedthvyou for adoption. The applicable premium must be
paid. Please contact Woodniéfle Beneyt s Department .for premi

If you request enrollment of the child (and spouse if applicable) after tdaysferiod,
late enrollment provisions mayapply Pl ease see the section t|
EnrollmentAnnualEnr ol | ment . 0

1 Loss of Other Coverage: The effective date of coverage for persons enrolling as a special
enroll ee following a |l oss of other coverag
following the loss of other coverage

Qualified Medical Child Support Orders (QMCSO)

A QMCSO is a court order that requires an employee to provide medical coverage for his or her
children (called alternate recipients) in situations involving divorce, ksyadration, or paternity
disputes. The order may direct the Grdwigdical Plan to enroll the child(ren), and also creates a
right for the alternate recipient to receive plan information, submit claims, and receive benefits for
Services.

QMCSOs are specially defined under the law, and are required to include certain information

in order to be considered fAqualified. o A Natic
or plan from a state agency, regarding coverage for a child, will also be Bea&@dMCSO. The

Plan Administrator or its designee, will review the Order or Notice to determine whether it is
gualified, and make a coverage determination. The Plan Administrator or its designee will notify
affectedAssociatesand the alternate recipié€g} if a QMCSO is received.
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You have the right to request a copy of
from the Plan Administrator, at no charge.

Active AssociatesAge 65 And Over

Federal law affects the way employers provide coveragdidible activeAssociatesand their
spouses who are 65 and over. These agsg@ciatesind their spouses ages 65 and gegrerally
continue fullcoveragainder the employer Group plan as their primary coveragtyledicare(if
elected) asecondary coveragelnder this law, if the employee eledfedicare as the primary
carrier,the goup planmay not pay as secondary coverage\aifidoe terminated.
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CLAIM PROCEDURES
If You Receive Covered Services From An lmetwork Provider

ContractingProviders and many other Hospitals and Physicians will file the Claim to BCBSNE
on your behalf. Oubf-state Contracting Providers will file a Claim with their local Blue Cross
and Blue Shield plan for processing through the BlueCard Program. When BOB8&iges a

Claim from a Contracting Provider, payment will be made directly to the provider, unless
otherwise provided by state or federal law. You are responsible for meeting any applicable
Deductible and paying any applicable Copay and/or Coinsurancendésndou may be asked to

pay amounts that are your liability at the time of service, or the provider may bill you for those
amounts

Filing A Claim

You must yle your own Claim if your health ca
not yyeu.foYou may obtain a Claim form by cor
Department, or you c¢anvww.mbraskablfegcanm on t he webs

All submitted Claims must include:

T correct BCBSNE I D number, including the al
1 name of patient;

1 thedate and time of an accident or onset of an iliness, and whether or not it occurred at

work;

diagnosis;

an itemized statement of services, including the date of service, description and charge

for the service;

1 complete name, address and professional stistDs RN, etc.) of the health care

1
1

provider;
1 prescription number, if applicable;
T the name and identiycation number of other

T the primary plands explanation of beneyts

Claims cannot be processediffhear e i ncompl ete, and may be den
required information is not received.

Claims should be filed by a Provider or Covered Pee®isoon as possibldter the date of

Service Contracting Providers will file claimsonthe Cosedd Per sondés behal f; th
is responsible to provide their identification number in order for the claim to be filed. Claims that
are not filed by a BCBSNE Contracting Provid:e
requirement will becomeéh Contracting Providerods Iliability

A Covered Person is responsible to file a claim for Services provided bya@ntracting Provider
if the provider does not submit on his or her behalf.
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If a claim is not filed within 15 months of the date of Service (except in the absence of legal
capacity), benefits will not be allowed.

In Nebraska, Claim forms should be sent to:

Blue Cross and Blue Shield of Nebraska
P.O. Box 3248
Omaha, NE 68180001

fheal th care Services are provided in a state
Blue Cross and Blue Shield plan servicing the area where the Services were received. If you need
assistance in |l ocating the 9elviaesDepatmenase cont a

Payment Of B e-Gantyattisg PFoader Chims

Payment wil|l be made, at BCBSNEOGS option, t o
provider or as required by state onaterbcpiérd r al I
or custodial parent, if pursuant to a QMCSO.

No assignment, whether made before or after Services are provided, of any amount payable
according to this Groupledical Plan shall be recognized or accepted as binding upon BCBSNE,
unless otherwise provided by state or federal law.

Payment For Services That Are The Covered Per

Under certain circumstances, if BCBSNE pays the provider amounts that aregponsibility,
such as Copays, Deductibles, or Coinsurance, we may collect such amounts from you. You agree
that BCBSNE has the right to collect such amounts from you.

Right To Amend Provider Agreements Or Beneyt

Agreements with heditcare providers may be changed or terminated, and benefit payments to In
network Providers may be altered. Benefit payments may be calculated on a charge basis, a
Contracted Amount or similar charge, global fee basis, through a Preferred Provider Gaganiza

or in any other manner agreed upon by BCBSNE or thsit@érPlan and the provider. However,

any payment method agreed upon will not affect the method of calculating the Deductible and
Coinsurance

Claim Determinations
A ACI ai md0 may fbPer ecslearsvsiicyeedd oars fialPost ser vi ce. O

Preservice Claims

In some cases, under the terms of Medical Plan, the Covered Person is required to certify

benefits in advance of a Service being provided, or benefits for the Service may be reduced or
denied. This requr e d request for a benefi't i s a P
determinations that are not Urgent Care Claims will be made with 15 calendar days of receipt,
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unless an extension is heeded to obtain necessary information. If an extension is nee8&l; BCB
will provide notice to the Covered Person and/or his or her provider prior to the expiration of the
initial 15-day period. If additional information is requested, the Covered Person or his or her
provider may be given up to 45 calendar days from readimotice to submit the specified
information. A Claim determination will be made within 15 days of receipt of the information, or
the end of the extension period

(Seethe sectionofth&PDt i t | ed ACerti ycati on Requitfyirgment s o
beneyts.)

Urgent Care

If your Preservice Claim is one for Urgent Care, the determination will be made within 72 hours
of receipt of the Claim, unless further information is needed. If additional information is necessary,
the Covered Person or his her provider will be given no less than 48 hours to provide the
specified information. Notification of the decision will be provided not later than 48 hours after
the earlier of: our receipt of the information, or the end of the period allowed to tsthtami
information

Concurrent Care

If you request to extend a course of treatment beyond the care previously approved and it involves
urgent care, a decision will be made within 24 hours of the request, if you submitted the request at
least 24 hours beferthe course of treatment expires. In all other cases, the request for an extension
will be decided as appropriate for a Preservice and Postservice Claims

Postservice Claims

A Postservice Claim is any Claim that is not a Preservice Claim. In mosta&esgservice Claim

is a request for benefits or reimbursement of expenses for medical care that has been provided to
a Covered Person. The instructions for filing a Postservice Claim are outlined earlier in this section.
Upon receipt of a completed Claiimrm, a Postservice Claim will be processed within 30 days,
unless additional information is needed. If additional information is requested, the Covered Person
may be given not less than 45 days to submit the necessary information. A Claim determination
will be made within 15 days of receipt of the information, or the expiration of tdayBxtension

period. You will receive an EOB when a Claim is processed which explains the manner in which
your Claim was handled

Explanati on Of Beneyts

Every time aClaim is processed for you, an EOB form will be sent. The front page of the EOB
provides you with a summary of the payment including:

T the patientébés name and the Claim number;
1 the name of the individual or institution that was paid for the Service;

1 the totdcharge associated with the Claim;

1 the covered amount;
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any amount previously processed by this Plan, Medicare or another insurance company;
the amount(s) that you are responsible to pay the provider;

the total Deductible and/or Coinsurance that you haveraulated to date; and

other general messages.

= =4 =4 -4

A more detailed breakdown of the charges including provider discounts, amount paid and cost
sharing amount&.g.,noncovered charges, Deductible and Copays) are shown on the back of your
EOB.

Alsoincludedoa your EOB is information regarding you
or request additional information.

Save your EOBs in the event that you need them for other insurance or for tax purposes.
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APPEAL PROCEDURES

BCBSNE has the discretionarybub r i ty t o deter mine elMedicalbi I ity
Plan, and to construe and interpret the terms of the Plan, consistent with the terms of the
Administrative Services Agreement.

You have the right to seek andraitnaitn oan sroe waird
this Medical Plan.

Appeal Procedure Definitions

Adver se BeneyAdeReinaionrhy BCBINE oriits Utilization Review designee,
of the denial, reduction, or termination of a benefit, or a failure to provide or pagkeent (in
whole or in part) of a benefit. This includes any such determination that is based on

1 the application of Utilization Review;

1 adetermination that the Service is Investigative;

1 adetermination that the Service is not Medically Necessary oo @ue;

T an individual 6s eligibility for coverage o
An Adverse Beneyt Determination also includes

cancellation or discontinuance of coverage that has a retroactive effect, iéxoegailure to
timely pay required premiums or contribution for coverage.

Final I nternal Adv er sAen BAedrnveeyrts eD eBteenrenyitn alteitoenr mi
upheld by BCBSNE, or its Utilization Review designee, at the completion of the indgoedl
process as described in this document.

Preservice Claim(s) Any Claim for a beneyt under the Pl ¢
Contract require approval of the beneyt in ad
willcausebeeyt s t o be denied or reduced.

Postservice Claim(sAny Claim that is not a Preservice Claim.

Urgent Care ClaimA Claim for medical care or treatment for which the application of the time
periods for making nenrgent care determinations:

1 could seriouslyeopardize the life or health of the Covered Person or the ability of the
Covered Person to regain maximum function; or

1 would subject the Covered Person to severe pain that cannot be adequately managed
without the care or treatment that is the subjethefClaim

How To Appeal An Adverse Benefit Determination

A Covered Person or a person acting on his/ her
to appeal initial or ynal Adverse Beneyt Dete
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Internal Appeal

A request for an inteal appeal must be submitted within 6 months of the date the Claim was
processed, or Adverse Beneyt Determination wa
state that it is a request for an appeal and, if possible, include a copy of the Explanatio Beneyt
(EOB). The appeal should also include:

1 the name of the person submitting the appeal and his/her relationship to the patient;
1 the reason for the appeal;

1 any information that might help resolve the issue; and

1 the date of service/Claim.

The writien appeal should be sent to:

Blue Cross and Blue Shield of Nebraska
P.O. Box 3248
Omaha, NE 68180001

The claimant does not have the right to be in attendance at the appeal review nor to have a
representative in attendance, but may submit additinf@imation for consideration.

|l f the Adverse Beneyt Determination was base:
Necessity or Investigative determination, BCBSNE will consult with health care professionals

with appropriate training and experiencéime yel d of medi cine invol ve
to make the appeal determination. The appeal determination will be made by individuals who were

not involved in the original determination.

Preservice or Postservice Claim Appeal
A written notice of he appeal determination will be provided to the claimant as follows:

1 Preservice Claims (other than Urgent Care), within 30 calendar days after receipt.
1 Postservice Claims, within 60 calendar days after receipt.

Expedited Appeal

When the appeal is relatenldn Urgent Care Claim, an expedited appeal may be requested. In the
case of an expedited appeal, the request may be submitted in writing or orally. All information,
including the decision, will be submitted by telephone, facsimile or the most expeditblisd
available. BCBSNE will make an expedited review decision within 72 hours after the appeal is
received. Written notification of the decision will be sent within thdn@ar period

Concurrent Care

A request for an expedited appeal of a concurreetdanial must be made within 24 hours of the
denial. If the appeal is requested within theh®dir time period, coverage will continue for health
care Services pending notification of the review decision, as may be required by law. The decision
time framewill be the same as for other expedited appeals
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The decision mad e pur suant to this appeal v
Determination.

NOTE: When an adverse appeal determination involves medical judgment, upon receipt of a
written request, thédentity of the health care professionals who reviewed the appeal will be
provided to the claimant.

Rights To Documentation

A claimant has the right to have access to, and request copies of, the documentation relevant to the
Cl aim and Adv eninatien(sBiaciuéng any Dee evedence or rationale considered
or relied upon in connection with the Claim on review.

The claimant may submit additional comments, documents or records relating to the Claim for
consideration during the appeal process.

External Review
Standard External Review

If the claimant has exhausted internal appeal reviews, an external review by an Independent
Review Organization (IRO) may be requested for review of an Adverse Benefit Determination or
Final Internal Adverse Benefits Bemination. The request must be submitted in writing within

four months after the date of receipt of the Final Internal Adverse Benefit Determination. (An
Adverse Benefit Determination based on an ind
in a plan is not eligible for External Review.)

Upon receipt of a request for an External Review, BCBSNE shall review the request to determine
if it is complete and whether the request is eligible for External Review. BCBSNE will conduct
the preliminary revew within 5 business days of receipt, and notify the claimant of the outcome
within one business day. If it is determined that the request is not complete, or it is not eligible for
External Review, the claimant will be notified of the reason for inelityibior advised of the
information needed to make the request complete

If the request is eligible for External Review, it will be forwarded to the IRO, including the
documentation and information considered in making the initial Adverse or Final Ad@asét
Determination. The claimant will be allowed an opportunity to submit additional information for
consideration by the IRO. The IRO shall provide BCBSNE with any information submitted by the
claimant, to allow BCBSNE an opportunity to reconsideoitginal determination.

The IRO shall complete its review and provide the claimant written notification and rationale for
its decision within 45 days of receipt of the request for review. No deference shall be given to the
prior determinations made by BCRE pursuant to the internal appeal process

Expedited External Review
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An expedited External Review may be requested at the same time a claimant requests an expedited
internal appeal of an Adverse Benefit Determination of an Urgent Care Claim. However, the
claimant must first exhaust the internal appeal process unless otherwise waived by BCBSNE

An expedited External Review may also be requested following a Final Internal Adverse Benefit
Determination if

1 the Covered Person has a medical condition whertntieeframe for completion of a
standard External Review would seriously jeopardize the life or health of the Covered
Person, or would jeopardize his or her ability to regain maximum function; or

T the Final I nternal Adver s amissemavglabiltpadt er mi n
care, continued stay or health care Service for which the Covered Person has received
emergency Services, but has not been discharged from the facility.

An expedited External Review decision shall be made by the IRO within 78 &fter receipt of

the request. The decision of the I RO is the y
the claimant, except to the extent that the claimant may have other remedies available under
applicable federal or state law. Once an extereakew decision has been made, the Covered
Person or hi s/ her rsabsegueest equesafdr anexdernal aeyiewnngavingy | e
the same initial or ynal Adverse Beneyt Deter
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COORDINATION OF BENEFITS

When You Have Corerage UnderMore Than One Plan

This Plan includes a Coordination of Beneyt s
Covered Person has coverage under more tharMedeal Plan. This provision establishes a
uniform order in which the Plans pay their Claims,lini t he dupl i cation of b

for transfer of information between the Plans.

The order of beneyt determination rules descr
as the primary Pl an without tebdyaaathdrPlrBro any ben

Definitions
For the purpose of this section, the terms ar

Allowable ExpenseA health care expense, including Deductibles, Coinsurance and Copayments,
that is covered at least in part by any Plan covering the person. WHan provides benefits in

the form of services, the reasonable cash value of each service will be considered an Allowable
Expense and a benefit paid. An expense that is not covered by any Plan covering the person is not
an Allowable Expense. In additionpyaexpense that a provider by law or in accordance with a
contractual agreement is prohibited from charging a Covered Person is not an Allowable Expense.

The amount of any benefit reduction by the Primary Plan because a Covered Person has failed to
complywith the Plan provisions is not an Allowable Expense. Examples of these types of Plan
provisions include second surgical options, precertification of admissions, and preferred provider
arrangements

Closed PanelPlan A Pl an t hat pr asvo cdversed pérsoms lprimarilyégnahee b e r
form of services through a panel of providers that have contracted with or are employed by the
Plan, and that excludes coverage for services provided by other providers, except in cases of
emergency or referral by @apel member.

Custodial PareniThe parent awarded custody by a court decree or, in the absence of a court decree,
the parent with whom the child resides more than one half of the calendar year excluding temporary
visitation.

Plan Asused inthissectioa,ny of the foll owing that provide:c
dental care or treatment. If separate contracts are used to provide coordinated coverage for
members of a group, the separate contracts are considered parts of the same Plan and there is
COB among those separate contracts:

1 Planincludes: group and nongroup insurance contracts and subscriber contracts, health
maintenance organization (HMO) contracts, Closed Panel Plans; other forms of group or
grouptype coverage (whether insured ornsured); medical care components of long
term care contracts, such as skilled nursing care; medical benefits covaragerin

vehicleA nfoaul t 6 and traditional Afaulto type ¢
contracts and subscriber contracts tlaat pr reimburse for the cost of dental care; and
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Medicare or any other federal governmental Plan, as permitted by law

1 Plan does not include: hospital indemnity coverage or other fixed indemnity coverage;
accident only coverage other than the medical benefits coveragman vehiclefi n o
faulto and tr adi uninsaradeot undérinsured doverage and@ogra c t s ;
vehicle policy;specified disease or specified accident coverage; limited benefit health
coverage, as defined in state law; school accident covetisgdjlity income insurance;
benefits for noAmedical components of lortgrm care policies; Medicarsupplement
policies; Medicaid policies; and coverage under other federal governmental Plans, unless
permitted by law

Each contract for coverage undgther bullet point aboves a separate Plan. If a Plan has two
parts and COB rules apply only to orfette two, each of the parts is treated as a separate Plan.

PrimaryPlan The Pl an that wil/l determine payment f
Pl an without considering any other Plands ben

Secondary PlanThe Plan that will determinesit beneyts after those of
reduce the beneyts so that al/l Pl an beneyts d

ThisPlan The part of the contract providing heal

applies and which may be reduced because of t
one COB provision to certain benewitssimilasuch a
beneyts, aamotmlaegr a@P@B yprovi sion to coordinate

Order Of Benefit Determination Rules

1. The Primary Plan pays or provides its bene
without regard to tPtee. beneyts under any ot

2. A Pl an that does not contain a coordinatio
this Part is always primary unless the provisions of both Plans stated that the complying
Plan is primary.

3.A Pl an may consi der t haother®landnycalalatipggpaycdhenb r pr
of its beneyts only when it is secondary t

4. Each Pl an determines its order of beneyts

a. Subscriber And Dependedt The Plan that covers the person as othan a
dependent, such as a subscriber/policyholder/employee is the Primary Plan and
the Plan that covers the person as a dependent is the Secondary Plan. However, if

the person is a Medicare beneyciary and
seconday to the Plan covering the person as a dependent and primary to the Plan
covering the person as a subscriber, th

Plans is reversed so that the Plan covering the person as a subscriber is the
Secondary Plan and the etPlan is the Primary Plan

b. Dependent Child Covered Under More Than One Bladnless there is a court
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decree stating otherwise, when a dependent child is covered by more than one
Pl an the order of beneyts is determined

I. For a dependent childhese parents are married or are living together,
whether or not they have ever been married, the Plan of the parent whose
birthday falls earlier in the calendar year is the Primary Plan. If both
parents have the same birthday, the Plan that has covenearémes the
longest is the Primary Plan (birthday rule).

ii. For a dependent child whose parents are divorced, separated or not living
together, whether or not they have ever been married, if a court decree
states that one of the parents is responsibleéortlt hi | dés heal t h
expenses or health care coverage and the Plan of that parent has actual
knowledge of those terms, that Plan is primary. If the parent with
responsibility has no health care co
care expenses, buithat parent 6s spouse does, th
spouse is primary. This rule applies to Plan years beginning after the Plan
is given notice of the court decree.

iii. If a court decree states that both parents are responsible for the dependent
chil dbscaeal expenses or health care
shall be determined by the Abirthday

iv. If a court decree states that the parents have joint custody without
specifying that one parent has responsibility for the health caensgs
or health care coverage of the depen
be determined by the Abirthday rul eod

v. If there is no court decree allocating responsibility for the dependent
chil dés health care expdarmszerarerhedl
for the child are as follows:

1. the Plan covering the custodial parent;

2. the Plan covering the spouse of the custodial parent;
3. the Plan covering the netustodial parent; and then

4. the Plan covering the spouse of thetostodialparent.

vi. For a dependent child covered under more than one Plan of individuals
who are not parents of the child, the above provisions shall apply as if
those individuals were the parents.

vii For an EIligible Dependent child cove
plans and also has his or her own coverage as a dependent under a
spousebs plan, the rule below for dAL
applies. I n the event the EIligible D
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c. Active Associate Retired or LaidOff Associated The Plan that covers a person
as an active employee, that is, Associatewvho is neither retired nor laid off, is
the Primary Plan. The Plan covering that same person as a retiredaf laid
employee is the Secondary Plan. The same would hold true if a person is a
dependent of an agg employee and that same person is a dependent of a retired
or laid-off employee. If the other Plan does not have this rule, and as a result, the
Pl ans do not agree on the order of
apply i f $ubseribey and Dependemt)ean determine the order of
beneyts

d. COBRA or State Continuation Coveragelf a person whose coverage is
provided pursuant to COBRA or under a right of continuation provided by state or
other federal law is covered under anothenPthe Plan covering the person as a
subscriber/membeassociatéormer associater covering the person as a
dependent of a subscriber/memhbssbciatéormer associates the Primary Plan
and the COBRA or state or other federal continuation coverage 8econdary
Plan. If the other Plan does not have this rule, and as a result, the Plans do not
agree on the order of beneyts, this
yrst rule (Subscriber and Dependent)

e. Longer or Shorter Length Of CoverageThe Plan that has covered the person
longer is the Primary Plan and the Plan that has covered the person the shorter
period of time is the Secondary Plan. The start of a new Plan does not include a

bene

rul
ca

changeintheamotn or scope of a Planbds beneyt s;
pays, provides or administers the Pl ané
Plan to another, such as from a single employer Plan to a multiple employer Plan
If the above rules do not determineh e or der of beneyts, the Al 1l ov
equally between the Plans meeting the deynit.i
than it would have paid had it been the Primary Plan
Administration Of Coordination Of Benefits
The order of beneyt determination rules gover
beneyts. The Plan that pays yrst is called th
Plan is called the Secondary Plan.
If This Plan is the Prirray P11 an, there shal/l be no reductdi
without regard to the beneyts of any other PI
I f This Plan is the Secondary Pl an, it may r

provided by all Plans for any Claim aretmore than the total Allowable Expenses. In determining

the amount to be paid for

any Cl ai m,

t he Seco

paid in the absence of other health care coverage and apply that calculated amount to any
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Allowable Expense under its Plan that is unpaid by the Primary Plan. The Secondary Plan may
then reduce its payment by the amount so that, when combined with the amount paid by the
Primary Plan, the total beneyts paieatithetotalpr ovi
Allowable Expense for that Claim. In addition, the Secondary Plan shall credit to its Plan
Deductible any amounts it would have credited to its Deductible in the absence of other health
coverageAlso, if the Primary Plan is medical paymentsrerage under a motor vehicle policy,

the Secondary Plan shall credit payments from the motor vehicle insurance policy to Deductibles,
Copayments and Coinsurance after discounts under the health plan.

Miscellaneous Provisions

If these COB rules donotepci ycally address a particular :
di scretion, rely on the National Association
Model Regulation as an interpretive guide.

To properly administer these COB rules, certain fagsaeded. This Plan may obtain or release
information to any insurance company, organization or peBX0BSNE need not notify, or obtain

the consent of any persontodosony per son who <c¢l aims beneyts
furnish the informationtht may be necessary to apply COB ru

| f another Plan pays beneyts that should have
the other Plan amounts determined to be necessary. Amounts paid to other Plans in this manner
will be considered beneyts paid under This Pl ar
such amounts.

| f the amount of the beneyts paid by This Pl a
has the right to recover any excess from any dtisrer, any other organization, or any person
to or for whom such amounts were paid, including Covered Persons under This Plan.
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WHEN COVERAGE ENDS
Termination Of Coverage

Coverage under yowedical Plan will terminate for you and/or your dependents on the earliest
of the following dates:

the date the entire Contract is terminated,;

the last day of the month in which your employmeniw@rodmenLifecontract

terminates;

1 the last day of the month in wihiggou cease to be eligible under the health plan; or a
dependent ceases to be an Eligible Dependent;

1 the last day of the month in which BCBSNE receives a request from you or the employer
to terminate coverage for you or a dependent, or the date requetiecotice, if later;
or

1 the last date for which premium was paid.

)l
)l

You and/or your Eligible Dependents may be eligible to continue coverage under the Group
Medical Plan.

Continuation Of Coverage Under The Federal Continuation Law (COBRA)

If you terminatey our e mpl oy ment , or i f a dependent | os
Events, 0 continued cMedocalPlangmay benadadable. Pdymment ®r o u p
continued coverage under the federal continuation law is ghsbeciaté s or dewnendent
expense. Please contact your employer for details regarding eligibility.
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GENERAL LEGAL PROVISIONS

Benefit Plan Document

This SPD provides an overview of your beneyts
every detail of the GroupledicalP| an. Al | coverage and beneyt d
the Beneyt Pl an Document, which consists of t

and other documents entered into betwthenGroup and BCBSNE.

Fraud Or Misrepresentation

A Cove ed Personods coverage may be cancel ed o]
misrepresentation of material fact about a claim or eligibility for this coverage.

| f coverage is rescinded, the amount of pr emi
pad, and wil I be refunded. I f beneyts paid exc
the difference.

Contracting Providers

BCBSNE does not engage in the practice of medicine and all Contracting Providers provide
Services under the terms of the Plamdspendent practitioners of the healing arts. Such providers
are not employees or agents of BCBSNE or thesi@nPlan, and BCBSNE will not be liable for

any act, error, or neglect of any Hospital, Physician or other provider or their agent, employee,
su@essor or assignee.

Subrogation

Subrogation is the right to recover benefits paid for Covered Services provided as the result of
Injury or lliness which was caused by another person or organization. When benefits are paid under
the GroupMedical Plan, theP | an s hal | be subrogated to alll
recovery against any person or organization to the extent of the benefits paid. The Subscriber, the
Covered Person or the person who has the right to recover for a Covered Person (paveatly a

or spouse), agrees to make reimbursement to the Plan if payment is received from the person who
caused the Il Il ness or I njury or from that per

Subrogation does not apply to medical payments made under the medical paymeatgecoive

the Covered Personés own individual automobil
those payments). In addition, subrogation does not apply to payments made under the underinsured
or uninsured provi si on stonobilepblitye Covered Person

This subrogation shall be a first priority lien on the full or partial proceeds of any settlement,
judgment, or other payment recovered by or on behalf of the Covered Person, whether or not there
has been full compensation for all hissoer | osses, or as provided by
rights shall not be defeated by allocating the proceeds in whole or in part to nonmedical damages

Contractual Right To Reimbursement
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If a Covered Person receives full or partial proceeds from ey source for Covered Services

for an lliness or Injury, the Groudedical Plan has a contractual right of reimbursement to the
extent benefits were paid under the Plan for the same lliness or Injury. This contractual right to
reimbursement shall be adt priority lien against any proceeds recovered by the Covered Person,
whether or not the Covered Person has been fully compensated for all his or her losses, or as
provided by applicable law.

Such proceeds may include any settlement; judgment; paymews onder auto insurance
(except the Covered Personds own individual a
coverage) i ndi vidual or group no fault auto insur
insuranceor proceeds otherwise paid byhérd party. This contractual right to reimbursement is

in addition to and separate from the subrogation right. The GvimgicalP| anés r i ght s s
be defeated by allocating the proceeds in whole or in part to nonmedical damages.

When BCBSNE recovsrproceeds under this contractual right to reimbursement for all or a part

of t he CIl ai m, amounts previously <credited to
liability may be removed. Future Claims will be subject to the reinstated Deductible or
Coinsurance

No adult Subscriber may assign any rights to recover medical expenses from any third party to any
minor or other dependent of the adult Subscriber or to any other person, without the express written
consent of Groupedical Plan. The right to rexer, whether by subrogation or reimbursement,

shall apply to settlements or recoveries of deceased persons, minor dependents of a Subscriber,
incompetent or disabled Subscribers, or their incompetent or disabled Eligible Dependents.

The Subscriber agre@sfully cooperate and assist in any way necessary to recover such payments,
including but not limited to notifying BCBSNE of a claim or lawsuit filed on his or her behalf, or

on behalf of any Eligible Dependent for an Injury or lliness. The SubscribgihlEIDependent

or an authorized representative shall contact BCBSNE prior to settling any claim or lawsuit to
obtain an updated itemization of its subrogation Claim or reimbursement amount due. Upon
receiving any proceeds, the Subscriber, Eligible Degpeindr an authorized representative must

hold such proceeds in trust until such time as the proceeds can be transferred to thée@Gicalp

Plan. The party holding the funds that rightfully belong to the Gideglical Plan shall not
interrupt or prejudicée he Pl anés recovery of such payment s.

Costs incurred in enforcing these provisions shall also be recovered, including, but not limited to,
attorneysd6 fees, Ilitigati.on and court <cost s,

Wor kersd6 Compensation

Benefits are not availablerf&@ervices provided for Injuries or Ilinesses arising out of and in the

course of employment, whether or not the Covered Person fails to assert or waives his or her right
to Workersd6 Compensation or Empl oyershdrpagbi | it
for such Services or a settlement can be made,
the section of thbdWhkaddodl tNiott|l e€€dbvieExdl Wi ons
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If a Covered Person enters into a lusym settlement which include compensationpast or
future medical expenses for an Injury or lliness, payment will not be made under the Group
Medical Plan for Services related to that Injury or lliness.

Benefits are not payable for services determine to be not compensable due to noncomipfiance w

ter ms, rules and conditions wunder Wor kerso C
Licensed Workersd Compensation Managed Care P
Services that are related to the work Injury or lliness, but arendiest to be not necessary or
reasonabl e by the employer or Workersé Compen

In certain instances, benefits for such Services are paid in error under theM&diapl Plan. If

payment is received by the Covered Person for such Servicesursgntent must be made. This

rei mbursement may be refunded from any recove
Wor kersd Compensation carrier, as permitted b
the Subscriber when benefits are paid in edrge to his or her failure to comply with the terms,
rules and conditions of Wor kersdé compensatio
Compensation Managed Care Rlan

Legal Actions

The Subscriber cannot bring a legal action to recover under the Gdotrat least 60 days after
written proof of loss is given to BCBSNE. The Subscriber cannot start a legal action after three
years from the date written proof of loss is required.
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DEFINITIONS

ACA: The Patient Protection and Affordable Care Antl implementing regulations and sub
regulatory guidance.

Advanced Diagnostic Imagingdighly developed technologies that use computerized imaging or
radio isotropic enhancements to play a decisive role in diagnostics, such as computerized
tomography (CT)cans, magnetic resonance imaging (MRI), magnetic resonance angiography
(MRA), MRI of the breast, magnetic resonance spectroscopy (MRS), functional brain MRI
(fMRI), positron emission tomography (PET) scans, single photon emission computed
tomography (SPET) scans and other nuclear medicines.

Administrative Services Agreement (ASAJhe agreement entered into between the Group and
BCBSNE for admi ni st r-asured or partfally selihsured; health gades s e |
programs for eligibléssociates

Aggregate Deductible and/or Got-pocket Limit The term Aggregate is used to describe a
manner in which the Deductible and @itpocket Limit are accumulated under a mpkirson
Membership Unit. Aggregate Deductible means the entire family amountbaustet before
beneyts are available to any family member (f
Out-of-pocket Limit means the entire family amount must be met beforeshasihg is no longer
applicable. Family members may combine their Cay&nepenses to satisfy the family amounts.

Alcoholism or Drug (Substance Abuse) Treatment CeAtéacility Licensed by the Department

of Health and Human Services Regulation and Licensure, (or equivalent state agency), accredited
by the Joint Commission no Accreditation of Healthcare Organizations (JCAHO) or the
Commission on the Accreditation of Rehabilitation Facilities (CARF). Such facility is not
Licensed as a Hospital, but provides Inpatient or Outpatient care, treatment, Services, maintenance,
accomnodation or board in a group setting primarily and exclusively for individuals having any
type of dependency or addiction to the use of alcohol or drugs.

Allowable ChargeAn amount used by BCBSNE to calculate payment for Covered Services. This
amount willbe based on either the Contracted Amount femdtwork Providers or the Ouwf-
network Allowance for Oubf-network Providers.

Ambulatory Surgical Faciity A Certiyed facility that provid
requiring inpatient hospitaliat i on. Such facility must be Lice
state statutes, but shall not include the of

individual or group practice.

Approved Clinical Trial A phase I, phase I, phase lIll, phhase IV clinical trial that is conducted
in relation to the prevention, detection, or treatment of cancer or othénridatening disease or
condition and is one of the following:

1 A federally funded or approved trial.
1 Aclinical trial conducted under &DA investigational new drug application.
1 A drug trial that is exempt from the requirement of an FDA investigational new drug
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applicaton.
Routine patient costs for purposes of an Approved Clinical Trial shall mean Covered Services:

for which benefits @& payable absent a clinical trial;

required solely for providing the experimental or investigative Services or monitoring its
effect, or preventing complications; and

1 needed for reasonable and necessary care arising from the provision of an experimental
or investigative Services.

)l
)l

Approved ProviderA Licensed practitioner of the healing arts who provides Covered Services

within the scope of his or her Licenseo a Li censed or Certiyed f ac
provider, payable according to the terafighe Plan, Nebraska law or pursuant to the direction of
BCBSNE.

Auxiliary Provider A Certi yed social worker, psychiatri
drug abuse counselor or other Approved Provider who is performing Services within his or her
scope of practice and who is supervised, and
Psychologist, or as otherwise permitted by st
professional counselors performing mental health Services whwoatacensed Mental Health
Practitioners are included in this deynition.

Beneyt P 1 a mMhe Bgreermemebatween BCBSNE and the Group which includes the
Administrative Services Agreement, and any attachments or addenda, this Summary Plan
Description, and the individual enrollment information of Subscribers and their Eligible
Dependents.

Beneyt SAusommeanygfthecot hari ng amounts, beneyt maxi:r
speciyc information regarding coveavidega@asaunder
separate document, and/ or included within this Summary Plan Description.

Beneyt Yearonsecutive period of ti me, speciyec
beneyts are accumul at eofpodket hrairadd abyraggpi Pat b et blehe
maxi mums or | imits. Your Beney-monthpedad, asrshoyyn b e a
on your Beneyt Summary.

BlueCard® Program This Blue Cross and Blue Shield Association (BCBSA) program is a
collection of policies, provisions amiidelines that enables BCBSNE to process Claims incurred
by Covered Persons residing or traveling outside its Service Area by utilizing the discounts
negotiated by the Qsite plan and its Contracting Providers.

Certiycation ( CeA teermipnatioA hydBCESNE briitg degdignee, that an
admission, extension of stay or other health care service has been reviewed and, based on the
information provided, meets the clinical requirements for Medical Necessity, appropriateness,
level of care,oreflet i veness under the auspices of the a

Certiycation also refers to successful wvolunt :
speciyed by regulatory entities. Agenwheres and
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they are accredited by the Joint Commission on Accreditation of Healthcare Organizations
(JCAHO), the Commission on the Accreditation of Rehabilitation Facilities (CARF), American
Association for Ambulatory Health Care (AAAHC), American AssociatianXocreditation of
Ambulatory Plastic Surgery Facilities (AAAAPSF), Medicare or as otherwise provided in the Plan
provisions or state law.

Clamm A request for beneyts under this Pl an.

Cognitive Training A rehabilitative intervention aimed at retrainioigfacilitating the recovery of
mental and information processing skills including perception, prebtEwing, memory storage
and retrieval, language organization and expression.

CoinsuranceThe percentage amount the Covered Person must pay for CoeeventS

Congenital AbnormalityA condition existing at birth which is outside the broad range of normal,
such as cleft palate, birthmarks, webbed ynge.!
organ such as protruding ears are not consicef@oingenital Abnormality.

Contracted AmountThe Allowable Charge agreed to by BCBSNE or ansib& plan and
Contracting Providers, for Covered Services received by a Covered Person.

Contracting ProviderAn In-network Provider or an Qsite BlueCard Progm Preferred or
Participating Provider.

Convenient Care/Retail ClinidA medical clinic located in a retail location such as a grocery or
drug store, where a provider offers treatment of minor medical conditions, immunizations and
physicals without an appament.

Copayment (CopayA yxed doll ar amount of the AlIl owabl
Person for a Covered Service, as indicated in
and do not accumulate to the Deductible.

Cosmetic Any Servicespr ovi ded to i mprove the patientds g
signiycant i mprovement in physiologic functic
psychological factors.

CoveredPerson Any person entitled toabenegtshéoBerlke
Document administered by BCBSNE.

Covered ServicedHospital, medical or surgical procedures, treatments, drugs, supplies, Durable
Medical Equipment, or other health, mental health or dental care, including any single Service or
combnati on of Services, for which beneyts are f
the ASA is in effect.

Creditable CoverageCoverage of the individual under any of the following: (a) a group health

pl an, as deyned by HI Ragéconsiétingof nmedicallcarehoffared Bywar a n c
health insurance issuer in the group or individual market; (c) Part A or Part B of Medicare; (d)
Medi cai d, ot her than coverage consisting sol
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immunizations); (e) ifle 10 U.S.C. Chapter 55 (medical and dental care of the uniformed
services); (f) a medical care program of the Indian Health Service or a tribal organization; (g) a
State health beneyts risk pool ; ( h))atpuple Feder
health plan, which means a plan providing health coverage that is established by a State, the U.S.
government, or a foreign country, or a political subdivision thereof; (j) a health plan of the Peace
Corps, or (k) a St at Progam {SCHIR).)ends Health I nsur

Creditable Coverage does not Il nclude coverag
including: coverage only for accidents; disability income coverage; liability insurance, including
general liability and automobile liability and anypplement thereto; credit only insurance; or
coverage for onsite medical clinics.

Ot her excepted beneyts include: l'i mited scop
coverage; non coordinated coverages imds§ er ed
policies, hospital or other yxed indemnity in

Supplemental health insurance, TRICARE supplemental programs or other similar supplemental
coverage.

Custodial CareThe level of care that consistsmdrily of assisting with the activities of daily
living such as bathing, continence, dressing, transferring and eating. The purpose of such care is
to maintain and support the existing level of care and preserve health from further decline.

Custodial Caréncludes:

1 care given to a Covered Person who:
o is mentally or physically disabled; and
0 needs a protected, monitored or controlled environment or assistance to support
the basics of daily living, in an institution or at home; and
0 may be ventilator dependemt require routine catheter maintenance;

1 healthrelated Services that are provided for the primary purpose of meeting the personal
needs of the Covered Person or maintaining
Services are considered to be skilledvi®ess), as opposed to improving that function to
an extent that might allow for a more independent existence; and

1 Services that do not require continued administration by trained medical personnel in
order to be delivered safely and effectively, such esrdéng pulse, temperature, and
respiration; supervising medications that can usually beadetinistered; or
administration and monitoring of feeding systems.

Deductible An amount of Allowable Charges that must be paid by the Covered Person each
Ben&eytar before beneyts are payable by the Pl a

Durable Medical EquipmenEquipment and supplies which treat an lliness or Injury, to improve
the functioning of a particular body part, or
condition. Sich equipment and supplies must be designed and used primarily to treat conditions
that are medical in nature, and be able to withstand repeated use. Durable Medical Equipment
includes such items as prosthetic devices, orthopedic braces, crutches actauisedi does not

include sporting or athletic equipment or items purchased for the convenience of the family.
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Eligibility Waiting Period Appl i cabl e to new Subscribers onl
empl oyment and t he esthe®lan. Thhiagerod rady inadudevthe prebgtienary n d
period. This period will not exceed 90 days.

Eligible Dependent

1 The spouse of the Subscriber unless the marriage has been ended by a legal, effective
decree of dissolution, divorce or separation;
f Children to age 26. AChil dreno means:
othe Subscriberds biological and adopted
0 a grandchild who lives with the Subscriber in a regular gbelicent relationship
where the grandchild receives no support or maintenance from the parent and
wherethe Subscriber is a coegppointed guardian of the grandchild;
oa stepchild (the son or daughter of the
o a child, other than a grandchild or stepchild, for whom the Subscriber is a court
appointed guardian, but does notlirte a foster child.
1 Reaching age 26 will not end the covered c
child is, and remains both incapable of sel§taining employment, or of returning to
school as a fultime student, by reason of mental or phgkltandicap; and dependent
upon the Subscriber for support and maintenance.

Proof of the requirements stated above must be recéiyettie group health plafrom the
Subscriber within 31 days of the chinbtth@es r eac
often than yearly after two years of such handicap). Determination of eligibility under this
provision will be made bBCBSNE Any extendedoverage under this paragraphl be subject

to all other provisions of the Plan.

Embedded Deductible amul/ OQutof-pocket Limit The term Embedded is used to describe a
manner in which the Deductible and @idtpocket Limit are accumulated under a mpkirson
Member ship Unit. An Embedded accumul ati on me
combined to satisfthe family amount, however no one family member must contribute more than

the individual amount (Embedded amount) to satisfy the family amount.

Emergency CareAny Covered Services provided in a Hospital emergency room setting.

Emergency Medical ConditioiA medical or behavioral condition, the onset of which is sudden,

t hat mani fests itself by symptoms of sufycien
that a prudent layperson, possessing an average knowledge of medicine and health, could
reasonably expect the absence of immediate medical attention to result in:

T placing the health of the person afpicted
case of a behavioral condition, placing the health of such persons or others in serious
jeopardy;

f serious i mpairment to such persondés bodily

1 serious impairment of any bodily organ or part of such person; or

T serious disygurement of such person.
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Essential Health BenefitShe ACA identifies ten categories of Covered Services as kEasent
Health Benefits: ambulatory patient services; emergency services; hospitalization; maternity and
newborn care; mental health and substance use disorder services, including behavioral health
treatment; prescription drugs; rehabilitative and habilitatbezvices; laboratory services;
preventive and wellness services and chronic disease management; and pediatric services,
including oral and vision care.

Group The employer/entity providing health coverage folAssociatefparticipants pursuant to
the ageement with BCBSNE.

Habilitative ServicesHealth care Services that help a person keep, learn, or improve skills and
functioning for daily living. These Services may include physical and occupational therapy,
speecHanguage pathology and other Servitpeople with disabilities in a variety of Inpatient
and/or Outpatient settings.

Hospice A program of care provided for persons diagnosed as terminally ill and their families.

Hospital An institution or facility duly Licensed by the State of Nebraskthe state in which it

is located, which provides medical, surgical, diagnostic and treatment Services with 24 hour per
day nursing Services, to two or more nonrelated persons with an lliness, Injury or Pregnancy, under
the supervision of a staff of Phgmns Licensed to practice medicine and surgery.

Host Blue A Blue Cross and/or a Blue Shield plan in another Blue Cross and Blue Shield
Association Service Area, which administers Claims through the BlueCard Program for Nebraska
Covered Persons residing traveling in that Service Area.

Implant An artiyci al material grafted or i mplant

lliness A condition which deviates from or disrupts normal bodily functions or body tissues in an
abnormal way, and is manifested by a charactesstiof signs or symptoms.

Independent LaboratanA freestanding facility offering radiology and pathology Services which
is not part of a Hospital and is Licensed by the proper authority in the state in which it is located.

Injury: Physicalharmordamag i npi cted to the body from an e

In-network Hospital, Physician Or Other ProvidArLicensed practitioner of the healing arts, a
Licensed facility or ot her qualiyed provider
BCBSNE to provide &vices as a part of a Preferred Provider network in Nebraska.

Inpatient A patient admitted to a Hospital or other institutional facility for bed occupancy to
receive Services consisting of active medical and nursing care to treat conditions requiring
cortinuous nursing intervention of such an intensity that it cannot be safely or effectively provided
in any other setting.

Investigative A technology, a drug, biological product, device, diagnostic, treatment or procedure
t hat has not b dadated. BECBSNE will idetecrank whethe¥ @ technology is
Investigative.
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Late Enrollee An i ndi vi dual who does not enrol |l for
or she is eligible, or when eligible, during a Special Enroliment Period.

Licensure (Licered) Permission to engage in a health profession that would otherwise be
unlawful in the state where Services are performed, and which is granted to individuals who meet
prerequisite qualiycations. Licensesure protect

Long Term Acute Care (LTAC)Specialized acute Hospital care for medically complex patients
who are critically ill, have muksystem complications and/or failures, and require hospitalization
in a facility offering specialized treatment programs andreggive clinical and therapeutic
intervention on a 2hour/severday aweek basis.

Medicaid Grants to states for Medical Assistance Programs, Title XIX of the Social Security Act,
as amended.

Medically Necessary or Medical Necessitiealth care Serviseordered by a Treating Physician
exercising prudent clinical judgment, provided to a Covered Person for the purposes of prevention,
evaluation, diagnosis or treatment of that Co

1 consistent with the pwailing professionally recognized standards of medical practice;
and, known to be effective in improving health care outcomes for the condition for which
it is recommended or prescribed. Effectiveness will be determined by validation based
upon s cvidencet professional standards and consideration of expert opinion;

1 clinically appropriate in terms of type, frequency, extent, site and duration for the

prevention, diagnosis or treatment of the
The most apmpriate setting and the most appropriate level of Service is that setting and

that | evel of Service, considering the pot
this test is applied to the care of an I np

and conditions must require that treatment cannot be safely provided in a less intensive
medical setting;
1 not more costly than alternative interventions, including no intervention, and are at least
as likely to produce equivalent therapeutic or diagnossalts as to the prevention,
di agnosis or treatment of the patientos |1
affecting the Covered Personbés medical con
1 not provided primarily for the convenience of the following:
o the Covered Person;
o thePhysician;
othe Covered Personods family;
0 any other person or health care provider; and
1 not considered unnecessarily repetitive when performed in combination with other
prevention, evaluation, diagnoses or treatment procedures.

BCBSNE will determine whether Services are Medically Necessary. Services will not
automatically be considered Medically Necessary because they have been ordered or provided by
a TreatingPhysician.
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Medicare Health Insurance for the Aged and Disabled eTXVIIl of the Social Security Act, as
amended.

MembershipUnit The category of persons to be provid
enrollment.

1 Single Membership: This option provides be
Subscriber only.

1 SubscribeiSpouse Membership: This option provi de
provided to the Subscriber and his or her spouse.

1T Single Parent Membership: This option prov
to the Subscriber and his or her EligiBlependent children, but not to a spouse.

T Family Membership: This option provides be
Subscriber and his or her Eligible Dependents.

Other Membership Units may be available as determined by BCBSNE and the Group.

Mental Health Services Provider A qual i yed Physician, Licensed
Psychologist, and Licensed Mental Health Practitioners are payable providers under the Plan. A
Mental Health Practitioner may also be a Licensed Professional Couyhseensed Marriage and

Family Therapistpr a Licensed Clinical Social Worker whodsu |l vy Cer t i yed/ Li cen
practice by state law. It also includes, for purposeth@fPlan, Auxiliary Providers supervised,

and billed for, by a professional permitted by state law. All mental health Services must be
provided under appropriate supervision and consultation requirements as set forth by state law.

1 Licensed Psychologist: A person Licensed to engage in the practice of psychology in this
oranothef uri sdiction. The terms Certiyed, regi
chosen by a jurisdiction to authorize the autonomous practice of psychology shall be
considered equivalent terms.

1 Licensed Special Psychologist: A person who has a doctoral daegvegchology from
an institution of higher education accredited by the American Psychological Association

but who is not Certiyed in clinical psycho
License to practice psychology that continues to require sigpmm\hy a Licensed

Psychol ogist or qualiyed Physician for any
emotional disorders. This psychologist may provide mental health Services without
supervision.

1 Licensed Mental Health Practitioner: A person Licenseddwige treatment,
assessment, psychotherapy, counseling, or equivalent activities to individuals, families or
groups for behavioral, cognitive, social, mental, or emotional disorders, including
interpersonal or personal situations. Mental health pradiakiaclude the initial

assessment of organic ment al or emotional
purpose of referral to, or consultation wi
Psychologist.

Mental health practice shall not include the praedf psychology or medicine, prescribing drugs

or electroconvulsive therapy, treating physical disease, Injury, or deformity, diagnosing major

Ment al ' 1l ness or di sorder except in consul't
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Psychologist, measugnpersonality or intelligencéor the purpose of diagnosis or treatment
planning, using psychotherapy with individuals suspected of having major mental or emotional

di sorders except i n consultation withnga qual.
psychotherapy to treat the concomitants of or
Physician or Licensed Psychologist.

Mental lllness A pat hol ogi cal state of mi nd produci |
physiological symptoms {stress) together with impairment in one or more major areas of
functioning (disability) wherein improvement can reasonably be anticipated with therapy, and
which is a condition listed in the Diagnostic and Statistical Manual of Mental Disorders (DSM IV

or any subsequent version).

Noncovered Services Ser vi ces that are not payabl e under

On-site or Host PlanA Blue Cross and/or a Blue Shield plan in another Blue Cross and Blue
Shield Association Service Area, which administersr@$athrough the BlueCard Program for
Nebraska Covered Persons residing or traveling in that Service Area.

Outof-network AllowanceAn amount BCBSNEisedo calculate payment for Covered Services
to an Ouwtof-network Provider. This amount will leeeterminedoy BCBSNEor by the Host Blue
plan, as applicable.

1 If determined by BCBSNE: the Gof-network Allowance is calculated as the lesser of the
billed charge or an allowance established using-@etermined method based on the type
of service. Such methods include, but are not limited to:

o A fee schedule based on a percentage of the Medicare allowance for the service;
0 A per diem or daily rate allowance;

o0 A percentage of billed charges;

0 An APR-DRG grouping methodology.

1 If determined by a Host Blue Plan: the éftnetwork Allowance will behe amount that

t he Host Blue Plan passes to BCBSNE. The H
0 A negotiated price for their participating providers;
o The billed charge;
o Their local payment for nonparticipating providers;
o Price arrangement requiregt bny applicable state law.

Outof-network Provider A provider of health care Services who has not contracted with
BCBSNE to provide Services as a part of a Preferred Provider network in Nebraska.

Outof-pocket Limit The maximum amount of ceshare edt Covered Person or Membership
Unit must pay in a Benefit Year before benefits are payable without application ofshaost
amount. The Oubf-pocket Limit includes Deductible, Coinsurance and Copayment amounts for
medical and pharmacy Services, unlgberwise stated. The Oaf-pocket Limit does not include
premium amounts, amounts over the Allowable Charge, or penalties for failure to comply with
Certification requirements or as may be imposed under the Prescription Drug Program
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Outpatient A personwho is not admitted for Inpatient care, but is treated in the Outpatient
department of a Hospital, in an observation room, in an Ambulatory Surgical Facility, Urgent Care
Facility, a Physiciands ofyce, or dpatieit.to me. Am

Outpatient ProgramAn organized set of resources and Services for a Substance Abusive or
mentally il/ popul ati on, administered by a C
accomplishment of a designed set of objectives. Day treatmenigl pmare and Outpatient

Programs which provide primary treatment for Mental lliness or Substance Dependence and Abuse
must be provided in a facility which is Licensed by the Department of Health and Human Services
Regulation and Licensure, (or equivalstdte agency) or accredited by the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO) or the Commission on the Accreditation of
Rehabilitation Facilities (CARF).

This deynition does sepéndency damiydneervgom engpfoyeens o f
assistance, probation, prevention, educational orhediff programs, or programs which treat

obesity, gambling, or nicotine addiction. It also does not include Residential Treatment Programs

or day rehabilitation programs for Mental lliness Residential Treatment Programs, halfway
house or methadone maintenance programs for S
not be provided for programs or services ordered by the Court that are not Medically Necessary as
determined by BCBSNE.

Paticipating Provider A Li censed practitioner of the hea
care Services, who is a Participating Provider in the BlueCard Program Participating network.

Physical RehabilitatianThe restoration of a person who wasadlied as the result of an Injury or

an acute physical impairment to a level of function which allows that person to live as
independently as possible. A person is disabled when such person has physical disabilities and
needs active assistance to perform tlormal activities of daily living, such as eating, dressing,
personal hygiene, ambulation and changing body position.

Physician Any person holding a License and duly authorized to practice medicine and surgery
and prescribe drugs.

Plan Thegrouphealtb | an of beneyts established by the P

Plan AdministratarThe administrator of the GroledicalP| an as deyned by ERI

Preferred Provider OrganizatioA panel of Hospitals, Physicians and other health care providers
who belongo a network of Preferred Providers, which agrees to more effectively manage health
care costs.

Preferred ProvideA health care provider (Hospital, Physician or other health care provider) who
has contracted to provide Services as a part of the netwbidbraska, or if in another state, who
is a Preferred Provider with the BlueCard Program PPO network.

Pregnancy Includes obstetrics, abortions, threatened abortions, miscarriages, premature

deliveries, ectopic pregnancies, cesarean sections or otliti@os or complications caused by

Pregnancy. For purposes of this Plan, Pregnancy also includes a condition or complication caused
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by Pregnancy, but separate from, and not part of the Pregnancy. It occurs prior to the end of the
Pregnancy, and is advergelffected by it. Postpartum depression and similar diagnoses are not
considered complications of Pregnancy.

Preventive Services which focus on the prevention of disease and health maintenance, including
the early diagnosis of disease, discovery andidgnt at i on of hi gh ri sk for
interventions to avert a health problem in nonsymptomatic individuals.

Primary Care Physican A Physi cian who has a majority of
internal or general medicine, obstetriggigcology, general pediatrics or family practice.

Private Duty Nursing Conti nuous nursing care (beyond th
skilled nursing visit) in homes or facilities. Private Duty Nursing is primarily-skiled in nature

but may inclue skilled Services and is generally provided to chronically ill patients over the long

term.

Qual i yed :BmderE€PBRA,arringividual who mustin certain circumstances, be offered

the opportunity to elect COBRA coverage under a group health plan. The term generally includes
acoveretAssociatd s spouse or dependent chil daltepan who we
on the day before a Qualifying Event, as well as a covikssdciatevho was covered under the

group health plan on the day before a Qualifying Event that is a termination of employment or a
reduction in hours. The term also includes a child bmor adopted by a coverédsociateduring

a period of COBRA coverage.

Qualifying Event The circumstances that entitle persons to elect COBRA coverage.

Residential Treatment PrograrBervices or a program organized and staffed to provide both
general ad specialized nohospital based interdisciplinary Services 24 hours a day; seven days a
week for persons with behavioral health disorders. Residential treatment may be provided in
freestanding, nonhospithlased facilities or in units of larger entitisach as a wing of a hospital.
Residential Treatment Programs may include nonhospital addiction treatment centers;
intermediate care facilities; psychiatric treatment centers or other nonmedical settings.

Schedul e :®&fsumBarined persenal documassued by BCBSNE which provides
information such as Subscriber, Group and Pl
Coinsurance amounts, and the type of Membership Unit selected.

Scient i yc aAtechnoNg,ladrdgabioegical product, deyidiagnostic, treatment or
procedure is Scientiycally Validated if it me

1. Technol ogi es, drugs, bi ol ogi cal product s,
approval from the appropriate government regulatory bodielsué or biological
product must have ynal approval from the F
device must have ynal approval from the FD
of use that is being evaluated. FDA or other governmental approvayisranof the
factors necessary to determine Scientiyc V
2. The Scientiyc Evidence must permit concl us
on health outcomes. The evidence should consist ofdesigned and weltonducted
Exhibit A-1

108|Page
4811-33582725.13



investigations pubdihed in peereviewed journals. The quality of the body of studies and
the consistency of the results are considered in evaluating the evidence.
The evidence should demonstrate that the technology can measure or alter the
physiological changes related taliaease, injury, lliness or condition. In addition there
should be evidence based on established medical facts that such measurement or
alteration affects the health outcomes.
Opinions and evaluations by national medical associations, consensus patiets or
technol ogy evaluation bodies are evaluated
supporting evidence and rationale. Our evidence includes, but is not limited to: Blue
Cross and Blue Shield Association Technology Evaluation Center technology
evallmt i ons; Hayes Directory of New Medical T
Medicare and Medicaid Services (CMS) Technology Assessments, and United States
Food and Drug Administration (FDA) approvals.
3. The technology must improve the health outcome.
4. The techntogy must improve the health outcome as much as or more than established

alternatives.
5. The improvement must be attainable outside the investigational settings. BCBSNE will
determine whether a technology is Scientiy

Services Hospital, medial or surgical procedures, treatments, drugs, supplies, Home (Durable
Medical Equipment, or other health, mental health or dental care, including any single service or
combination of such Services.

Service AreaThe geographic area in which a Blue Crosd Blue Shield plan is authorized to
use the Blue Cross and Blue Shield brands pursuant to its license agreement with Blue Cross and
Blue Shield Association.

Skilled Nursing CareA level of care that includes Services that can only be performed safely and
correctly by a licensed nurse (either a registered nurse or a licensed practical nurse).

Special EnrolleeAn eligible person who enrolls for coverage during a Special Enrollment Period.

Special Enroliment Period\ period of time during which a Special Enrollee is allowed to enroll
because of a loss of coverag®rriage, birth, adoption or placement for adoption, without being
considered a Late Enrollee, subject to certain criteria as further described iRBhis S

Specialist A Physician who has a majority of his o
general medicine, obstetrics/gynecology, general pediatrics or family practice.

Subscriber An individual who enrolls for health coverage andisnamedon i denti ycat i @
i ssued pursuant to the Beneyt Plan Document ,

1 An employee hired by an employer who makes application for health coverage for its
employees;

1 Aformerassociatgual i yed t o receive beneyts as dey!

T ACOBRAQwmI|I i yed Beneyciary.
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Substance Dependence and Abusdeoholism, drug abuse and nicotine dependence or addiction.

Substance Dependence and Abuse Treatment Cénfacility Licensed by thdepartment of

Health and Human Services Regulation and Licensure, (or equivalent state agency), accredited by
the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) or the Commission
on the Accreditation of Rehabilitation FacilitiesARF). Such facility is not Licensed as a
Hospital, but provides Inpatient or Outpatient care, treatment, Services, maintenance,
accommodation or board in a group setting primarily and exclusively for individuals having any
type of Substance Dependence @uée.

Telehealth ServicesA web-based, video or telephonic visits, calls or consultations between a
Covered Person and an Approved Provider. Telehealth is a delivery of care method for the
di agnosis and treatment of a Covered Personos

Telemedicine Service#\ Service by a covered health care provider and patient at the originating
site contacting another health care provider at another site for consultative Services.

Treating PhysicianA Physician who has personally evaluated theep&tiThis may include a
Physician or or al surgeon, a Certiyed nurse r
Physiciandés assistant, within the practitione

Urgent Care FacilityA facility, other than a Hospital, that provileovered health Services that
are required to prevent serious deterioration
unforeseen sickness, Injury or the onset of acute or severe symptoms.

ValueBased ProgramAlso known as patierfbocused are, a ValueBased Program is an
outcomeshased payment arrangement and/or a coordinated care model facilitated with one or
more local providers that is evaluated against cost and quality metrics/factors and is reflected in
provider payment. ValuBased (ptientfocused) Programs may include, but are not limited to,
Accountable Care Organizations, Global Payment Costs of Care arrangements, Patient Centered
Medical Homes and Shared Savings arrangements.

We, Our or UsBlue Cross and Blue Shield of NebrasB&€BSNE).

Work-hardening Physical therapy or similar Services provided primarily for strengthening an
individual for purposes of his or her employment.
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EXHIBITA -1.1

WOODMEN LIFE
SELECT HRA

SCHEDULE OF BENEFITS SUMMARY

(Effective Date: 01/02019

In-networkProvider Outof-network Provider

Covered Services are reimbursed based on the Allowable Charge. Blue Cross and Blue Shield of Netataaidk In
Providers have agreeddocept the benefit payment as payment in full, not including Deductible, Coinsurance and/o
Copayment amounts and any charges foraanv er ed servi ces, which are the
In-network providers, under the terms oftheiont r act wi th Bl ue Cross and Bl u
Contracted Amount. Owdf-network Providers can bill for amounts over the-Giuhetwork Allowance.

In-network Provider: The provider network is shown on your |.D. card. For helle¢ating Innetwork Providers, visit
www.nebraskablue.com.

Deductible
(the amount the Covered Person pays each Cal
Year for Covered Services before the Coinsuran

payable)
1 Individual $2,000 $4,000
1 Family (Aggregate*) $4,000 $8,000

Coinsurance
(the percentage amount the Covered Person mug
for most Covered Services after the Deductible hg
been met)

1 Covered Person Pays 30% 50%

Out-of-pocket Limit
(does not include premium, penalty and amounts
covered by the plan)

f Individual $4,500 $9,000
1 Family (Aggregate*) $9,000 $18,000
Telehealth Services $15 copay Not covered

Once the annual Owf-pocket Limit is reached, most Covered Services are payable by the plan at 100% for the r
Calendar Year.

In-network and Oubf-network Deductible and Owtf-pocket Limits cross accumulate. All other limits (days, vis
sessions, dollar amounts, etc.) cross accumulate betwemtviork and Oubf-network, unless noted differently.

Day, session or visit liits for certain services shown on this summary are not applicable to Mental lliness

Substance Dependence and Abuse.

*Aggregatei If you have single coverage, you only need to satisfy the individual Deductible arud-@atket Limit. If

you havefamily coverage the individual amounts do not appllge entire family Deductible must be met prior to g
benefits becoming available, and the entire family-@ftppocketmust be met before cesharing no longer applies
Family members may combine theiovered expenses to satisfy the required family Deductible anebfcpaicket

amounts.
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Copayment(s) (copay(s)) apply to:
1 Physician Office
1 Telehealth Services
1 Urgent Care Facility
1 Emergency Care
1 Prescription Drugs

The Copay amount varies by the type of Covered Service. Refer to the appropriate cate
benefit information.

Outof-pocket Limit includes:
1 Deductible
1 Coinsurance
1 Medical Copays
1 Prescription Drug Copays
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Covered Services lliness or Injury

In-network Provider

Out-of-network Provider

PhysicianOffice

1 Primary Care Physician Offidésit

1 Primary Care Physician Other
CoveredServices and supplies
provided inthePhy si ci an®6
(with or withoutanoffice visit billed)

1 Specialist Physicia®ffice Visit

1 Specialist Physician Oth&overed

Services and supplies providedlie
Physicianbés Of fi
anoffice visit billed)

$30Copay

Applicable office visitCopay

Deductible an@oinsurance

Deductible an@oinsurance

Deductible an@oinsurance

Deductible and€Coinsurance

Deductible an@oinsurance

Deductible an@oinsurance

1 Allergy Injections andserum

Deductible andoinsurance

Deductible andoinsurance

1 Otherlnjections

Deductible an@oinsurance

Deductible andCoinsurance

Primary Care Physiciaris a physician who has a majority of his or her practice in internal or general
medicineobstetrics/gynecologygeneralpediatricsor family practice A physician assistantis coveredn
thesamemannerasa PrimaryCarePhysician.

Specialist Physiciars a physician who is not a Primary CRieysician.

Office Visit Benefitsfor PrimaryCareandSpecialistPhysicianOffice Visit includeoffice visits (including
theinitial visit to diagnose pregnancy) andnsultations.

Other Covered Services not part of the Physician Office Benefit (Refer to the appropriate categdugrietit
information) include: Allergy Injections& Serum;Otherinjections;AdvancedDiagnosticimaging(CT, MR,
MRA, MRS, PET & SPECTscans and other Nuclear Medicine); Pregnancy Services; Preventive Services
Radiation Therapy &hemotherapySurgery & Anesthesia; Therapy & Manipulations; Durable Medical
Equipment; Sleep Studies; BiofeedbaekychologicaEvaluations, Assessments, arekting.

Telehealth Services

$15 Copay

Not Covered

Convenient Care/Retail Clinics (Quick
Care)

Same as a Primary Cdpaysiciaf

Same as a Primary Cdpaysician

Urgent Care Facility Services

$55 Copay

Deductible andCoinsurance

Emergency Care Servicegservices
receivedn a Hospital emergency room
setting)

1 Facility

1 ProfessionaBervices
(Copayment is waived if admitted the

hospital within 24 hours for theame
diagnosis)

$175 Copay,thenDeductible
andCoinsurance

Deductible andCoinsurance

In-network level obenefits

In-network level obenefits

Outpatient Hospital or Facility Services

Services such as surgery, laboratang
radiology, cardiac angulmonary
rehabilitation, observation stays, asttier
services provided on an outpatieasis

Deductible andCoinsurance

Deductible andCoinsurance

Inpatient Hospital or Facility Services
Charges for room and boadiagnostic
testing, rehabilitation and othancillary
services provided on an inpatiéaisis

Deductible an@oinsurance

Deductible an@oinsurance

4811-33582725.13
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Preventive Services

In-network Provider

Out-of-network Provider

PreventiveServices

1 Affordable Care Act (ACAYequired
preventive services (may be subiject
limits that include, but are nbinited
to, age, gender, aricequency)

1 ACA required covered
preventiveservices (outside of
limits)

9 Other covered preventive servicex
required by ACA, suchs:

- Laboratory tests as specifibgl
Us, including urinalysisind
complete blood coungeneral
health panel; comprehensive
metabolic paneprostatecancer
screening (PSAandhearing
exams

- All other laboratorytests;
radiology, cardiac stresssts;
EKG; pulmonary function
andother screenings and
services

Plan Pay400%

Plan Pay400%

Plan Pay400%

Plan Pay400%

Deductible an€oinsurance

Deductible andCoinsurance

Deductible an@oinsurance

Deductible an€oinsurance

Immunizations
1 Pediatric (up to ageé)
1 Age7 andolder
1 Related to aillness

Plan Pay400%
Plan Pay400%
Same as any oth#iness

Deductible andCoinsurance
Deductible ancCoinsurance
Same as any othéiness

Mental Iliness and/or Substance
Dependence and Abuse Covered Servic

In-network Provider

Out-of-network Provider

Inpatient Services

Deductible andCoinsurance

Deductible andCoinsurance

Outpatient Services
1 Office Services
1 Telehealth Services

1 All Other Outpatient Items &
Services

$30 Copay
$15 Copay

Deductible and Coinsurance

Deductible and Coinsurance
Not Covered

Deductible and Coinsurance

Emergency Care Servicegservices
receivedn a Hospital emergency room
setting)

1 Facility

1 Professionabervices
(Copayment is waived if admitted
tothehospital within 24 hours for
thesamediagnosis)

$175Copay, Deductibland
Coinsurance
Deductible andCoinsurance

In-network level obenefits

In-network level obenefits
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Other Covered Services lliness or
Injury

In-network Provider

Out-of-network Provider

Acupuncture

Not Covered

Not Covered

Advanced Diagnostic Imaging(CT,
MRI, MRA, MRS, PET & SPECT scans
and otheNuclearMedicine)

Deductible an€oinsurance

Deductible an€oinsurance

Ambulance (to the nearest
facility for appropriatecare)
1 GroundAmbulance

1 Air Ambulance

Deductible andCoinsurance

Deductible ancCoinsurance

In-network level obenefits

In-network level obenefits

Autism Spectrum Disorder

Same as any other menthiess|

Same as any other mentaless

Biofeedback

Deductible an€oinsurance

Deductible an€oinsurance

Bone Anchored Hearing Aid

Not Covered

Not Covered

Cochlearimplants

Deductible andoinsurance

Deductible an€oinsurance

Dermatological Services

Same as any oth#éiness

Same as any oth#éiness

Diabetic Services

Services includeducationself
managemertraining, podiatric
appliances anedquipment.

Deductible andoinsurance

Deductible an€oinsurance

Durable Medical Equipment and
Supplies(including Prosthetics)

(rental or purchase, whichever is least
costly;rental shalhot exceed the cost of
purchasing)

Deductible andoinsurance

Deductible an€oinsurance

Eye Glasses or ContackLenses

Only covered if required because of a
changen prescription as a result of
intraocularsurgery or ocular injury
(must be withirnl2 months of surgery or

injury)

Deductible andCoinsurance

Deductible ancCoinsurance
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Other Covered Services lliness or
Injury

In-network Provider

Out-of-network Provider

Hearing Aids

Not Covered

Not Covered

Home Health Aide and Skilled
Nursing Home Health Aide (limited
to 60 dayperCalendaiYear)
Skilled Nursing Care (limited to 8
hoursperday)

Deductible an€oinsurance

Deductible an@oinsurance

Home Infusion Therapy

Deductible ancCoinsurance

Deductible and€Coinsurance

HospiceServices

Deductible ancCoinsurance

Deductible and€Coinsurance

IndependentLaboratory
1 Diagnostic

1 Preventive

Deductible andCoinsurance

Same as Preventive Servidas
network level obenefits

In-network Level oBenefits

Same as Preventive Servidas
network level obenefits

Infertility
1 Services taliagnose
1 Treatment to promotkertility

Same as any oth#éiness
Not Covered

Same as any oth#éiness
Not Covered

Inserts/Arch Supports (custom ankle/foot
shoeinserts and arcbupports)

Deductible ancCoinsurance

Deductible andCoinsurance

Nicotine Addiction

1 Medical services antherapy

Same as Substanbependence

Same as SubstanbDependence

andAbuse andAbuse
1 Nicotine addiction class&s
alternative therapy, sucs Not Covered Not Covered
acupuncture
Obesity
1 Non-surgicaltreatment Not Covered Not Covered
1 SurgicalTreatment Not Covered Not Covered

Oral Surgery and Dentistry

Services such as incision and drainage
of abscesses and excision of tumors and
cysts.

Dentaltreatment when due to an
accidentalnjury to naturally healthy
teeth(treatmentelated to accidents
must be providedithin 12 months of
the date oinjury).

Deductible ancCoinsurance

Deductible andCoinsurance

Organ and TissueTransplantation

Deductible ancCoinsurance

Deductible andCoinsurance

Ostomy Supplies

Deductible an@oinsurance

Deductible an@oinsurance
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Other Covered Services lliness or Injury

In-network Provider

Out-of-network Provider

Physician Professionabervices
Inpatient and Outpatiei@ervices, suchs,
surgery, surgical assistaanesthesia,
inpatient hospital visits and otheon
surgicalservices

Deductible an@oinsurance

Deductible an@oinsurance

Pregnancy, Maternity and NewbornCare
1 Pregnancy anthaternity
(Paymentor prenatal and
postnatal care isicludedin the
payment for thelelivery)

1 Newborncare

NOTE: Newborns are covered at birth,
subject to the plan
NOTE: Dependent child maternity is not
covered.

DeductibleandCoinsurance

Deductible and€Coinsurance

Deductible an@oinsurance

Deductible and€Coinsurance

Radiation Therapy andChemotherapy

Deductible andoinsurance

Deductible andoinsurance

Radiology (xray) Services and
other DiagnosticTest

Deductible andCoinsurance

Deductible andCoinsurance

Rehabilitation Servicesi Inpatient
Facility Rehabilitation Services

1 Cardiac rehabilitation (limited
to 18 sessions peatiagnosis)

1 Pulmonary Rehabilitation
(Chroniclung disease is limited
to 18sessionper diagnosis, not
to exceedl.8 sessions per
Calendar Year.ung, heartlung
transplants antling volume are
limited to 18sessiongollowing
referral and prior teurgeryplus
18 sessions within six montb$
discharge from hospitébllowing

Deductible andoinsurance

Deductible andoinsurance

Deductible andoinsurance

Deductible andoinsurance

RenalDialysis

Deductible andoinsurance

Deductible an@oinsurance

Respiratory Care
(limited to 60 days per Calendéear)

Deductible andCoinsurance

Deductible andCoinsurance
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Other Covered Serviced lliness or Injury

In-network Provider

Out-of-network Provider

SexualDysfunction

Deductible andCoinsurance

Deductible ancCoinsurance

Skilled Nursing Facility
(limited to 60 days per Calend¥ear)

Deductible an€oinsurance

Deductible an€oinsurance

SleepStudies

Deductible ancCoinsurance

Deductible anc€Coinsurance

Temporomandibular and
Craniomandibular Joint Disorder

Deductible ancCoinsurance

Deductible anc€Coinsurance

Therapy & Manipulations

1 Physical, occupational @peech
therapy, chiropractic or
osteopathiphysiotherapy and
chiropracticor osteopathic
manipulativereatment®or
adjustments (combined limit to
90sessions per Calendéear)

DeductibleandCoinsurance

Deductible an@oinsurance

Vision Exams
1 Diagnostic (to diagnose dliness)
1 Preventive (routine exam
includingrefraction)

Deductible andCoinsurance

Not Covered

Deductible andCoinsurance

Not Covered

Wigs

Not Covered

Not Covered

All Other Covered Services

Deductible andCoinsurance

Deductible ancCoinsurance
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Prescription Drugs

In-network Provider

Out-of-network Provider

Prescription Drug Deductible

(the amount the Covered Person pagsh
Calendar Year for Coverderescription
Drugsbefore the Prescription Drug
Copaymentand/orCoinsurance are

applicable)
1 Individual
1 Family

Not Applicable
Not Applicable

RetailT per 3Gdaysupply
(90-day maximum dispensimgnount)
1 Generic drugs (includingort
preferredcontraceptives)

1 Preferred Brand Namerugs

1 Nonpreferred Brand Nam@rugs

$15 Copay

30%Coinsurance
$37.50minimum&150maximum

30%Coinsurance
$62.50 minimum/$25taximum

$15 Copay + 25%enalty

30%Coinsurance
$37.50 minimum/$150
maximum+ 25%Penalty

30%Coinsurance
$62.50 minimum/$250
maximum+ 25%Penalty

Mail order i per 93daysupply

4811-33582725.13

f Generic drugs (includingon $37.50Copay Not Covered
preferredcontraceptives)
1 Preferred Brand Nan@rugs 30% Coinsurance Not Covered
$93.75 minimum/$35Wmaximum
1 Non-preferred Brand Nam@rugs 30% Coinsurance Not Covered
$156.25 minimum/$625
maximum
Specialtydrugs
(specialty drugs must be purchased 30%Coinsurance Not Covered
througha designated specialty $75 minimum/$80 maximum
pharmacy)
Contraceptives
1 Preferred
- Generic Plan Pay400% 25%Penalty
- Brand Name Plan Pay400% 25%Penalty
1 Non-preferred
- Generic Same as any other Genelirugs
- BrandName Same as any other Nqmeferred Brantame
Infertility
FDA approvedrescription drugs to Not Covered Not Covered
promotefertility
Nicotine Addiction
FDA approved prescription drugs and Plan Pay400% 25%Penalty
overthe counter nicotine addiction drugs
Obesity
FDA approved prescriptiotrugs Not Covered Not Covered
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WOODMEN LIFE
HEALTH REIMBURSEMENT ARRANGEMENT

SCHEDULE OF BENEFITS

The following Schedule of Benefits designed as a quick reference. For complete provisions of
theP | & bedefits, refer to the following sectior®an Benefits.

PLAN BENEFITS

Deductible Per Calendar Year:

Single Coverage: $1,000

Family Coverage: $2,000
*Annual Contribution to HRA:

Single Coverage: $1,000

Family Coverage: $2,000

Maximum Benefit Per Calendar Year will not exceed the HRA account available balance.

Plan Pays: 100% ofcovered expensasg to
themaximum benetfi per calendar year

Coinsurance:

After an Associateand/or familymeets the annual HRRIlan deductible, thisPlan pays one
hundred percent (100%) obvered expenses incurrdyy acovered persoduring a calendar year
and applied towards satisfaction of thenp | ogroeip héadth plan deductible until thraximum
benefitunder thisPlan has been reached.

Rollover of Unused HRA Funds:

Fifty percent (50%)f any unusednaximum benefitamounts ray be rolled over and used for
payment in the next calendar year; howeveliover funds will not exceed $1,000 for those with
single coverage and $2,000 for those with family cover@geount balances combining rollover
and the new annual contributioannot exceed a total of $2,000 for single coverage and $4,000 for
family coverage For exampleanAssociatewith single coverage has not used any funds from their
participation in thd’lan during years onandtwo. At the beginning of yedwo, the Asciatemay
roll over50% ofhis or her$1,000 HRA account balance ($50@sulting ina beginningaccount
balance of $1,500 for yetwo. At the beginning of yedhree theAssociatds credited with a new
$1,000 and a rollover $750 bis or her$1,500endof-yeartwo balancefor a total beginning year
threeaccount balance of $1,750.
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HRA rollover dollars, if any, will be available at the beginning of the calendar year, deposited into
the account April 1 of that year, and may be used to reimfitsseollar deductible expensed.

the covered persordoes not have any rollover dollars, he or she will need to satisfy the HRA
deductible ($1,000 fosingle overage and $2,000 fdamily coverage) before receiving any
traditional HRA reimbursement.

* The annual contributioper calendar year for nefissociate®r Associatesvho enroll in thePlan

as the result of a Special Enrollment Period is prorated for the first calendar year based upon the
number of months dPlan participation. For example, fi an Associatebegins participating in the

Plan in Octoberhe or shewill be entitled tothreetwelfths €/12) of the annual contributionAlso,

if a qualified event occurs and #&ssociatewith single coverage transitions to family coverage
during a catndar year, proration of the annual contribution will océtar. example, if a\ssociate

with single coverage transitions to family coveragginningin July, he or shewill be entitled to

50% of the single annual contribution amount ($500) and 50%eofaimily annual contribution
amount ($1,000).
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PLAN BENEFITS

This Plan is provided to assist in covering expenses which are applied toward satisfaction of
applicable deductibles under teeployer'shealth benefit plan All covered expenses of this
Plan are subject to applicablelan provisions includingput not limited to:coinsuranceand
maximum benefifprovisions as shown in ti&chedule of BenefitsAny expensemcurred by the
covered persorfor services, supplies oreatment provided will not be consideredvered
expensesby this Plan if they are not applied towards satisfaction of the deductible of the
e mp | ohedth @esefit plan.

COINSURANCE

After the HRAPIlan deductible has been met, tRéan pays a specified percentage aivered
expenses. That percentage is specified in tBehedule of Benefits The covered persoris
responsible for the difference between the percentag@ldrepaid and one hundred percent
(100%) of the billed amount.

MAXIM UM BENEFIT

The maximum benefitpayable per calendar year on behalf abaered persoims shown on the
Schedule of BenefitsThe maximum benefitapplies to the entire time thevered persons
covered under thBlan, either as a\ssociate dependent, alternate recipienotr under COBRA.

If the covered person'soverage under thielan terminates and at a later date he again becomes
covered under thBlan, the maximum benefitwill include all benefits paid by thBlan for the
covered persoduring any period of coverage.

COVERED EXPENSES

This Plan will cover only charges which are considered eligible expenses undemibleyer's
health benefit plan and for which benefits would be payable under the health benediqaph

forr application of the health benefit planos
by thee mp | o health iBesefit plan are not eligible for coverage underRlaa. In addition,
charges which are not used to satisfygh@p | o heah béngfit plan deductible are not eligible

for coverage under thRlan.

For specific information regarding coverage and benefits undentpyer'shealth benefit plan,
please see the contract/certificate of insurance for that plan
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ELIGIBILITY

This section identifies th@lan's requirements for a person to be eligible to enroll. Refer to
EnrolimentandEffective Date of Coveradger more information.

ASSOCIATEELIGIBILITY

All Associats who participate in the mp | o Sekeat BRAhealth benefit plashall be eligible
to enroll for coverage under tHsan.

DEPENDENT(S) ELIGIBILITY

Eligible dependentsare thosedependentsvho are covered under tlemployer'sSelect HRA
health benefit plan
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ENROLLMENT
APPLICATION FOR ENROLLMENT

An Associatanust file a written application with tremployerfor coverage hereunder for himself
and his eligibledependentswithin thirty-one (31) days of becoming eligible for coverage; and
within thirty-one (31) days of marriage or the acquiring of children or birth of a child. The
Associateshall have the responsibility of timely forwarding to #maployerall applications for
enrollment hereunder.

Theemployemust be notified of any @mge in eligibility ofdependentsincluding the birth of a
child that is to be covered and adding or deleting any digendents Forms are available from
theemployerfor reporting changes ith e p e n @lgihilitysa®required.

SPECIAL ENROLLMENT PERIOD (OTHER COVERAGH

An Associateor dependentwho did not enroll for coverage under thi#&an because he was
covered under other group coverage or had health insurance coverage at the time he was initially
eligible for coverage under thBlan, may request a special enrollment period if he is no longer
eligible for the other coverage. Special enrollment periods will be granted if the individual's loss
of eligibility is due to:

1. Termination of the other coverage (including exhaustic@@BRA benefits)

2. Cessation of employer contributions toward the other coverage

3. Legal separation or divorce

4. Termination of other employment or reduction in number of hours of other employment
5. Death ofcovered person

6. Moving out of an HMGservice area.

7. A child losingdependenstatus.

8. Losing coverage because of the exhaustion of another plans' maximum lifetime benefit.

The end of any extended benefits period which has been provided due to any of the above will also
be considered lass of eligibility.

However, loss of eligibility does not include a loss due to failure of the individual to pay premiums
or contributions on a timely basis or termination of coverage for cause (such as making a fraudulent
claim or an intentional misrepsentation of a material fact in connection with the other coverage.)
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TheAssociateor dependentmust request the special enrollment and enroll no later than dimety
(31) days from the date of loss of other coverage.

The effective date of coverags the result of a special enrollment shall be the first day of the first
calendar month following the qualified event date.

SPECIAL ENROLLMENT PERIOD (DEPENDENT ACQUISITION)
An Associatewho is not covered under tian, but who acquirea newdependentnay request
a special enrollment period for himself and any other eligibfeendents For the purposes of this
provision, the acquisition of a nedependentncludes:

- marriage

- birth of adependenthild

- adoption omplacement foradoptionof adependenthild

The Associatemust request the special enroliment within thotye (31) days of the acquisition
of thedependent.

The effective date of coverage as the result of a special enroliment shall be:

1. in the case of marriag the first of the month following the date of marriage;
2. in the case of dependent'dirth, the date of such birth;
3. in the case of adoption ptacement for adoptionthe date of such adoptiongacement

for adoption
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EFFECTIVE DATE OF COVERA GE

ASSOCIATHS) EFFECTIVE DATE

Eligible Associats, as described ikligibility, are covered under tHélan when covered under
theemployer'sSelect HRA health benefit plan.

DEPENDENT(S) EFFECTIVE DATE

Eligible dependent(s)as described irkligibility, will become covered under tHelan when
covered under themployer'sSelect HRA health benefit plan
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TERMINATION OF COVERAGE

Except as noted belowpeerage will terminate on the last day of themtian whichanAssociate

ceases to be eligible for coverage under Bi&n or on the last day of the month in which the
Associaté $ermination Date occurscor t hese purposes, ATerminat.
employment termination (for Home Office Associates) or contract termination (for Regional
Directors, Recruiting Sales Managers, and WoodmenLife Representatives).

FORMER ASSOCIATES

Former Associaswill be allowed to maintain the HRA account balance through the end of the
year in which theyerminate and elect to continue coverage under an applicable group health plan
sponsored by WoodmenlLife

FAMILY AND MEDICAL LEAVE ACT (FMLA)
Eligible Leave

An Associatewho is eligible for unpaid leave and benefits under the terms of the Family and
Medical Leave Act of 1993, as amended, has the right to continue coverage urielantfos up

to twelve (12) weeks during any twelve (12) monthigee as determined by t,emp | oy er 0's
employment policies. AAssociatemay be eligible for up to twerntsix (26) weeks of Family and

Medical Leave Act leave during a twelve (12) month period if such leave is required to care for a
family member who is ijured or ill as the result of active duty in the military.

Contributions

During this leave, theemployerwill continue to pay the same portion of tAessociatés
contribution for thePlan. The Associateshall be responsible to continue payment forileliéy
dependent'coverage and any remainidgsociatecontributions. If the coverefissociatefails

to make the required contribution during a FMLA leave within thirty (30) days after the date the
contribution was due, the coverage will terminate effeatin the date the contribution was due.

Reinstatement

If coverage under thBlan was terminated during an approved FMLA leave, andAeociate
returns to active worlkmmediately upon completion of that leatAan coverage will be reinstated

on the date théssociatereturns to active work as if coverage had not terminated, provided the
Associatemakes any necessary contributions and enrolls for coverage withindhet{81) days

of his return to active work.

Remyment Requirement
The employermay requireAssociate who fail to return from a leave under FMLA to repay any

contributions paid by themployeron the A s s 0 & behdlf @ldring an unpaid leave. This
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repayment will be required only if thes s o sfallare ® geturn from such leave is not related
to a "serious health condition,” as defined in FMLA, or events beyondéisbeciatés control.
CERTIFICATES OF COVERAGE

If and to the extent required by applicable lawe Plan administrator shdl provide each
terminatingcovered persorwith a Certificate of Coverage, certifying the period of time the
individual was covered under tHdan. For Associats with dependentoverage, the certificate
provided may include information on all covemdgbendents This Plan will at all times comply
with the provisions of the Health Insurance Portability and Accountability Act of 1996.

Please be advised that beginning December 31, 2014, group health plans are no longer required to
provide certificate®f creditable coverage. Accordingly, certificates of creditable coverage will
not be provided after that date.
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CLAIM FILING PROCEDURE

A claim for benefits is any request for a benefit that is provided byPthrs made by acovered
personor the authorized representativef a covered persorwhich complies with thdlan's
procedures for making claims. Under tRi&n, claims for health care benefits are considered
postserviceclaims.

Postservice claimsare those for which services haaleesady been received.

If the covered personvould like thePlan administrator/claims processdp deal with someone
other than them regarding a claim for benefits thencthwered persomust provide thdlan
administrator with a written authorization in order for authorized representativéother than
the Associat¢ to represent and act on behalf of tteeered person The covered persomust
consent to release information related to the claim tadltteorized represeiattive.

FILING A POST-SERVICE CLAIM
1. All claims must be submitted to:

Cypress Benefit Administrators
1235 S. 7t Street
OmahaNE 68124

2. Claims must be submitted within ninety (90) days of the end d®ldoe year

3. The covered persomust file the explanation of benefits statement fromehap | oy er 6 s
health benefit plan with a claim form.

TIME FRAME FOR BENEFIT DETERMINATION OF A POST-SERVICE CLAIM

When a completed claim has been submitted tolthens processoand no additional information

is required, theclaims processowwill generally complete its determination of the claim within
thirty (30) calendar day of receipt of the completed claim, unless an extension of time is necessary
due to circinstances beyond thidanés control.

When a completed claim has been submitted taldiens processoand additional information

is required for determination of the claim, ttlaims processowill provide thecovered person

or authorizedrepresentativewith a notice detailing the information needed. This notice will be
provided within thirty (30) calendar days of receipt of the completed claim and will indicate the
date when theclaims processorexpects to make a decision, if the requested informasion i
received. Theovered persomwill have forty-five (45) calendar days to provide the information
requested, and theaims processowill complete its determination of the claim within fifteen
(15) calendar days of receipt of the requested informatkeailure to respond in a timely and
complete manner will result in a denial of benefit payment.
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NOTICE OF POSTFSERVICE CLAIM BENEFIT DENIAL

If the postserviceclaim for benefits is denied, tHelan administratoror their designee shall
provide thecovered persoror authorized representativevith a written notice of benefit denial
within thirty (30) calendar days of receipt of a completed claim, or ifPfa@ had requested
additional information from theovered persor authorizedrepresentativewithin fifteen (15)
calendar days of receipt of such information. The notice will contain the following:

A. Explanation of the denial, including:
1. The specific reasons for the denial;
2. Reference to thBlan provisions on which the dé&l is based
3. A description of any additional material or information necessary and an
explanation of why such material or information is necessary
4, A description of thé® | a redesv procedure and applicable time limits
5 A statement that if theoveed persona ppeal ( See dAAppe®aling

below) is denied, theovered persorhas the right to bring aivil action under
Section 508a) of the Employee Retirement Income Security Act of 1974.

B. If an internal rule, guideline, protocol other similar criterion was relied upon, the Notice
will contain either

1. A copy of that criterion, or
2. A statement that such criterion was relied upon and will be supplied free of charge,
upon request

C. If the denial was based onedical necessityexperimentaltreatment or similar exclusion
or limit, thePlan will supply either

1. An explanation of the scientific or clinical judgment, applying the terms d?ldre
tothec o v e r e dsmpdecal siroum$tances, or
2. A statement that such expktion will be supplied free of charge, upon request

APPEALING A DENIED POST-SERVICE CLAIM

The fiNamed Fiduciary for purposes of an appeal ofpastservice claimas described in U. S.
Department of Labor Regulations 2560.80@ssued Noveilver 21, 2000) is thelaims processor

A covered persojor thec o v e r e d ayherizexd oeprésentativenay request a review of a
denied claim by making written request to the "Named Fiducwaityiin one hundred eighty (180)
calendar days from regs#iof notification of the denial. The request for review should state the
reasons theovered persoffeels the claim should not have been denied.
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The review process is as follows:
1. Thecovered persoinas a right to submit documents, informatsord comments

2. Thecovered persohas the right to access, free of charge, information relevant to the claim
for benefits. Relevant information is defined as any document, record or other information:

a. Relied on in making the benefit determinatioiy O

b. That was submitted, considered or generated in the course of making a benefit
determination, whether or not relied upon, OR

C. That demonstrates compliance with the duties to make benefit decisions in
accordance with plan documents and to make cemsidecisions, OR

d. That constitutes a statement of policy or guidance forPlam concerning the
denied treatment or benefit for theo v e r e d dipgaasis, everdifsnot relied
upon.

3. The review takes into account all information submitted byctwered personeven if it

was not considered in the initial benefit determination.
4, The review by the Named Fiduciamll not afford deference to the original denial.
5. The Named Fiduciary will not be

a. The individual who originally denied theati, nor

b. Subordinate to the individual who originally denied the claim
6. If original denial was, in whole or in part, based on medical judgment,
a. The Named Fiduciarywill consult with a professional providerwho has
appropriate training and experience in the field involving the medical judgment.
b. The professional provideutilized by the Named Fiduciary will be neither

(1)  Anindividual who was considered in connection with the original denial of
the clam, nor

(2) A subordinate of any othgrofessional providemwho was considered in
connection with the original denial.

C. If requested, the Named Fiduciary will identify the medical or vocational expert(s)
who gave advice in connection with the originahdl, whether or not the advice
was relied upon.
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NOTICE OF BENEFIT DETERMINATION FOR POST-SERVICE CLAIM APPEAL

The Plan administrator or their designeeshall provide thecovered persoror authorized
representativewith a written notie of the appeal decision within sixty (60) calendar days of
receipt of a written request for the appeal. If the appeal is denied, the notice will contain the
following:

A. An explanation of the denial including:
1. The specific reasons for the denial
2. Reference to specifielan provisions on which the denial is based
3. A statement that theovered persorhas the right to access, free of charge,
information relevant to the claim for benefits.
4, A statement that if the o v e r e ds agpeal isderd dthecovered persoimas

the rightto bring a civil action under Section 582 of the Employee Retirement
Income Security Act of 1974.

B. If an internal rule, guideline, protocol or other similar criterion was relied upon the Notice
will contain either

1. A copy of that criterion, or
2. A statement that such criterion was relied upon and will be supplied free of charge,
upon request

C. If the denial was based onedical necessityexperimentaltreatment or similar exclusion
or limit, will supply eiter.

1. An explanation of the scientific or clinical judgment, applying the terms d?ldne
to the patient's medical circumstances, or
2. A statement that such explanation will be supplied free of charge, upon request.
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COORDINATION OF BENEFITS

All claims for benefits that are covered by any other source of coverage must be made to the other
source before benefits are payable underRlas.

SUBROGATION

ThePlanis designed to only pagovered expensdsr which payment is not available from anyone

else, including any insurance company or another health plan. In order todoskred person

in a time of need, however, tian may paycovered expensethat may be or become the
responsibility of anotér person, provided that thdan later receives reimbursement for those
payments (hereinafter called fiRei mbursabl e Pa

Therefore, by enrolling in thBlan, as well as by applying for payment @ivered expenses
covered persofs subject to, athagrees to, the following terms and conditions with respect to the
amount ofcovered expensgmid by thePlan:

1. Assignment of Rights (Subrogationyhe covered persorautomatically assigns to the
Plan any rights thecovered persomay have to recovell or part of the sameovered
expensedrom any party, including an insurer or another group health program (except
flexible spending accounts, health reimbursement accounts and health savings accounts),
but limited to the amount of Reimbursable Payraemide by thd’lan. This assignment
includes, without limitation, the assignment of a right to any funds paid by a third party to
acovered persoor paid to another for the benefit of tb@vered personThis assignment
applies on a firstlollar basisi(e., has priority over other rights), applies whether the funds
paid to (or for the benefit of) theovered persoronstitute a full or a partial recovery, and
even applies to funds actually or allegedly paid for-nadical or dental charges, attorney
fees, or other costs and expenses. This assignment also all®attepursue any claim
that thecovered persomay have, whether or not tltevered persorchooses to pursue
that claim. By this assignment, tRd a ngbt $o recover from insurers includes, without
limitation, such recovery rights againstfawlt auto insurance carriers in a situation where
no thrd party may be liable, and from any uninsured or underinsured motorist coverage.

2. Equitable Lien and other Equitable Remedi€ke Plan shall have an equitable lien
against any rights thremovered persomay have to recover the saowered expensdsom
any party, including an insurer or another group health program, but limited to the amount
of Reimbursable Paymentsade by thélan. The equitable lien also attaches to any right

to payment from workersd compenswherethben, whe
Plan has paicdcovered expensqwior to a determination that tlvevered expensemose
out of and in the course of employment. P

the employer will be deemed to mean that such a determination hasaden

This equitable lien shall also attach to any money or property that is obtained by anybody
(including, but not limited to, theovered personthec o v e r e d atpmey,sandfoibas
trust) as a result of an exercise of the® v e r e d rights ofsracavérys (sometimes
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referred t o asPlafishall alspéde ehtiléd)ta seek danh ether equitable
remedy against any party possessing or controlling such proceeds. At the discretion of the
Plan administrator, thePlan may reduce anyuturecovered expensegherwise available

to thecovered personnder theéPlan by an amount up to the total amount of Reimbursable
Paymentsnade by thé’lan that issubject to the equitable lien.

This and any other provisions of tRéan concerning equitale liens and other equitable

remedies are intended to meet the standards for enforcement that were enunciated in the
United States Supr e md&rediWestrlLife®sAnnditg msumnceo n e n't
Co. v. Knudson534US 204 (2002). The provisions tie Plan concerning subrogation,

equitable liens and other equitable remedies are also intended to supersede the applicability
of the federal common | aw doctrines common
the Acommon fundo rul e.

3. Assisting inPl_a rRéismbursement ActivitiesThe covered persomas an obligation to
assist thé°lan to obtain reimbursement of the Reimbursable Paynikatst has made on
behalf of thecovered personand to provide thBlan with any information concerning the
cove e d p eother msur@rge coverage (whether through automobile insurance, other
group health program, or otherwise) and any other person or entity (including their
insurer(s)) that may be obligated to provide payments or benefits to or for the bénefit o
thecovered personThecovered persors required to (a) cooperate fully in tRe a (ord s
anyPlanf i duci aryods) enf or Plenmelnding thef exetcisesof thee r ms
P | a nghts$o subrogation and reimbursement, whether against the covered person or any
third party, (b) not do anything to prejudice those enforcement efforts or rights (such as
settling a claim against another party without including Rten as a cepayee forthe
amount of the Reimbursable Payments and notifyingPthe), (c) sign any document
deemed by thé&lan administratorto be relevant to protecting thiel a subregation,
reimbursement or other rights, and (d) provide relevant information when requé&sied

term Ainformationd includes any document s,
reasonable request by tRéan administratoror claims processoto enforce théPland s
rights.

The Plan administratorhas delegated to the@aims processothe right to perform ministerial
functions required to assert tii®ané rights; however, thd’lan administrator shall retain
discretionary authority with regard to assertingPtends recovery rights.

Exhibit A-1.1
135|Page
4811-33582725.13



THIS PLAN AND MEDICARE

Individuals who hag earned the required number of quarters for Social Security benefits within
the specified time frame are eligible fdedicarePart A at no cost. ParticipationMedicarePart

B and Part D is available to all individuals who make application and pafulthsost of the
coverage.

1. When anAssociatebecomes entitled tMedicare coverage and is still actively at work
the Associatemay continue health coverage under tlign at the same level of benefits
and contribution rate that applied before reachieglicareentitlement.

2. When adependentbecomes entitled tdledicare coverage and théssociateis still
actively at workthedependentmay continue health coverage unttes Plan at the same
level of benefits and contribution rate that applied before readhaticareentitiement.

3. If the Associateand/ordependents also enrolled iMedicare,this Plan shall pay as the
primary plan. Medicarewill pay as secondary gh.

4. If the Associateand/ordependentlect to discontinue health coverage underRhas and
enroll under theMedicare program, no benefits will be paid under tRian. Medicare
will be the only payor.

This section is subject to the terms of Medicarelaws and regulations. Any changes in these
related laws and regulations will apply to the provisions of this section.
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GENERAL PROVISIONS
ADMINISTRATION OF THE PLAN

ThePlan is administered through the Benefits Department oethployer. The employeris the
Plan administrator The Plan administrator shall have full charge of the operation and
management of thlan. The employerhas retained the services of an independéams
processolexperienced in claims review.

ThePlan administratoris the named fiduciary of thelan for all purposes except claim appeals,

as specified inClaim Filing Procedure As fiduciary, the Plan administrator maintains
discretionary authorityith respect to those responsibilities for which it has been designated
named fiduciary, including, but not limited to, interpretation of the terms ofPtha, and
determining eligibility for and entitlement #lan benefits in accordance with the terofsthe

Plan; any interpretation or determination made pursuant to such discretionary authority shall be
given full force and effect, unless it can be shown that the interpretation or determination was
arbitrary and capricious.

ASSIGNMENT

The Plan will pay benefits under thiBlan to theAssociate No assignment of benefits shall be
binding on thePlan.

This Plan will pay benefits to the responsible party ofaternate recipientas designated in a
qualified medical child support order.

BENEFITS NOT TRANSFERABLE

Except as otherwise stated herein, no person other than an alig¥eleed persoris entitled to
receive benefits under thidan. Such right to benefits is not transferable.

CLERICAL ERROR

No clerical error on the part of tleenployeror claims processoshall operate to defeat any of the
rights, privileges, services, or benefits of &sgociateor anydependent(shereunder, nor create

or continue coverage which would not otherwise valigigome effective or continue in force
hereunder. An equitable adjustment of contributions and/or benefits will be made when the error
or delay is discovered. However, if more than six (6) months has elapsed prior to discovery of any
error, any adjustmerof contributions shall be waived. No party shall be liable for the failure of
any other party to perform.

CONFORMITY WITH STATUTE(S)

Any provision of thePlan which is in conflict with statutes which are applicable to Blen is
herebyamended to conform to the minimum requirements of said statute(s).
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EFFECTIVE DATE OF THE PLAN
Theeffective dateof thisPlan is January 1, 2L
FREE CHOICE OF HOSPITAL AND PHYSICIAN

Nothing contained in thi®lan shall in ay way or manner restrict or interfere with the right of
any person entitled to benefits hereunder to select a hospital make a free choice of the
attending physicianr professional provider.

INCAPACITY

If, in the opinion of theemployer,acovered persofor whom a claim has been made is incapable

of furnishing a valid receipt of payment due him and in the absence of written evidencelemthe

of the qualification of a guardian or personal representative for his estasmgloyer may on

behalf of thePlan, at his discretion, make any and all such payments to the provider of services or
other person providing for the care and support of such person. Any payment so made will
constitute a complete discharge of Blands obligaion to the extent of such payment.

INCONTESTABILITY

All statements made by tleenployeror by theAssociatecovered under thiBlan shall be deemed
representations and not warranties. Such statements shall not void or reduce the bdeefits un
this Plan or be used in defense to a claim unless they are contained in writing and signed by the
employeror by thecovered personas the case may be. A statement made shall not be used in
any legal contest unless a copy of the instrument contaiméngtatement is or has been furnished

to the other party to such a contest.

LEGAL ACTIONS

No action at law or in equity shall be brought to recover on the benefits frdahetiprior to the
expiration of sixty (60) days after all inforni@ on a claim for benefits has been filed and the
appeal process has been completed in accordance with the requirementBlahthso such
action shall be brought after the expiration of two (2) years from the date the expemsriwad,

or one (l)year from the date a completed claim was filed, whichever occurs first.

LIMITS ON LIABILITY

Liability hereunder is limited to the services and benefits specified, amhtpyershall not be

liable for any obligation of theovered persomcurred in excess thereof. Thamployershall not

be liable for the negligence, wrongful act, or omission of any physician, professional provider,
hospital or other institution, or theiAssociats, or any other person. The liability of tRéan
shallbe limited to the reasonable costcolvered expensemnd shall not include any liability for
suffering or general damages.
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LOST DISTRIBUTEES

Any benefit payable hereunder shall be deemed forfeited iPldu@ administratoris unable to
locae thecovered persoto whom payment is due, provided, however, that such benefits shall be
reinstated if a claim is made by tkevered persorfor the forfeited benefits within the time
prescribed irClaim Filing Procedure.

MEDICAID ELIGIBILITY AND ASSIGNMENT OF RIGHTS

ThePlan will not take into account whether an individual is eligible for, or is currently receiving,
medical assistance under a State plan for medical assistance as provided undéX Biflehx

Soci al Se duwrtiet YMeAlg edha(iftedrdlihgahatdndividual ascavered person

or in determining or making any payment of benefits to that individual PTrewill pay benefits

with respect to such individual in accordance with any assignment of righesbyant on behalf

of such individual as required under a State Medicaid plan pursu&ettmnl1912(a)(1)(A) of

the Social Security Act. To the extent payment has been made to such individual under a State
Medicaid Plan and thiBlan has a legal liabity to make payments for the same services, supplies

or treatment, payment under tRéan will be made in accordance with any State law which
provides that the State has acquired the rights with respect to such individual to payment for such
services, supps or treatment under tiftan.

MISREPRESENTATION

If the covered persolr anyone acting on behalf ofcavered persomakes a false statement on
the application for enrollment, or withholds information with intent to deceive or affect the
acceptance of the enrollment application or the risks assumed Biather otherwise misleads
thePlan, thePlan shall be entitled to recover its damages, including legal fees, fronotesed
person or from any other person responsible for misleadimegPlan, and from the person for
whom the benefits were provided. Any material misrepresentation on the part afvidred
personin making application for coverage, or any application for reclassification thereof, or for
service thereunder shall remdiee coverage under tHdan null and void.

PLAN IS NOT A CONTRACT

ThePlan shall not be deemed to constitute a contract betweesntpéoyerand anyAssociateor

to be a consideration for, or an inducement or condition of, the employment éfsaogiate
Nothing in thePlan shall be deemed to give adgsociatethe right to be retained in the service
of theemployeror to interfere with the right of themployerto terminate the employment of any
Associateat any time.

PRONOUNS

All personal pronouns used in tHdan shall include either gender unless the context clearly
indicates to the contrary.
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RECOVERY FOR OVERPAYMENT

Whenever payments have been made fronfPtaein excess of the maximum amount of payment
necessary, thBlan will have the right to recover these excess payments. If the company makes

any payment that, according to the terms ofRten, should not haveden made, thBlan may
recover that incorrect payment, whether or noi
the person or entity to whom it was made or from any other appropriate party.

STATUS CHANGE

If an Associateor dependenhas a status change while covered undemRlaa (i.e., dependento
Associate COBRA to Active) and no interruption in coverage has occurred®ltrewill provide
continuancef coverage with respect to anginsuranceandmaximum benefit

TIME EFFECTIVE

The effective time with respect to any dates used iPlweshall be 12:00 a.m. (midnight) as may
be legally in effect at the address of Blan administrator

INTENT

This Plan i s i nt en dnetderdgroop hbatth pfam spansogeaegpiogednd wi t h
accordance with I.R.S. Notice 2053. An Associate(or former Associate is permitted to
permanently opt out of and waive future reimbursements from the HRA at least annually and, upon
termination of emmyment, remaining amounts in the HRA are forfeited.
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DEFINITIONS

Certain words and terms used herein shall be defined as follows and are sbholdnaind italics
throughout the document:

Alternate Recipient

Any child of anAssociateor their spouse who is recognized in a Qualified Medical Child Support
Order (QMCSO) or National Medical Support Notice (NMSN) which has been issued by any court
judgment, decree, or order as being entitled to enroliment for coverage unddarhis

Authorized Representative

An individual who thecovered persohas authorized (in writing) to represent or act on their behalf
with regards to a claim. An assignment of benefits does not constitute a written authorization for
a provider to act as authorized representativef acovered person

Claims Processor

The company contracted by teenployerwhich is responsible for the processing of claims for
benefits under the terms of tiidan and other ministerial services deemed necessary for the
opeaation of thePlan as delegated by thamployer

Coinsurance

The benefit percentage obvered expensgsayable by thd’lan for benefits that are provided
under thePlan. Thecoinsuranceis applied tccovered expensexdter the deductible(s) have been
met, if applicable.

Covered Expenses

Medically necessaryservices, supplies or treatments that are recommended or provided by a
physician, professional provideor coveredacility for the treatment of aitiness or injury and
that are not specifically excluded from coverage herein.

Covered Person

A person who is eligible for coverage under fRian, or becomes eligible at a later date, and for
whom the coverage provided by tRkn is in effect.

Customary and Reason#éAmount

The fee assessed by a provider of service for services, supplies or treatment which shall not exceed
the general level of charges made by others rendering or furnishing such services, supplies or
treatment within the area where the chargedarred and is comparable in severity and nature to
theillnessor injury. Due consideration shall be given to any medical complications or unusual
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circumstances which require additional time, skill or experience.cii$temary and reasonable
amountis deermined from a statistical review and analysis of the charges for a given procedure
in a given ar e asitwouldagply toany partifuarrsenacé, supply or treatment
means a county or such greater area as is necessary to obtain a representatigeticnogsd the

level of charges.

Dependents

For a complete definition afependentrefer toEligibility, Dependent Eligibility.

Effective Date

The date of thi®lan or the date on which th@vered person'soverage commences, whichever
occurs later.

Associate

An individual whom theemployerclassifies and treats as amployee(not as an independent
contractor) for payroll purposes, regardless of whether the individual is subsequently reclassified
as anemployeeof the employerin a court order, in a settlement of an administrative or judicial
proceeding, or in a determination by the Internal Revepuac®, the Department of the Treasury,

or the Department of Labor.

Employer

The employeris Woodmen of the World Life Insurance Sociehereinafter referred to as
AWoodmenLife. o

HRA

HRA means health reimbursement arrangement.

lliness

A bodily disorder, disease, physical sicknesgregnancyof acovered person

Incurred or Incurred Date

With respect to @overed expenséhe date the services, supplies or treatment are provided.
Injury

A physical harm or disability which is thegult of a specific incident caused by external means.

The physical harm or disability must have occurred at an identifiable time and plpeg. does
not includeilinessor infection of a cut or wound

Exhibit A-1.1
142|Page
4811-33582725.13



Leave of Absence

A period of time during which thAssociatedoes not work, but which is of stated duration after
which time theAssociatds expected to return to active work

Maximum Benefit

The maximum amount paid by than for any onecovered persoror covered fanty during
each calendar year

Medically Necessary (Medical Necessity)

Service, supply or treatment which, as determined byckiiens processqrNamed Fiduciary,
employer/Plan administratoor their designee, to be:

1. Appropriate and consistent with the symptoms and provided for the diagnosis or treatment
of thecovered perso@s illnessor injury and which could not have been omitted without
adversely affecting the o v e r e dscanditiorsootheduality of the carendered,;

2. Supplied or performed in accordance with current standards of good medical practice
within the United Statesand

3. Not primarily for the convenience of tikevered persowr thecovered persods family or
professional providerand

4, Is an appropriate supply or level of service that safely can be provided; and
5. It is recommended or approved by the attengirudessional provider

The fact that grofessional providemay prescribe, order, recommend, perform, or approve a
service, suppl or treatment does not, in and of itself, make the service, supply, or treatment
medically necessaryln making the determination of whether a service or supplymetically
necessarythe claims processor, employer/Plan administratar its designeenay request and

rely upon the opinion of physicianor physicians The determination of thelaims processar
employer/Plan administratoor its designee shall be final and binding.

Medicare

The programs established by Title XVIII known as the Hdakarance for the Aged Act, which
includes: Part A, Hospital Benefits For The Aged; Part B, Supplementary Medical Insurance
Benefits For The Aged; Part C, Miscellaneous provisions regarding all programs; and Part D,
Prescription Drug Benefits; and includiany subsequent changes or additions to those programs.

Physician
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A Doctor of MedicingM.D.) or a Doctor of Osteopathy (D.O.) who is practicing within the scope
of his license.

Plan

AiPlano refers to the benefits and provisions for payment of samesasibed hereithat constitute
the WoodmenlLife Health Reimbursement Arrangement

Plan Administrator

ThePlan administratoris responsible for the dap-day functions and management of Ban.
ThePlan administratoris theemployer

Postservice @aim

Postservice claimsare those for which services have already been received (any claims other than
pre-service claims).

Total Disability or Totally Disabled

The Associateis prevented from engaging in his regular, customary occupation or from an
occupation for which he or she becomes qualified by training or experience, and is performing no
work of any kind for compensation or profit; odependents prevented from engaging in all of

the normal activities of a person of like age and sex whogead health.
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EXHIBITA -1.2

WOODMEN LIFE
SELECT HSA

SCHEDULE OF BENEFITS SUMMARY

(Effective Date: 01/02019

In-networkProvider Outof-network Provider

Covered Services are reimbursed based on the Allowable Charge. Blue Cross and Blue Shield of Netataaid In
Providers have agreed to accept the benefit payment as payment in full, not inDlediragible, Coinsurance and/or
Copayment amounts and any charges foraxanv er ed ser vi ces, which are t hge¢
meanslmet wor k providers, under the terms of theiums c
over the Contracted Amount. Got-network Providers can bill for amounts over the-Glhetwork Allowance.

In-network Provider: The provider network is shown on your 1.D. card. For help in locathegviork Providers, visit
www.nebraskablue.com

Deductible

(the amount the Covered Person pays each
Calendar Year for Covered Services before tt
Coinsurance is payable)

w Individual $1,500 $3,000
w Family (Aggregde®) $3,000 $6,000

Coinsurance

(the percentage amountthe Covered Person must
payfor most Covered Services after the
Deductible has been met

w Covered Person Pays 25% 40%
Out-of-pocketL imit

® Individual $3,000 $6,000

w Family (Aggregde*) $6,000 $12,000
Telehealth Services Deductible and Coinsurance Not covered

Once theannual Ouiof-pocket Limit is reached, most Covered Services are payable by the plan at 100% for th
the Calendar Year.

In-networkandOut-of-network DeductibleandOut-of-pocket Limits cross accumulge. All other limits (days, visits,
sessionsgollar amounts, etc.) cross accumulate betwearetwork and Oubf-network, unless noted differently
Day, session or visit limits for certain services shown on this summary are not applicable to Mental llines
Substance Dependence and Abuse.

*Aggregdei If you have single coverage, you only need to satisfy the individual Deductible awnd-@ndket Limit.
If you have family coverage the individual amounts do not apiblg entire family Deductible must be met prior to g
benefits becoming ailable, and the entire family Gof-pocket must be met before ca$taring no longer applieg

Family members may combine their covered expenses to satisfy the required family Deductible-afpdoChket
amounts

Copayment(s) (copay(s)) apply toThis plan has no medical or prescription drug copays.
Out-of-pocket Limit includes: deductible and coinsurance.
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CoveredServices llinessor Injury

Out-of-network Provider

PhysicianOffice

1 Primary Care Physician Office
Visit

1 Specialist Physician Offic¥isit

1 Other Covered Services and
suppliesprovided in the

Phys i Offica(with sr
without an office visibilled)

In-network Provider

Deductible andCoinsurance

Deductible an@oinsurance

Deductible ancCoinsurance

Deductible andoinsurance

Deductible an@oinsurance

Deductible and€Coinsurance

1 Allergy Injections andserum

Deductible ancCoinsurance

Deductible ancCoinsurance

1 Otherlnjections

Deductible ancCoinsurance

Deductible and€Coinsurance

Primary Care Physiciaris a physician who has a majority of his or her practice in internal or general
medicine obstetrics/gynecologygeneralpediatricsor family practice A physician assistantis coveredn
thesamemannerasa Primary Card’hysician.

Specialist Physiciaris a physician who is not a Primary CBigysician.

Office Visit Benefitsfor PrimaryCareandSpecialistPhysicianOffice Visit includeoffice visits (including
theinitial visit to diagnose pregnancy) andnsultations.

Other Covered Services not part of the Physician Office Benefit (Refer to the appropriate categdrgrfefit
information) include: Allergy Injections& Serum;Otherlnjections;AdvancedDiagnosticimaging(CT, MRI,
MRA, MRS, PET & SPECT scans and other Nuclear Medicine); Pregnancy Services; Preventive Services
Radiation Therapy &hemotherapySurgery & Anesthesia; Therapy & Manipulations; Durable Medical
Equipment; Sleep Studies; BiofeedbdekychologicaEvaluations, Assessments, argbting.

Telehealth Services

Deductible and Coinsuranct

Not Covered

Convenient Care/Retail Clinics (Quick
Care)

Same as a Primary Care
Physician

Same as a Primary Care
Physician

Urgent Care Facility Services

Deductible an@oinsurance

Deductible andoinsurance

Emergency Care Servicegservices
receivedn a Hospital emergency room
setting)

1 Facility

1 Professionabervices

Deductible andCoinsurance
Deductible andoinsurance

In-network level obenefits
In-network level obenefits

Outpatient Hospital or Facility Services

Services such as surgery, laboratory
andradiology, cardiac andulmonary
rehabilitation, observation stays, and
otherservices provided oan
outpatienbasis

Deductible an€oinsurance

Deductible andoinsurance

Inpatient Hospital or Facility Services

Charges for room and board,
diagnostidesting, rehabilitation and
otherancillaryservices provided on
an inpatienbasis

DeductibleandCoinsurance

Deductible an@oinsurance

4811-33582725.13
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CoveredServiced llinessor Injury

In-network Provider

Out-of-network Provider

PreventiveServices
1 Affordable Care Act (ACA)
requiredpreventive services (ma
be subjecto limits that include,
but arenotlimited to, age,
gender, andrequency)

1 ACA required covered
preventiveservices (outside
of limits)

1 Other covered preventive
servicesiotrequired by ACA,
suchas:

- Laboratory tests as
specifiedoy Us, including
urinalysisandcomplete
blood countprostate
cancer screening (PSA)
andhearingexams

- All other laboratory
tests;radiology, cardiac
stresgdests;EKG;
pulmonary functiorand
other screenings and
services

Plan Pay400%

Plan Pay400%

Plan Pay400%

Plan Pay400%

Deductible andCoinsurance

Deductible andCoinsurance

Deductible andCoinsurance

Deductible anc€Coinsurance

Immunizations
1 Pediatric (up to agé)
1 Age 7 andblder
1 Related to aillness
Mental lliness and/or Substance 4

Dependence and Abuse Covered Servi

Inpatient Services

Plan Pay400%

Plan Pay400%
Same as any oth#éiness
In-network Provider

Deductible an€oinsurance

Deductible andCoinsurance
Deductible andCoinsurance
Same as any othéiness
Out-of-network Provider

Deductible an€oinsurance

Outpatient Services
9 Office Services
1 Telehealth Services
91 All Other Outpatient Items &
Services

Deductible andCoinsurance

Deductible and Coinsurance

Deductible andCoinsurance

Deductible andCoinsurance
Not Covered

Deductible andCoinsurance

Emergency Care Servicegservices
receivedn a Hospital emergency room
setting)

1 Facility

1 Professionabervices

Deductible andCoinsurance
Deductible andCoinsurance

In-network level obenefits
In-network levelof benefits

4811-33582725.13
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Other Covered Serviced lliness or

In-network Provider

Out-of-network Provider

Acupuncture

Not Covered

Not Covered

Advanced Diagnostic Imaging(CT,
MRI, MRA, MRS, PET & SPECT scans
and otheNuclearMedicine)

DeductibleandCoinsurance

Deductible an€oinsurance

Ambulance (to the nearest
facility for appropriatecare)
1 GroundAmbulance

1 Air Ambulance

Deductible andCoinsurance

Deductible an€oinsurance

In-network level obenefits

In-network level obenefits

Autism Spectrum Disorder

Same as any other menthless

Same as any other mental
illness

Biofeedback

Deductible an€oinsurance

Deductible an€oinsurance

Bone Anchored Hearing Aids

Not Covered

Not Covered

Cochlearimplants

Deductible andoinsurance

Deductible an€oinsurance

Dermatological Services

Same as any oth#iness

Same as any oth#éiness

Diabetic Services

Services include educatioself
managemertraining, podiatric
appliances andquipment.

Deductible ancCoinsurance

Deductible ancCoinsurance

Durable Medical Equipment and
Supplies(including Prosthetics)

(rental or purchase, whichever is least
costly; rental shall not exceed the cost of
purchasing)

Deductible ancCoinsurance

Deductible ancCoinsurance

Eye Glasses or Contact.enses

Only covered if required because of a
changen prescription as a result of
intraocularsurgery or ocular injury
(must be withirl2 months of surgery or
injury)

Deductible ancCoinsurance

Deductible ancCoinsurance

4811-33582725.13
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Other Covered Serviced lliness or

In-network Provider

Out-of-network Provider

Skilled Nursing Care (limited to 8
hoursperday)

Hearing Aids Not Covered Not Covered

Home Health Aide and Skilled

Nursing

Home Health Aide (limited to 60 Deductible andCoinsurance Deductible andoinsurance
daysperCalendaiyear)

Home Infusion Therapy

Deductible an@oinsurance

Deductible an€oinsurance

HospiceServices

Deductible an€oinsurance

Deductible an€oinsurance

IndependentLaboratory
1 Diagnostic

1 Preventive

Deductible andCoinsurance

Same as Preventive Service
In-network level obenefits

In-network Level oBenefits

Same as Preventive Servides
network level obenefits

Infertility
1 Services taliagnose
1 Treatment to promotiertility

Same as any oth#éiness
Not covered

Same as any oth#iness
Not Covered

Inserts/Arch Supports (custom ankle/foot
shoeinserts and arckupport}

Deductible andCoinsurance

Deductible andCoinsurance

Nicotine Addiction

1 Medical services antherapy Same as Substanbependence [Same as SubstanBependence
o - andAbuse andAbuse
1 Nicotine addiction
classeg: alternative Not Covered Not Covered
therapy, suchs
acupuncture
Obesity
1 Nonsurgicaltreatment Not Covered Not Covered
1 SurgicalTreatment Not Covered Not Covered

Oral Surgery and Dentistry

Services such as incision and drainage
of abscesses and excision of tumors and
cysts.

Dental treatment when due to an
accidentalnjury to naturally healthy
teeth(treatmentelated to accidents
must be providedithin 12 months of
the date oinjury).

Deductible an€oinsurance

Deductible an€oinsurance

Organ and Tissu€eTransplantation

Deductible andCoinsurance

Deductible an€oinsurance

Ostomy Supplies

Deductible ancCoinsurance

Deductible andCoinsurance

4811-33582725.13
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Out-of-network Provider

Other Covered Serviced lliness orInjury

Physician ProfessionaServices
Inpatient and Outpatienesvices, suchs,
surgery, surgical assistaanesthesia,
inpatient hospital visits and otheon
surgicalservices

In-network Provider

Deductible and€Coinsurance

Deductible and€Coinsurance

1

1

Pregnancy, Maternity and NewbornCare

Pregnancy and maternity
(Paymenfor prenatal and
postnatal care iscludedin the
payment for thelelivery)

Newborncare

NOTE: Newborns are covered at birth,
subject to
NOTE: Dependent child maternity is not
covered.

the plan

Deductible an@oinsurance

Deductible an@oinsurance

Deductible an@oinsurance

Deductible an@oinsurance

Radiation Therapy and Chemotherapy

Deductible andCoinsurance

Deductible andCoinsurance

Radiology (xray) Services and
other DiagnosticTests

Deductible andoinsurance

Deductible andoinsurance

1

Rehabilitation Servicesi Inpatient
Facility Rehabilitation Services

Cardiac rehabilitation(limited
to 18 sessions peatiagnosis)

Pulmonary Rehabilitation
(Chroniclung disease is limited
to 18sessionger diagnosis, not
to exceedl.8 sessions per
Calendar Year.ung, heartlung
transplants antling volume are
limited to 18sessiongollowing
referral and prior teurgeryplus
18 sessions within six montb$
discharge from hospitébllowing
surgery.)

Deductible andCoinsurance

Deductible andoinsurance

Deductible andCoinsurance

Deductible an@oinsurance

RenalDialysis

Deductible andCoinsurance

Deductible andCoinsurance

Respiratory Care
(limited to 60 days per Calendéear)

Deductible an@oinsurance

Deductible an@oinsurance

4811-33582725.13
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Other Covered Services lliness orInjury

In-network Provider

Out-of-network Provider

SexualDysfunction

Deductible andCoinsurance

Deductible andCoinsurance

Skilled Nursing Facility
(limited to 60 days per Calendéear)

Deductible andCoinsurance

Deductible andCoinsurance

SleepStudies

Deductible ancCoinsurance

Deductible and€Coinsurance

Temporomandibular and
Craniomandibular Joint Disorder

Deductible ancCoinsurance

Deductible and€Coinsurance

Therapy & Manipulations

1 Physical, occupational @peech
therapy, chiropractic or
osteopathiphysiotherapy and
chiropracticor osteopathic
manipulativereatment®or
adjustments (combined limit to
90sessions per Calendéear)

Deductible andCoinsurance

Deductible andCoinsurance

Vision Exams
1 Diagnostic (to diagnose dliness)
1 Preventive (routine exam
includingrefraction)

Deductible andCoinsurance

Not Covered

Deductible andCoinsurance

Not covered

Wigs

Not Covered

Not Covered

All Other Covered Services

Deductible and€Coinsurance

Deductible and€Coinsurance

4811-33582725.13
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Prescription Drugs

In-network Provider Out-of-network Provider

Prescription Drug Deductible

(the amount the Covered Person pagsh
Calendar Year for Covered Prescription
Drugsbefore the Prescription Drug
Copaymentand/orCoinsurance are

applicable)
1 Individual
1  Family

Not Applicable
Not Applicable

RetailT per 3Gdaysupply
(90-day maximum dispensimgnount)

1 Generic drugs (includingor:
preferredcontraceptives)

1 Preferred Brand Namerugs

Deductible andCoinsurance Deductible and Coinsurange
25%Penalty

Deductible andCoinsurance Deductible and Coinsurange

FDA approved prescription drugs to

25%Penalty
1 Nonpreferred BrandNameDrugs Deductible andCoinsurance Deductible and Coinsuranee
25%Penalty
Mail orderi per 9Gdaysupply
1 Generic drugs (includingon . .
preferredcontraceptives) Deductible andCoinsurance Not Covered
1 Preferred Brand Nanierugs Deductible ancCoinsurance Not CoveredNot
1 Non-preferred Brand Namierugs | Deductible an€Coinsurance Covered
Specialtydrugs
(specialty drugs must be purchased Deductible andCoinsurance Not Covered
througha designated specialty
pharmacy)
Contraceptives
1 Preferred
- Generic Plan Pay400% 25%Penalty
- Brand Name Plan Pay400% 25%Penalty
1 Nonpreferred
- Generic Same as any other GeneBirugs
- BrandName Same as any other Nqueferred Brandlame
Infertility

4811-33582725.13

promotefertility Not Covered Not Covered
Nicotine Addiction
FDA approved prescription drugs and
overthe counter nicotineddiction drugs Plan Payd00% 25%Penalty
Obesity
FDA approved prescriptiotrugs Not Covered Not Covered
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EXHIBIT A -2

WOODMEN LIFE WELL -BEING PROGRAM

BENEFIT INFORMATION BOOKLET
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INTRODUCTION

This Benefit I nformati on Bookl et (ABoaHel et 0)
Woodmertife Well-beingPr ogr am (t he APl ano) . Pl ease read
familiar with your benefs. For additional information relating to these benefits, contact the Plan
Administrator.

Woodmertife has partnered with a thigiarty vendor, Guidance Resources through ComPsych.
Guidance Resources will provide online resources, coachmugprogams to assist individuals in
meeting their wellness goals. As a thparty vendor, Guidance Resoureesbligated tgrotect

and keep all individual information confidential.
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SUMMARY OF BENEFITS
ELIGIBILITY

The followingAssociats are eligible tparticipate inthe Plaht he A EIl i gi :IRégalarAs s o c i
Full-Time Home Office Associates, Regular Phirhe Home Office AssociatesRegional

Directors Recruiting SaleManagersandWoodmenLifeRepresentativdsired or contracted prior

to or on Jun&0, 2018 However, those who reside and are regularly scheduled to work in Hawaii

are not eligible.

Based on the hire or contract daigigible Associate can earn rewardsWell-being Program
Incentive® for completing certaimvellnessrelated activities The Weltbeing Program isffered
to those hire@r contracted prior to or aune 30, 2018.

If you are hired between July 1, 2018, andcember 312018, no activity is necessary by
September 30, 2018. If enrolled in IM®odmetrhife Medical Plan the2019 premiums are based
on the new hire premiums.

WELL -BEING PROGRAM

In order to be eligible for Welbeing Program Incentivein 2019 an Eligible Associatemust
completeand upload a biometric screening as outlined below. The biometric informatidreca
obtained over the course of October 1, 2017 through September 30 AzldliBonal rewardsnay
beavailable for completing individual actions and obtaining biometric screening results within the
passing ranges, as further described below.

Biometric Screening

In order to obtain Welbeing Program Incentives, you must completed uploada biometric
screening involving the following four test¥ ou may upload the screening results to the Incentive
Tracker through the GuidanceNow app or at the following website:
www.GuidanceResources.com. You are not required to attain a specific outcome with respect to
the biometric tests to earn a WbkingProgram Incentive; you are only required to complete and
upload the biometric screeninBesults must be obtained between October 1, 2017 and September
30, 2018 and uploaded no later th&eptember 30, 2@1

TEST
Total Cholesterol
Blood Glucose
Blood Pressure
Body Mass Index (BMI)

NOTE: Under WoodmenLi febs heal th ©plans, bi om
considered preventive care. If filed by your physician as preventive care, the screening is covered
at 100%
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Individual Actions

You may also complete individual actions such as obtaining biometric screening results within the
passing range*, a health assessment questionnairdyeuad challenges, healthy activities, online

workshops, and telephonic coaching programs.

Subnairdentation from your actions to

demonstrate you completed the activity so you loareligible toearnpotentialrewards. The

recorded activities will be assigned a point value for trackingpatentialreward purposes. In

order for an individual actioto count toward gotentialreward, the action must be completed
between October 1, 2017 and September 30, 2818 submitted no later tha&8eptember 30,

2018

*Biometric screeninganust becompletedbetween October 1, 2017 and September 30, 2018 and
within the passing range to be assigned a point value:

PASSING RANGE

Total Cholesterol

Less than or equal to 200

Blood Glucose

Between 70 125

Blood Pressure

Less than or equal to 120/§

Body Mass Index (BMI)

Less than or equal to 25

NOTE:Under

WoodmenLifeods

heal t h

pl ans,

bi

ometr

considered preventive care. If filed by your physician as preventive care, the screening is covered

at 100%

You must complete thieadividual actionn your own time. Yowill not be compensated for the

time you spend completing tiedividual actions

WELL -BEING PROGRAM | NCENTIVES

Biometric Screening

For Eligible Associate whoare notenrolled in the Woodmelife Medical Plan the Weltbeing
Program Incentive is a Welleing Reimbursement in the amount of@® for completing and
uploading a biometric screening that includes the tests noted.alide Weltbeing Program
Incentive will reimburse you for wellnesslated expensé&sncurred between January2)19and

Decenber 5,2019 You must provide documentation showing the wellirekted expense you
Department at 18003282968  ext.

incurred to the

Benefits

57047

or

Benefits_Mailbox@woodmen.orgWell-being Reimbursements for such expenses will be paid

on the following schedule:

If you provide You will receive your Well-being Reimbursement on the last
document at i regularly-s chedul ed payrol |l
March31 April
June30 July
SeptembeB0 October
Decembed4 December

4811-33582725.13
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A Plan Participanwho is eligible for a Welbeing Programncentive will only receive the
incentive he or she earned prior to termination from employméntour current coverage
provided by a medical plan not sponsored by WoexlLife terminates or becomes unavailable,
you will not qualify for a premium reduction if you have not participated in the Wellbeing
Program.

* Examples of wellnesselated expenses include health club or fithess facility memberships;
fitness classes; égues and lessons (e.g., swimming, bowling, golf, and tennis); registration fees
for certain activities (e.g., walks, runs, bike events, and community recreation programs); and
weight management progranWellnessrelated expenses do not include food;agtherbal, or
nutritional supplements;essential oils; or alternative treatments such as acupuncture,
aromatherapyor light therapyWoodmenLife reserves the right, in its sole discretion, to determine
whet her an expenserelgedaxpdnes. a@as a fAwell ness

For Eligible Associate whoare enrolled in the Woodmehife Medical Plan the Weltbeing
Program Incentivéor completing and uploading a biometric screens@ premium reduction.
For 2019, the annual premium reduction, regardless of cavézagl, is approximately $1,887*
andwill be reflected in youpayroll premium deductionseginning in Januar019

Individual Actions

The Weltbeing Program may makelditional rewardssuch as gift cards arccess t@xclusive

fitness classesavailableafter earning at least 500 points through ¢benpleton of individual
actions. The recorded activities will be assigned a point value for tracking and reward purposes.
You may upload your activities to the Incentive Tracker through the GuetlEnve app or at the
following website: www.GuidanceResouces.com. Online coaching workshops are available on
the Incentive Tracker through the GuidanceNow app or at the following website:
www.GuidanceResources.com. Telephonic coaching programs are avhyatalling 85524 7-

5976. You earn points as follows (by the dates discussed above):

Successfully Passed or Completedictivity Points
Health Assessment Questionnaire 100
Total Cholesterol of 200 or less** 100
Blood Glucosdetween 70 125** 100
Blood Pressuref 120/80 or less** 100
Body Mass Index (BMlJess than 25** 100
Each Telephonic Coaching Program 100
Each Online Workshop 100
Each Wellbeing Challenge*** 20
Each Healthy Activity 20

* Note: All wellness program rewards are subject to applicable limits under federal law, including,
for exampl e, HI PAA and the Americans with Dis
under HIPAA, the reward cannot exceed (1) 30% of the totabé@shployee coverage under the

plan, or (2) 50% of the total cost of employee coverage under the plan to the extent the additional
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percentage (20%) is in connection with a program designed to prevent or reduce tobacco use.
WoodmenlLife reserves the rigtet modify the amount of the premium reductions or other Well
being Program Incentiveand rewardst any time so that the amount of any rewards complies
with applicable laws.

** For an individual whose results do not fall within this range, points may ladsearned by
competing telephonic or online coachimganother reasonable alternative standard

*** Up to four Well-being Challenges per year.

A Plan Participant who is eligible for Well-being Programrcentive will only receive the
incentive heor she earned prior to termination from employment.

ADDITIONAL INFORMATION

Special Assistance

We are committed to helping you achieve your best hdaéitvards for participating ithe Well-
being Pogram are available to alissociates If you think youmight beunable taneet a standard
for a reward unddhe tealthassessment, admetricscreeningpr an individual actiopyou might
qualify for an opportunity to earn the same reward by different me&uwtactthe Benefits
Department at 800328-2968 ext. 57047
WoodmenLifeBenefits&VEélIBeingMailbox@woodmen.orgor 4024497781 (fax) We will
work with you (and, if you wish, with your doctor) to find a way for you to earn M&lhg
Program Incentivethatareright for you in light of your health status

Notice Regarding Weltbeing Program

The WoodmenLife WelbeingProgramis a voluntary wellness program available to Associates
identified i n the Th&pragmm ibadiinidteyed aceorliagto applicaldeb o v e
federal rules permitting employsponsored wellness programs that seek to improve employee
health or prevent disease, including the Americans with Disabilities Act of 1990, the Genetic
Information Nondisrimination Act of 2008, and the Health Insurance Portability and
Accountability Act, as applicable, among others. If you choose to participate in thdvéifegl
Program you will be given the option to complete a voluntary health assessment that aeks a ser

of questions about your healtblated activities and behaviors and whether you have or had certain
medical conditions (e.g., cancer, diabetes, or heart disease). You will also be given the option to
complete a biometric screening, which will includélaod test for total cholesterol and blood
glucose. You are not required to complete the health assessment or to participate in the blood test
or other medical examinations.

However, Associates who choose to participate in the -Wé@flg Program will redee an
incentive of certain health insurance premium reductions (described above) oebeWgll
Reimbursements for earning wellness program incentives, as described above. Although you are
not required to complete the health assessment or participate icimetric screening, only
Associates who do so will receigertainincentives.
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Incentives may be available for Associates who participate in certain activities. If you are unable
to participate in any of the healtblated activities or achieve any bethealth outcomes required

to earn an incentive, you may be entitled to a reasonable accommodation or an alternative standard.
You may request a reasonable accommodation or an alternative standard by cahtaBemgfits
Department at 806282968 ext. 57047,
WoodmenLifeBenefits&WellBeingMailbox@woodmen.oy 4024497781 (fax)

The information from your health assessment and the results from your biometric screening will
be usedo provide you with information to help you understand your current health and potential
risks, and may also be used to offer you services through théb@fietj Program, such as quarterly
organizational challenges and educational opportunities. You adsenaouraged to share your
results or concerns with your own doctor.

Protections from Disclosure of Medical Information

We are required by law to maintain the privacy and security of your personally identifiable health
information. Although the WelbeingProgram and WoodmenLife may use aggregate information

it collects to design a program based on identified health risks in the workplace, the WoodmenlLife
Well-beingProgramwill never disclose any of your personal information either publicly or to the
empbyer, except as necessary to respond to a request from you for a reasonable accommodation
needed to participate in the Welkking Program, or as expressly permitted by law. Medical
information that personally identifies you that is provided in connectibim the Weltbeing

Program will not be provided to your supervisors or managers and may never be used to make
decisions regarding your employment.

Your health information will not be sold, exchanged, transferred, or otherwise disclosed except to
the extenpermitted by law to carry out specific activities related to the \Maihg Program, and

you will not be asked or required to waive the confidentiality of your health information as a
condition of participating in the Webleing Program or receiving ancentive. Anyone who
receives your information for purposes of providing you services as part of theb&irel
Program will abide by the same confidentiality requirements. The only individual(s) who will
receive your personally identifiable health inforioatis (are) Guidance Resources and permitted
individuals in the WoodmenLife Benefits Department in order to provide you with services under
the Weltbeing Program.

In addition, all medical information obtained through the Vielhg Program will be maintzed
separate from your personnel records, information stored electronically will be encrypted, and no
information you provide as part of the Wbking Program will be used in making any
employment decision. WoodmenLife maintains wellness progedateddocuments on a secure

drive and electronic filing system, both of which have restricted access. Appropriate precautions
will be taken to avoid any data breach, and in the event a data breach occurs involving information
you provide in connection with th&'ell-being Program, we will notify you immediately.

You may not be discriminated against in employment because of the medical information you
provide as part of participating in the Wbking Program, nor may you be subjected to retaliation
if you choosenot to participate.
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If you have questions or concerns regarding this notice, or about protections against discrimination
and retaliation, please contacBenefits Department at 8@R82968 ext. 57047,
WoodmenLifeBenefits&WellBeingMailbox@woodmen.oy 4024497781 (fax)

Appeals

Appeals relating to WelbeingProgram Incentives should be directedhi®Benefits Department

at 800328-2968 ext. 5704 ANVoodmenLifeBenefits&WellBeingMailbox@woodmen.oay 402
4497781 (fax) Appeals will be reviewed and processed in accordance with the appeals
procedures governing your Woodnhéfie Medical Plan. In the event yousppeal is successful,

you may be eligible for rewards associated with your appeal.

Educational Access to Website

Al t hough Associatesd spouses -lmeingProgrant, Gudhncegi bl e
Resources may permit Associatesd spouses to a
view various informational tools provided by the website solely dducational purposes.
Associatesd6 spouses are not required to acces
his/her spouse receives any rewards or incentives if the spouse accesses or uses the website.
WoodmenLife does not have access toianyf or mati on Associatesd spol
Gui dance Resources website. Associatesd spou:
be terminated at any time for any reason without notice.

Questions

If you have questions regarding this Plan, please contact the Benefits Departmer228- 800
2968 ext. 57047.
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EXHIBIT A -3

WOODMEN LIFE DENTAL PLAN

BENEFIT INFORMATION BOOKLET
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INTRODUCTION

This Benefitl nf or mati on Bookl et (ABookl eto) descri be
Woodmertife Dent a l Plan (the APl ano) sponsored by
Society. Please read this Booklet carefully to become familiar with your benefits pl&hiwas

revised effective as of Januaky2018.

This is a seHfunded Dental Benefits Plan provided by the Employer. You have your choice
between two dental plans, tkk#assic PDP Plan (Freedom Denidan or theValue PDP Plan
(PreferredPDP Plain Metropolitan Life Insurance Compan
benefits described in thBooklet

Claims are administered on behalf of This Plan by MetLife as the Claim Administrator pursuant
to the terms of an administrative service agreement.

Pl ease note that the t er meoklétfertodhédasocthte,extepur 0 t |
where otherwise indicated. Many of the terms that are important in understanding your benefits
are explained in the DEFINITIONS section.
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CLASSIC PDP PLAN (FREEDOM DENTAL PLAN)
BENEFITS AT A GLANCE

This section provides You and Your Dependents with a description of Your benefits.
Certain limitations and exclusions may apply to any benefit or benefit amount. It is important that
You and Your Dependents egfto the provisions contained in tidsokletfor details about Your
benefits.

BENEFIT BENEFIT AMOUNT AND HIGHLIGHTS

Dental Benefits For You and Your Dependents

Covered Percentage for: In-Network based on the Outof-Network basean the
Maximum Allowed Charge Reasonable and Customar
Charge
Type A Services 100% 100%
Type B Services 75% 75%
Type C Services 70% 70%
Orthodontic Covered Service 50% 50%

Deductibles for:

Yearly Individual Deductible $50 for the following $50 for the following
Covered Services Combinec Covered Services Combinec
TypeB; Type C; Orthodontic Type B; Type C; Orthodontic

Covered Services Covered Services

Yearly Family Deductible $100 for the following $100 for the following
Covered Services Combinec Covered Services Combinec
Type B; Type C; Orthodontic Type B; Type C; Orthodontic

Covered Services Covered Services
Maximum Benefit:
Yearly Individual Maximum $2 500 for the following $2,000 for the following

Covered Services: Type A; Covered Services: Type A;

Type B; Type C Type B; Type C
Lifetime Individual $2,000 $2,000
Maximum Benefit Amount
for Orthodontic Covered
Services
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VALUE PDP PLAN (PREFERRED PDP PLAN)
BENEFITS AT A GLANCE

This section provides You and Your Dependents with a description of Your bengétsain
limitations and exclusions may apply to any benefit or benefit amount. It is important that You
and Your Dependents refer to the provisions contained in this Summary Plan Description for
details about Your benefits.

BENEFIT BENEFIT AMOUNT AND HIGH LIGHTS
Dental Benefits For You and Your Dependents

Covered Percentage for: In-Network based on the Out-of-Network based on the
Maximum Allowed Charge = Maximum AllowedCharge

Type A Services 100% 90%
Type B Services 75% 65%
Type C Services 70% 60%
Orthodontic Covered 50% 50%
Services

Deductibles for:

Yearly Individual Deductible $50 for the following $50 for the following
Covered Services Combinec Covered Services Combinec
Type B; Type C; Orthodontic Type B; Type C; Orthodontic

Covered Services Covered Services

Yearly Family Deductible $100 for the following $100for thefollowing
Covered Services Combinec Covered Services Combinec
Type B; Type C; Orthodontic Type B; Type C; Orthodontic

Covered Services Covered Services
Maximum Benefit:
Yearly Individual Maximum $2 500 for the following $2,000 for the following

Covered Services: Type A; Covered Services: Type A;

Type B; Type C Type B; Type C
Lifetime Individual $2,000 $2,000
Maximum Benefit Amount
for Orthodontic Covered
Services
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DEFINITIONS

As used in this Summary Plan Description, the terms listed below will have the meanings set forth
below. When defined terms are used in this Summary Plan Description, they will appear with
initial capitalization. The plural use of a termidefl in the singular will share the same meaning.

Actively at Work or Active Work means that You are performing all of the usual and customary
duties of Your job on a regular basis. This must be done at:
T the Employerdés place of Dbusiness;
1 an alternate pltze approved by the Employer; or
T a place to which the Employerds business

You will be deemed to be Actively at Work during weekends or Employer approved vacations,
holidays or business closures if You were Actively at Work on the deheduled work day
preceding such time off.

Cast Restorationmeans an inlay, onlay, or crown.

Child means the following:
Your biological and adopted child; a grandchild who lives with You in a regular
child-parent relationship where the grandchiétteives no support or maintenance from
the parent and where You are a ceappointed guardian of the grandchild; a stepchild (i.e.
the child of Your current spouse); or a child, other than a grandchild or stepchild, for whom
You are a couraippointed guaian, but does not include a foster child; and who, in each
case, is under age 26.
An adopted child includes a child placed in Your physical custody for purpose of adoption.
If prior to completion of the legal adoption the child is removed from Youiodysthe
childébs status as an adopted child will en
If You provide This Plan notice, a Child also includes a child for whom You must provide
Dental Benefits due to a Qualified Medical Child Support Order as defined in the Employee
Retirement Income Sedty Act of 1974, as amended.

Claim Administrator means Metropolitan Life |l nsYorkance C
New York. The Claim Administrator does not insure the benefits described in this Summary Plan
Description.

Contributory Coverage means couage for which the Employer requires You to pay any part of
the cost of coverage.
Contributory Coverage includes: Dental Benefits.

Covered Percentagdapplies to Classic PDP Planjneans:
91 for a Covered Service performed by anNatwork Dentist, the perctage of the
Maximum Allowed Charge that This Plan will pay for such services after any required
Deductible is satisfied; and
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9 for a Covered Service performed by an-©fitNetwork Dentist, the percentage of the
Reasonable and Customary Charge that This Wilhpay for such services after any
required Deductible is satisfied.

Covered Percentagedpplies to Value PDP Plan) means:

91 for a Covered Service performed by anNatwork Dentist, the percentage of the
Maximum Allowed Charge that This Plan will pay fuch services after any required
Deductible is satisfied; and

9 for a Covered Service performed by an -©fitNetwork Dentist, the percentage of the
Maximum Allowed Charge that This Plan will pay for such services after any required
Deductible is satisfied.

Covered Servicemeans a dent al service used to treat
which is:
1 prescribed or performed by a Dentist while such person is covered for Dental Benefits;
1 Dentally Necessary to treat the condition; and
1 described in theection entitled BENEFITS AT A GLANCE or DENTAL BENEFITS
sections of this Summary Plan Description.

Deductible means the amount You or Your Dependents must pay before This Plan will pay for
Covered Services.

Dental Hygienistmeans a person trained to:
1 remove calcareous deposits and stains from the surfaces of teeth; and
1 provide information on the prevention of oral disease.

The term does not include:

T You;

1 Your Spouse; or

o any member of Your i mmediate family i

parents;
children (natural, step or adopted);
siblings;
grandparents; or
grandchildren.

OO0 O0OO0O0

Dentally Necessarymeans that a dental service or treatment is performed in accordance with
generally accepted dental standards, as determined by the Claim Administratsr, and i

1 necessary to treat decay, disease or injury of the teeth; or

1 essential for the care of the teeth and supporting tissues of the teeth.

Dentist means:
1 a person licensed to practice dentistry in the jurisdiction where such services are
performed; or
1 any dher person whose services, according to applicable law, must be treated as
Dentistds services for purposes of This
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jurisdiction where the services are performed and must act within the scope of that
license. The person must also be certified and/or registered if required by such
jurisdiction.

For purposes of Dental Benefits, the term will include a Physician who performs a Covered
Service.

Dentures means fixed partial dentures (bridgework), removagialdial dentures and removable
full dentures.

Dependent(s)means Your Spouse and/or Child.

Eligible Associatemeans an associate who meets the eligibility rules as outlined in the section
entitled ELIGIBILITY PROVISIONS.

Employer means Woodmen of the Wd Life Insurance Societhereinafter referred to as
AWoodmenLife. o

In-Network Dentist means a Dentist who participates in the Preferred Dentist Program and has a
contractual agreement with MetLife to accept the Maximum Allowed Charge as payment in full
for a dental service.

Maximum Allowed Charge means the lesser of:
1 the amount charged by the Dentist; or
1 the maximum amount which the-Metwork Dentist has agreed with MetLife to accept
as payment in full for the dental service.

Out-of-Network Dentist means a Dentist who does not participate in the Preferred Dentist
Program.

Physicianmeans:

1 a person licensed to practice medicine in the jurisdiction where such services are
performed; or

1 any other person whose services, according to applicable law, musedied as
Physiciandés services for purposes of the
licensed in the jurisdiction where he performs the service and must act within the scope
of that license. He must also be certified and/or registered if sehioy such
jurisdiction.

The term does not include:
1 You;
1 Your Spouse; or
1T any member of Your i mmediate family inclu
0 parents;
o children (natural, step or adopted);
o siblings;
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0 grandparents; or
o grandchildren.

Proof means Writterevidence satisfactory to the Claim Administrator that a person has satisfied
the conditions and requirements for any benefit described in this Summary Plan Description.
When a claim is made for any benefit described in this Summary Plan DescriptionjrRgiof
establish:

1 the nature and extent of the loss or condition;

T This Plandés obligation to pay the cl ai m;

T the claimantbés right to receive payment.

Proof must be provided at the cl ai mantds expe

Reasonable and Customary Chargéonly applies to theClassic PDP Plan)s the lowest of:

T the Dentistds actual charge for the s
or supplies is not a Dentist, such o
supplies) (the AActual Chargeo); or

1 the wual charge by the Dentist or other provider of the services or supplies for the same
or similar services or supplies (the AUsu

1 the usual charge of other Dentists or other providers in the same geographic area equal
to the 80th percentile atharges as determined by the Claim Administrator based on
charge information for the same or similar services or supplies maintained in the Claim
Admini stratorés Reasonabl e and Customary
Where the Claim Administtar determines that there is inadequate charge information
mai ntained in the Claim Administratoroés
for the geographic area in question, the Customary Charge will be determined based on
actuarially sound principles.

An example of how the 80th percentile is calculated is to assume one hundred (100) charges for
the same service are contained in the Claim /
records. These one hundred (100) charges would be sorted fromtlmvigstest charged amount

and numbered 1 through 100. The 80th percentile of charges is the charge that is equal to the
charge numbered 80.

Signedmeans any symbol or method executed or adopted by a person with the present intention
to authenticate a cerd, which is on or transmitted by paper or electronic media which is
acceptable to the Claim Administrator, and consistent with applicable law.

Spousemeans Your lawful spouse, unless the marriage has been ended by a legal, effective decree
of dissolution, divorce or separation.

This Plan means the sefunded Dental Benefits Plan of the Employer.

Written or Writing means a record which is on or transmitted by paper or electronic media which
is acceptable to the Claim Administrator and coesistvith applicable law.
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Year or Yearly, for Dental Benefits, means the 12 month period that begins Jahuary

You andYour mean an associate who is eligible the benefits described in this Summary Plan
Description.

Exhibit A-3
169
481133582725.13



ELIGIBILITY PROVISIONS: COVERAGE FOR YOU
ELIGIBLE CLASS(ES)

Home Office AssociatesRegular, fulltime associates working at least I8furs per week are
eligible to enroll for dental coverage on the first of the month following their date of employment.

Part-Time Home Office AssociatesRegular, partitime associates who work at leasttiurs per
week are eligible for dental coverage on the first of the month following their date of employment.

Regional Directorsand Recruiting SalesManagers: Regional Director&andRecruiting Sales
Manages are eligible to enroll for dental coverage on the first of the month following the date of
their manager appointment.

WoodmenLife RepresentativesWoodmenLife Representativesth a Fast Start Agreemeat

a Fast Start Subsidy Agreemame eligible taenroll for dental coverage on the first of the month
following their WoodmenLife contract date. WoodmenLife Representativegith a Business
Development Agreement (BDA) are eligible to enroll for dental coverage on the later of the first
day of the month dllowing their WoodmenLife contract date or their BDA date. If the
WoodmenlLifecontract date equals the BDA date, the effective date of dental coverage is the first
day of the month following th&/oodmenLifecontract/BDA date.

Note: If two eligible person are both associates of Woodrés and are married to each other,

they may each elect to enroll as Associate Only, or one person may enroll in Associate plus Spouse
or Family coverage for coverage of both eligible persons. (The may not elect to refrathi
Associate Only and Associate plus Spouse or Family coverage concurrently.) When the parents of
a child are covered under The Plan as associa®odmenLifeRepresentatives, the child can

be covered as a dependent of only one parent.

ENROLLMENT PR OCESS

If You are eligible for coverage, You may enroll for such coverage by completing the required
form in Writing. If You enroll for Contributory Coverage, You must also give the Employer
Written permission to deduct contributions from Your pay for suskerage. You will be notified

by the Employer how much You will be required to contribute.

The Dental Benefits have a regular enroliment period established by the Employer. Subject to the
rules of This Plan, You may enroll for Dental Benefits only whien are first eligible, during an
annual enrollment period or if You have a Qualifying Event. You should contact the Employer
for more information regarding the flexible benefits plan.

DATE YOUR COVERAGE TAKES EFFECT
Enrollment When First Eligible

If You complete the enroliment process withindilys of becoming eligible for coverage, such
coverage will take effect on the date You become eligible, provided You are Actively at Work on
that date.

Exhibit A-3
170
481133582725.13



If You are not Actively at Work on the date the coverage dotherwise take effect, the coverage
will take effect on the day You resume Active Work.

If You Do Not Enroll When First Eligible

If You do not complete the enrollment process withirdd¢s of becoming eligible, You will not

be able to enroll for coveraguntil the next enrollment period for Dental Benefits, as determined
by the Employer. At that time You will be able to enroll for coverage for which You are then
eligible.

Enrolliment During An Annual Enrollment Period

During any annual enroliment periad determined by the Employer, You may enroll for coverage
for which You are eligible or choose a different option than the one for which You are currently
enrolled. The coverage enrolled for or changes to Your coverage will take effect on the first day
of the calendar year following the enrollment period, if You are Actively at Work on that date.

If You are not Actively at Work on the date the coverage would otherwise take effect, coverage
will take effect on the date You resume Active Work.

Enrolliment Due to a Qualifying Event

You may enroll for coverage for which You are eligible or change Your coverage between annual
enrollment periods only if You have a Qualifying Event.

If You have a Qualifying Event, You will have 8thys from the date of that chanigemake a
request. This request must be consistent with the nature of the Qualifying Event. The coverage
enrolled for or changes to Your coverage made as a result of a Qualifying Event, will take effect
on the first day of the month following the Quwiifg Event, if You are Actively at Work on that

date.

If You are not Actively at Work on the date the coverage would otherwise take effect, coverage
will take effect on the day You resume Active Work.

Qualifying Event includes:
marriage;

the birth, adoptio or placement for adoption of a dependent child;

1
1
1 divorce, legal separation or annulment;
1 the death of a dependent;

1

a change in Your or Your dependentobés empl
employment, strike, lockout, taking or ending a leavaligence, changes in worksite

or work schedule, if it causes You or Your dependent to gain or lose eligibility for
group coverage;
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1 Your taking leave under the Unit&fates Family and Medical Leave Act;

T Your dependent 6s ceasi tegthiscoverage @ Undefr gthera s a
group coverage;

1 You previously did not enroll for Dental Benefits for You or Your dependent because
You had other group coverage, but that coverage has ceased due to one or more of the
following reasons:

1. loss of eligibilty for the other group coverage,;
2. termination of employer contributions for the other group coverage; or
3. COBRA Continuation of the other group coverage was exhausted,;

1 ajudgment, decree or order resulting from a divorce, legal separation, annutment o
change in legal custody that requires either:

1. You to provide health coverage for Your chita

2. Your spouse, former spouse, other individual to provide coverage for Your child if
that other person does in fact provide that coverage;

1 You or Yourdependent become entitled to Medicare or Medicaid coverage (other than
coverage solely for pediatric vaccines); or

1 You or Your dependent lose entitlement to Medicare or Medicaid eligibility.
DATE YOUR COVERAGE ENDS
Your coverage will end on the earlie$t o
1. the date This Plan ends;
2. the date coverage ends for Your class;
3. the end of the period for which the last contribution has been paid for You

4. the last day of the month in which Your employment terminates (if You are a Home
Office Associate) or Yourcontract terminates (if You are a Regional Director,
Recruiting Sales Manager, or WoodmenLife Representative)

5. In certain cases, coverage may be continued as stated in the section entitled
CONTINUATION OF COVERAGE.
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ELIGIBILITY PROVISIONS: COVERAGE FOR YOUR DEPENDENTS
ENROLLMENT PROCESS

If You are eligible for Dependent coverage, You may enroll for such coverage by completing the
required form in Writing for each Dependent to be covered. If You enroll for Contributory
Coverage, You must also give the poyer Written permission to deduct contributions from Your
pay for such coverage. You will be notified by the Employer how much You will be required to
contribute.

In order to enroll for Dental Coverage for Your Dependents, You must eithalrdally be
enrolled for Dental Benefits for You or (bhroll at the same time for Dental Benefits for You.

The Dental Benefits have a regular enrollment period established by the Employer. Subject to the
rules of This Plan, You may enroll for Dependent coveragewamen You are first eligible, during

an enrollment period or if You have a Qualifying Event. You should contact the Employer for
more information regarding the flexible benefits plan.

DATE COVERAGE TAKES EFFECT FOR YOUR DEPENDENTS
Enrollment When First Eligible

If You complete the enrollment process within dlys of becoming eligible for Dependent
coverage, such coverage will take effect on the date You become eligible, provided You are
Actively at Work on that date.

If You are not Actively at Work orhe date the coverage would otherwise take effect, the coverage
will take effect on the day You resume Active Work.

If You Do Not Enroll When First Eligible

If You do not complete the enrollment process withirdd@¢s of becoming eligible, You will not

be @le to enroll for Dependent coverage until the next enrollment period for Dental Benefits, as
determined by the Employer. At that time You will be able to enroll for coverage for which You
are then eligible.

Enrollment During An Annual Enrollment Period

During any annual enrollment period as determined by the Employer, You may enroll for
Dependent coverage for which You are eligible or choose a different option than the one for which
Your Dependents are currently enrolled. The coverage enrolled foangehto Your coverage

will take effect on the first day of the calendar year following the enrollment period, if You are
Actively at Work on that date.

If You are not Actively at Work on the date the coverage would otherwise take effect, coverage
will take effect on the day You resume Active Work.
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Enrollment Due to a Qualifying Event

You may enroll for Dependent coverage for which You are eligible, or change the amount of Your
Dependent coverage between annual enrollment periods only if You have a Qgdignt.

If You have a Qualifying Event, You will have 8thys from the date of that change to make a
request. This request must be consistent with the nature of the Qualifying Event. The coverage
enrolled for or changes to Your coverage made as a msallQualifying Event, will take effect

on the first day of the month following the qualifying event, if You are Actively at Work on that

date.

If You are not Actively at Work on the date the coverage would otherwise take effect, coverage
will take effed on the day You resume Active Work.

Qualifying Event includes:

T
T
T
T
)l

marriage;

the birth, adoption or placement for adoption of a dependent child;
divorce, legal separation or annulment;

the death of a dependent;

a change in Your or Ygiatus, sudheapbegndiegoteddng e mp |
employment, strike, lockout, taking or ending a leave of absence, changes in worksite

or work schedule, if it causes You or Your dependent to gain or lose eligibility for
group coverage;

Your taking leave under the Unit&tates Family and Medical Leave Act;

Your dependentdés ceasing to qualify as a
group coverage;

You previously did not enroll for Dental Coverage for You or Your dependent because
You had other group coverageitlthat coverage has ceased due to one or more of the
following reasons:

1. loss of eligibility for the other group coverage
2. termination of employer contributions for the other group coverage
3. COBRA Continuation of the other group coverage was exhausted,;

a judgment, decree or order resulting from a divorce, legal separation, annulment or
change in legal custody that requires either:

1. You to providehealth coverage for Your child;
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2. Your spouse, former spouse or other individual to provide coverage for Your child
if that other person does in fact provide that coverage

3. You or Your dependent become entitled to Medicare or Medicaid coverage (other
than coverage solely for pediatric vaccines); or

1 You or Your dependent lose entitlement to Medicare or Medaladility.

DATE YOUR COVERAGE FOR YOUR DEPENDENTS ENDS

A Dependent s coverage will end on the earlie
1. the date You die;
2. the date Dental Benefits for You ends;

the date This Plan ends

W

the date coverage for Your Dependents ends under This Plan;
5. the date coverage for Your Dependents ends for Your class;

6. the last day of the month in which Your employmtartninates (if You are a Home
Office Associate) or Yourcontractterminates (if You are a Regional Director,
Recruiting Sales Manager, or WoodmenLifepResentative)except as stated in the
section entitled CONTINUATION OF COVERAGE;

7. the end of the period for which the last contribution has been paid
8. the last day of the calendar month in which the person ceases to be a Dependent;

9. In certain cases, covaya may be continued as stated in the section entitled
CONTINUATION OF COVERAGE.

CONTINUATION OF COVERAGE
FOR MENTALLY OR PHYSICALLY HANDICAPPED CHILDREN

Coverage for a Dependent Child may be continued past the age limit if the child is incapable of
selfsustaining employment because of a mental or physical handicap as defined by applicable law.
Proof of such handicap must be sent to This Plan withole$$ after the date the Child attains the

age limit and at reasonable intervals after such date.

Subjet¢ to the DATE COVERAGE FOR YOUR DEPENDENTS ENDS subsection of the section
entitled ELIGIBILITY PROVISIONS: COVERAGE FOR YOUR DEPENDENTS, coverage will
continue while such Child:

1 remains incapable of sedustaining employment because of a mental or physica
handicap; and
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1 continues to qualify as a Child, except for the age limit.

AT THE EMPLOYERGS OPTI ON

The Employer has elected to continue coverage by paying contributiohssiociate who cease
Active Work in an eligible class for any of the reasspecified below. If Your coverage is
continued, coverage for Your Dependents may also be continued.

Coverage will continue for the following periods:

1. if You cease Active Work due to layoff, for a period in accordance with the

Empl oyer 0s ¢ger andssaecilatanpyouajobtclass;e f

2. if You cease Active Work due to any other Employer approved leave of absence,
for a period in accordance wiAsstciattihe Emp!|
Your job class;

3. if You cease Active Work due to injury ackness, for a period in accordance with
t he Empl oyer 6 s gAssodaten Yourfjobaasst i ce f or an

4. if You cease Active Work due to strike, for a period in accordance with the
Empl oyer s g e n é&gssaeciatanpyouajobtclass.e f or an

The Enpl| oyer 6 s g e nAssoadts inparjob class determifes whidssociats with
the above types of absences are to be considered as still covered and for how long among persons
in like situations.

At the end of any of the continuation periodsestabove, Your coverage will be affected as
follows:

1 if You resume Active Work in an eligible class at this time, You will continue to be
covered under This Plan;

1 if You do not resume Active Work in an eligible class at this time, Your employment
will be considered to end and Your coverage will end in accordance with the DATE
YOUR COVERAGE ENDS subsection of the section entitled ELIGIBILITY
PROVISIONS: COVERAGE FOR YOU.

Il f Your coverage ends, Your Dependent sTl& cover
YOUR COVERAGE FOR YOUR DEPENDENTS ENDS subsection of the section entitled
ELIGIBILITY PROVISIONS: COVERAGE FOR YOUR DEPENDENTS.

DENTAL BENEFITS

If You or a Dependent incur a charge for a Covered Service, Proof of such service must be sent to
the Claim Administrator. When the Claim Administrator receives such Proof, the Claim
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Administrator will review the claim and if the Claim Administrator approves it, This Plan will pay
the Dental Benefits in effect on the date that service was completed.

These DentaBenefits give access to Dentists through the MetLife Preferred Dentist Program
(PDP). Dentists participating in the PDP have agreed to limit their charge for a dental service to
the Maximum Allowed Charge for such service. Under the PDP, This Planbpagéits for
Covered Services performed by eitheNatwork Dentists or Oubf-Network Dentists. However,

You may be able to reduce Your eftpocket costs by using an-Metwork Dentist because
Out-of-Network Dentists have not entered into an agreemvéhtMetLife to limit their charges.

You are always free to receive services from any Dentist. You do not need any authorization from
This Plan to choose a Dentistou are always free to select thentist of your choice. However,

if You choose a neparticipatingDentist Y our outof-pocket costs may be higher

Dental Coverage may not be available for all dental services. Whether or not benefits are available
for a particular service, does not mean You should or should not receiserthe=. You and

Your Dentist have the right and are responsible at all times for choosing the course of treatment
and services to be performed. After services have been performed, the Claim Administrator
determine the extent to which benefits, if aane payable.

When requesting a Covered Service from ahétwork Dentist, it is recommended that You:

1 identify Yourself as covered in the Preferred Dentist Program; and

1 confirm that the Dentist is currently anNetwork Dentist at the time that t@®vered
Service is performed.

The amount of the benefit will not be affected by whether or not You identify Yourself as a member
in the Preferred Dentist Program.

You <can obtain a cust onNetwakdDertistssdithemlyy catlimlg Met L
1-8009420 8 5 4 or by visiting Met Li feds owebsit
www.metlife.com/mybenefits

Through international dental travel assistance services can obtain a referral to a local dentist
by calling +1-312-356-5970 (collect) when outside the U.S. to receive immediate careYiouil
can seeYour dentist. Coverage will be considered undeur outof-network benefits. Please
remember to hold on to all receipts to submit a dental claim.

* AXA Assistance USA, Inc. provides Dental referral services only. AXA Assistance is not
affiliated with MetLife, and the services and benefits they provide are separate and apamnyfrom
insurance provided by MetLife.

Referral services are not available in atidtions.

**Refer to Your dental benefits plan summary four outof-network dental coverage.
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http://www.metlife.com/mybenefits

BENEFIT AMOUNTS

This Plan will pay benefits in an amount equal to the Covered Percentage for charges incurred by
You or a Dependent for a Covered Service asvshin the section entitted BENEFITS AT A
GLANCE, subject to the conditions set forth in this Summary Plan Description.

In-Network

If a Covered Service is performed by arNatwork Dentist, This Plan will base the benefit on the
Covered Percentage of tMaximum Allowed Charge.
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If an In-Network Dentist performs a Covered Service, You will be responsible for paying:

M the Deductible; and

1 any other part of the Maximum Allowed Charge for which This Plan does not pay
benefits.

Out-of-Network

If a CoveredService is performed by an Qof-Network Dentist, This Plan will base the benefit
on the Covered Percentage of the Reasonable and Customary t@nahgeClassic PDP Plan.
The Value PDP Plan will base the benefit on the Maximum Allowed Charge

Outof-Network Dentists may charge You more than the Reasonable and Customary @harge
Maximum Allowed Charge If an Outof-Network Dentist performs a Covered Service, You will
be responsible for paying:

9 the Deductible; and

1 any other part of the Reasonable angsit®Gmary ChargéClassic PDP Plan) or the
Maximum Allowed Charge (Value PDP Plafgr which This Plan does not pay
benefits; and

1 any amount in excess of the Reasonable and Customary GGtagsic PDP Plan) or
the Maximum Allowed Charge (Value PDP Plash)arged by the Owutf-Network
Dentist.

Maximum Benefit Amounts

The section entitled BENEFITS AT A GLANCE sets forth Maximum Benefit Amounts This Plan
will pay for Covered Services receivedMetwork and Oubf-Network. This Plan will never pay
more thanthe greater of the HNetwork Maximum Benefit Amount or the Quaf-Network
Maximum Benefit Amount.

For example, if a Covered Service is received-@ithletwork and We pay $300 in benefits for
such service, $300 will be applied toward both thdlétwork and the Outof-Network Maximum
Benefit Amounts applicable to such service.

Deductibles
The Deductible amounts are shown in the section entitled BENEFITS AT A GLANCE.

The Yearly Individual Deductible is the amount You and each Dependent must pay for Covered
Services to which such Deductible applies each Year before This Plan pays benefits for such
Covered Services.
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This Plan applies amounts used to satisfy Yearly Individual Deductibles to the Yearly Family
Deductible. Once the Yearly Family Deductible isissad, no further Yearly Individual
Deductibles are required to be met.

The amount This Plan applies toward satisfaction of a Deductible for a Covered Service is the
amount the Claim Administrator uses to determine benefits for such service.

Alternate Benefit

If Claim Administrator determines that a service, less costly than the Covered Service the Dentist
performed, could have been performed to treat a dental condition, This Plan will pay benefits based
upon the less costly service if such service:

1 would produce a professionally acceptable result under generally accepted dental
standards; and

1 would qualify as a Covered Service.
For example:

1 when afilling and an inlay are both professionally acceptable methods for treating tooth
decay or breakdown, thdadm Administrator may base the benefit determination upon
the filling which is the less costly service;

1 when afilling and a crown are both professionally acceptable methods for treating tooth
decay or breakdown, the Claim Administrator may basbehefit determination upon
the filling which is the less costly service; and

1 when a partial denture and fixed bridgework are both professionally acceptable
methods for replacing multiple missing teeth in an arch, the Claim Administrator may
base the benifdetermination upon the partial denture which is the less costly service.

If This Plan pays benefits based upon a less costly service in accordance with this subsection, the
Dentist may charge You or Your Dependent for the difference between the dbatiogas
performed and the less costly service. This is the case even if the service is performed by an
In-Network Dentist.

Certain comprehensive dental services have multiple steps associated with them. These steps can
be completed at one time or digimultiple sessions. For benefit purposes under this Summary
Plan Description, these separate steps of one service are considered to be part of the more
comprehensive service. Even if the dentist submits separate bills, the total benefit payable for all
related charges will be limited by the maximum benefit payable for the more comprehensive
service. For example, root canal therapy includesys, opening of the pulp chamber, additional
x-rays, and filling of the chamber. Although these services mpgibermed in multiple sessions,

they all constitute root canal therapy. Therefore, This Plan will only pay benefits for the root canal
therapy.
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Procedure charge schedules are subject to change each plan year. You can obtain an updated
procedure charge sedule forY our area via fax by calling-800-942-0854 and using the MetLife

Dental Automated Information Service. Actual payments may vary from the pretreatment estimate
depending upon annual maximums, plan frequency limits, deducablé®ther limitapplicable

at time of payment.

Orthodontic Covered Services

Orthodontic treatment generally consists of initial placement of an appliance and periodic
follow-up visits.

The benefit payable for the initial placement will not exceed 20% of the amount clgrtfeel
Dentist.

The benefit payable for the periodic follayp visits will be payable on a quarterly basis during
the course of the orthodontic treatment if:

1 Dental Benefits are in effect for the person receiving the orthodontic treatmegnt; and
1 Proof isgiven to the Claim Administrator that the orthodontic treatment is continuing.

Benefits for Orthodontic Services Begun Prior to these Dental Benefits

If the initial placement was made prior to these Dental Benefits being in effect, the benefit payable
will be reduced by the portion attributable to the initial placement.

If the periodic followup visits commenced prior to these Dental Benefits being in effect:

1 the number of months for which benefits are payable will be reduced by the number of
months of tratment performed before these Dental Benefits were in effedt; and

1 the total amount of the benefit payable for the periodic visits will be reduced
proportionately.

Pretreatment Estimate of Benefits

If a planned dental service is expected to cost more than $500, You have the option of requesting
a pretreatment estimate of benefits. The Dentist should submit a claim detailing the services to be
performed and the amount to be chargélde request malge made alvww.metdental.com doy

calling 1-877-MET-DDS9. After the Claim Administrator receives this information, the Claim
Administrator will provide You with an estimate of the Dental Benefits available for the service.
The estimate is not a guaraatef the amount This Plan will payActual payments may vary
depending upon plan maximums, deductibles, frequency Jiamts other conditions at time of
payment Under the Alternate Benefit provision, benefits may be based on the cost of a service
otherthan the service that You choose. You are required to submit Proof on or after the date the
dental service is completed in order for This Plan to pay a benefit for such service.
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The pretreatment estimate of benefits is only an estimate of benefitble/laproposed dental
services. You are not required to obtain a pretreatment estimate of benefits. As always, You or
Your Dependent and the Dentist are responsible for choosing the services to be performed.

Benefits This Plan Will Pay After Coverage lBds

This Plan will pay benefits for a 3day period after Your coverage ends for the completion of
installation of a prosthetic device if:

1 the Dentist prepared the abutment teeth or made impressions before Your coverage
ends; and

1 the device is installedithin 31 days after the date the coverage ends.

This Plan will pay benefits for a 3day period after Your coverage ends for the completion of
installation of a Cast Restoration if:

1 the Dentist prepared the tooth for the Cast Restoration before Youagewnds; afjd
1 the Cast Restoration is installed withindys after the date the coverage ends.

This Plan will pay benefits for a 3day period after Your coverage ends for completion of root
canal therapy if:

1 the Dentist opened into the pulp chambefore Your coverage ends; and
1 the treatment is finished within the 8ays after date the coverage ends.

DENTAL BENEFITS: DESCRIPTION OF COVERED SERVICES
Type A Covered Services

1. Oral exams and problefocused exams, not described elsewhere but no tharetwice
in a Year.

2. Full mouth or pan@mic xrays once every 3

3. Bitewing xrays 1 setin a Year.

4. Intraoratperiapical xrays.

5. X-rays, except as mentioned elsewhere.

6. Pulp vitality and bacteriological studies for determination of bacteriologic agents
7. Diagrostic casts.

8. Cleaning of teeth (oral prophylaxis) twice in a Year.
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9. Emergency palliative treatment to relieve tooth pain.
10. Topical fluoride treatment for a Child under age 19, twice in a Year
11. Space maintainers for a Child under age 19.

12. Sealants for a Childnger age 16, which are applied to frestored, nomdecayed first and
second permanent molars, once per tooth evgpa#s

13. Preventive resin restorations, which are applied terestored first and second permanent
molars, once per tooth everydars.

14.Limited oral evaluatioii problem focused
15. Caries susceptibility tests.

16.1 f di agnosed with Sjogrendés Syndr ome, pr o\
from Your dental provider and approved by the Claims Administrator, two additional oral
exams and twadditional oral prophylaxes will be covered in a Year.

Type B Covered Services
1. Fillings.
2. Resinbased composite fillings.
3. Protective (sedative) fillings.
4. Full mouth debridements, but not more than once in a lifetime.

5. Simple extractions. Extractions of piny teeth or adult teeth solely for orthodontic
purposes will béreated as orthodontic services

6. Periodontal maintenance, where periodontal treatment (including scaling, root planning,
and periodontal surgery, such as gingivectomy, gingivoplasty and gssemery) has
been performed. Periodontal maintenance is limited to four times in any Year less the
number of teeth cleanings received during such Year.

7. Periodontal scaling and root planning, but not more than once per quadrant in-any 24
month period.

8. Local chemotherapeutic agents
9. Injections of therapeutic drugs.
10.Relinings and rebasingd existing removable Dentures:

1 ifatleast 6 months have passed since the installation of the existing removable Denture;
and
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1 not more than once in any-8sonth period.

11.Re-cementing 6Cast Restorations or Dentures.

12. Adjustments of Dentures, if at least 6 months have passed since the installation of the
Denture.

13. Addition of teeth to a partial removable Denture to replace natural teeth removed while
these Dental Benefitsare in effect for the person receiving such services.

14.Tissue conditioning.
15. Simple Repairs of Cast Restorations or Dentures other than recementing.

16. Application of desensitizing medicaments where periodontal treatment (including scaling,
root planning, andgriodontal surgery, such as osseous surgery) has been performed.

17.0Occlusal adjustments.

18. Consultations.

19. Pulp capping (excluding final restoration).

20. Therapeutic pulpotomy (excluding final restoration).

21.Prefabricated stainless steel crown or prefabricated mswn, but no more than one
replacement for the same tooth surface within 60 consecutive months.

22.Brush Biopsies.

Type C Covered Services
1. Cone beam imaging, but not more than once for the same tooth position in 60 months.
2. Pulp therapy.

3. General anesthest intravenous sedation in connection with oral surgery, extractions or
other Covered Services, when the Claim Administrator determines such anesthesia is
necessary in accordance with generally accepted dental standards.

4. Initial installation of full or patial Dentures (other than implant supported prosthetics):

1 when needed to replace congenitally missing teeth; or
1 when needed to replace natural teeth that are lost while the person receiving such
benefits was covered for Dental Benefits.

5. Replacement of aonserviceable fixed Denture if such Denture was installed more than
60 months prior to replacement.
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6. Replacement of a neserviceable removable Denture if such Denture was installed more
than 60 months prior to replacement.

7. Replacement of an immediateptgorary, full Denture with a permanent, full Denture, if
the immediate, temporary, full Denture cannot be made permanent and such replacement
is done within 12 months of the installation of the immediate, temporary, full Denture.

8. Initial installation of Cat Restorations.

9. Replacement of any Cast Restoration with the same or a different type of Cast Restoration,
but no more than one replacement for the same tooth surface within 60 months of a prior
replacement.

10.Oral Surgery, except as mentioned elsewhetBisnSummary Plan Description.
11.Core buildup, but no more than once per tooth in a period of 60 months.
12.Posts and cores, but no more than once per tooth in a period of 60 months.
13. Labial veneers, but no more than once per tooth in a period of 60 months.
14.Fixed and removable appliances for correction of harmful habits.

15. Surgical extractions. Extractions of primary teeth or adult teeth solely for orthodontic
purposes will be treated as orthodontic services.

16.Root canal treatment, but not more than once in anp@dth period for the same tooth.
17. Apexification/recalcification.

18. Periodontal surgery, including gingivectomy, gingivoplasty and osseous surgery, but no
more than one surgical procedure per quadrant in ammyd@h period.

19.Repair of implants, but not moreath once in a I-Znonth period.

20.Implant services (including sinus augmentation and bone replacement and graft for ridge
preservation), when needed to replace congenitally missing teeth or to replace natural teeth
that are lost while the person receiving sbehefit was covered for Dental Benefits, but
no more than once for the same tooth position in-m60th period.

21. Appliances for treatment for bruxism (grinding teeth), including but not limited to occlusal
guards and night guards.

22.Implant supported CastdRtorations, but no more than once for the same tooth position in
a 60month period.

23.Implant supported fixed Dentures, but no more than once for the same tooth position in a
60-month period.

Exhibit A-3
185
481133582725.13



24.Implant supported removable Dentures, but no more than ondeefeaine tooth position
in a 66month period.

Orthodontic Covered Services

Orthodontia for You, Your Spouse and Your Children up to age 26.
DENTAL BENEFITS: EXCLUSIONS

This Plan will not pay Dental Benefits for charges incurred for:

1. services which are n@entally Necessary, those which do not meet generally accepted
standards of care for treating the particular dental condition, or which This Plan deems
experimental in nature;

2. services for which You would not be required to pay in the absence of Denédit8en

3. services or supplies received by You or Your Dependent before the Dental Benefits start
for that person;

4. services which are neither performed nor prescribed by a Dentist, except for those services
of a licensed dental hygienist which are supervessdibilled by a Dentist, and which are
for:

1 scaling and polishing of teeth; or
1 fluoride treatments;

5. services which are primarily cosmetic;
6. services or appliances which restore or alter occlusion or vertical dimension;

7. restoration of tooth structure damdday attrition, abrasion or erosion, unless caused by
disease;

8. restorations or appliances used for the purpose of periodontal splinting;
9. counseling or instruction about oral hygiene, plaque control, nutrition and tobacco;

10.personal supplies or devices indilng, but not limited to: water piks, toothbrushes, or
dental floss;

11.initial installation of a Denture or implant to replace one or more teeth which were missing
before such person was covered for Dental Benefits, except for congenitally missing teeth;

12.demration or inscription of any tooth, device, appliance, crown or other dental work;
13. missed appointments;

14.services:
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f covered under any workersd compensation o

1 covered under any employer liability law;

1 for which the Employer of thperson receiving such services is not required to pay; or

1 received at a facility maintained by the Employer, labor union, mutual benefit
association, or VA hospital;

15. services covered under other coverage provided by the Employer;

16. biopsies of hard or softral tissue;

17.temporary or provisional restorations;

18.temporary or provisional appliances;

19. prescription drugs;

20. services for which the submitted documentation indicates a poor prognosis;
21.the following, when charged by the Dentist on a separate basis:

1 claimform completion;

1 infection control, such as gloves, masks, and sterilization of supplies; or

1 local anesthesia, nentravenous conscious sedation or analgesia, such as nitrous
oxide;

22.dental services arising out of accidental injury to the teeth and sungpstructures, except
for injuries to the teeth due to chewing or biting of food;

23. modification of removable prosthodontic and other removable prosthetic services;

24.precision attachments associated with fixed and removable prostheses, except when the
precsion attachment is related to implant prosthetics;

25.adjustment of a Denture made within 6 months after installation by the same Dentist who
installed it;

26.duplicate prosthetic devices or appliances;
27.replacement of a lost or stolen appliance, Cast Resto@tiDenture;
28.repair or replacement of an orthodontic device;
29.diagnosis and treatment of temporomandibular joint disorders;
30.intra and extraoral photographic images.
DENTAL BENEFITS: COORDINATION OF BENEFITS
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When You or a Dependent incurs charges for Cov&adices, there may be other Plans, as
defined below, that also provide benefits for those same charges. In that case, This Plan may
reduce what This Plan pays based on what the other Plans pay. This Coordination of Benefits
section explains how and wié his Plan does this.

DEFINITIONS
In this section, the terms set forth below have the following meanings:
Allowable Expensemeans a necessary dental expense which both of the following are true:

1 a covered person must pay it; and

1 itis at least partlcovered by one or more of the Plans that provide benefits to the
covered person.

If a Plan provides fixed benefits for specified events or conditions (instead of benefits based on
expenses incurred), such benefits are Allowable Expenses.

If a Plan provide benefits in the form of services, This Plan treats the reasonable cash value of
each service performed as both an Allowable Expense and a benefit paid by that Plan.

The term not include:

1 expenses for services performed because of-&étdied Injury oSickness;

1 any amount of expenses in excess of the higher reasonable and customary fee for a
service, if two or more Plans compute their benefit payments on the basis of reasonable
and customary fees;

1 any amount of expenses in excess of the higher negptiee for a service, if two or
more Plans compute their benefit payments on the basis of negotiated fees; and

1 any amount of benefits that a Primary Plan does not pay because the covered person
fails to comply with 't he iz&ioniraviaw pyovidbhsan 6 s n
these include provisions requiring:

1 second surgical opinions;

1 precertification of services;

T use of providers in a Plands network of
1 any other similar provisions.

This Plan wondét use thhanefgsbgausewan HMOanemberdas elecfedl s e
to have dental services provided bya#toMO pr ovi der and t he HMOG6s co
the HMO to pay for providing those services.
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Claim Determination Period means a period that starts on any Janftiaayd ends on the next
DecembeBl. A Claim Determination Period for any covered person will not include periods of
time during which that person is not covered under This Plan.

Custodial Parentmeans a Parent awarded custody, other than joint custodgooytalecree. In

the absence of a court decree, it means the Parent with whom the child resides more than half of
the Year without regard to any temporary visitation.

HMO means a Health Maintenance Organization or Dental Health Maintenance Organization.
Job-Related Injury or Sicknessmeans any injury or sickness:

T for which You are entitled to benefits ul
or any arrangement that provides for similar compensation; or

9 arising out of employment for wage or profit.

Parent means a person who covers a child as a dependent under a Plan.

Plan means any of the following, if it provides benefits or services for an Allowable Expense:
1 agroup insurance plan;

an HMO;

a blanket plan;

uninsured arrangements of group or groyyetgoverage;

a group practice plan;

a group service plan;

a group prepayment plan;

any other plan that covers people as a group;

motor vehicle No Fault coverage, if the coverage is by law; and

= = =2 4 -4 -4 A - -2

any other coverage required or provided by any law or any goettal program,
except Medicaid.

The term does not include any of the following
9 individual or family insurance or subscriber contracts;

9 individual or family coverage through closed panel Plans or other prepayment, group
practice or individual practice &ts;
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1 hospital indemnity coverage;

|

a school blanket plan that only provides acciggpe coverage on a ZAdbur basis, or
a Ato and from school basis, 0 to students

disability income protection coverage;
accidentonly coverage;
specified disease or specified accident coverage;

nursing home or long term care coverage; or

= =2 =4 =4

any government program or coverage if, by state or Federal law, its benefits are excess
to those of any private insurance plan or othergovernment plan.

The provisions of This Plan, which limit benefits based on benefits or services provided under:
1 Government Plans; or
1 Plans which the Employer (or an affiliate) contributes to or sponsors;

will not be affected by these Coordination of Béts provisions.

Each policy, contract or other arrangement for benefits is a separate Plan. If part of a Plan reserves
the right to reduce what it pays based on benefits or services provided by other Plans, that part will
be treated separately from gogrts which do not.

This Plan means the Dental Benefits described in this Summary Plan Description, except for any
provisions in this Summary Plan Description that limit coverage based on benefits for services
provided under government plans, or plans wiiee Employer (or an affiliate) contributes to or
Sponsors.

Primary lanmeans a Pl an that pays its benefits fir
Primaryo section. A Primary Plan pays benef.

Secondary Pan means a Plan that is not a Primary Plan. A Secondary Plan may reduce its benefits
by amounts payable by the Primary Plan. If there are more than two Plans that provide coverage,
a Plan may be Primary to some plans, and Secondary to others.

RULES TO DECIDE WHICH PLAN IS PRIMARY

When more than one Plan covers the person for whom Allowable Expenses were incurred, the
Claim Administrator determines which plan is primary by applying the rules in this section.

When there is a basis for claim under This Rlad another Plan, This Plan is Secondary unless:

1 the other Plan has rules coordinating its benefits with those of This Plan; and
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T this Plan is primary under This Pl anbds ru

The first rule below, which will allow the Claim Administrator to determingcWwiPlan is Primary,
is the rule that the Claim Administrator will use.

Dependent or NonDependent A Plan that covers a person other than as a dependent (for
example, as aAssociate member, subscriber, or retiree) is Primary and shall pay its benefits
before a Plan that covers the person as a dependent; except that if the person is a Medicare
beneficiary and, as a result of federal law or regulations, Medicare is:

1 Secondary to the Plan covering the person as a dependent; and

1 Primary to the Plan coverintpe person as other than a dependent (e.tprnaer
Associate;

then the order of benefits between the two Plans is reversed and the Plan that covers the person as
a dependent is Primary.

Child Covered Under More Than One Plani Court Decree When ThisPlan and another Plan

cover the same Child as the Dependent of two or more Parents, and the specific terms of a court
decree state that one of the Parents must pr o)
expenses, t hat rpdthePtah asactial kaowledge of tRose termas. This rule
applies to Claim Determination Periods that start after the Plan is given notice of the court decree.

Child Covered Under More Than One Plani The Birthday Rule: When This Plan and another
Plan cover the same Child as the Dependent of two or more Parents, the Primary Plan is the Plan
of the Parent whose birthday falls earlier in the Year if:

1 the Parents are married; or
1 the Parents are not separated (whether or not they have ever married); or

91 acourt decree awards joint custody without specifying which Parent must provide
health coverage.

If both Parents have the same birthday, the Plan that covered either of the Parents longer is the
Primary Plan.

However, if the other Plan does not have thile,rbut instead has a rule based on the gender of
the parent, and if, as a result, the Plans do not agree on the order of benefits, the rule in the other
Plan will determine the order of benefits.

Child Covered Under More than One Plani Custodial Parent When This Plan and another
Plan cover the same Child as the Dependent of two or more Parents, if the Parents are not married,
are separated (whether or not they ever married), or are divorced, the Primary Plan is:
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1 the Plan of the Custodial Parent; then

1 thePlan of the spouse of the Custodial Parent; then
1 the Plan of the nenustodial Parent; and then

1 the Plan of the spouse of the raustodial Parent.

Active or Inactive Associate A Plan that covers a person asfasociatewvho is neither laid off
norterminated is Primary to a Plan that covers the person as afam former Associatgor as

t hat personébés Dependent) . I f the other Pl an
not agree on the order of benefits, this rule is ignored.

Continuation Coverage The Plan that covers a person as an acdhssociate member or
subscriber (or as thétssociaté s Dependent) i s Primary to a Pl &
right of continuation pursuant to federal law (e.g., COBRA) or state lathe Plan that covers

the person has not adopted this rule, and if, as a result, the Plans do not agree on the order of
benefits, this rule shall not apply.

Longer/Shorter Time Covered If none of the above rules determine which Plan is Primary, the
Plan that has covered the person for the longer time shall be Primary to a Plan that has covered the
person for a shorter time.

No Rules Apply. If none of the above rules determine which Plan is Primary, the Allowable
Expenses shall be shared equally betvadketine Plans. In no event will This Plan pay more than
it would if it were Primary.

EFFECT ON BENEFITS OF THIS PLAN

If This Plan is Secondary, when the total Allowable Expenses incurred by a covered person in any
Claim Determination Period are less tltha sum of:

1 the benefits that would be payable under This Plan without applying this Coordination
of Benefits provision; and

1 the benefits that would be payable under all other Plans without applying Coordination
of Benefits or similar provisions;

thenThis Plan will reduce the benefits that would otherwise be payable under This Plan. The sum
of these reduced benefits, plus all benefits payable for such Allowable Expenses under all other
Plans, will not exceed the total of the Allowable Expenses. Bemafyable under all other Plans
include all benefits that would be payable if the proper claims had been made on time.

RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION

The Claim Administrator needs certain information to apply the Coordination of Bemngdiss

The Claim Administrator has the right to decide which facts The Claim Administrator needs. The

Claim Administrator may get facts from or give them to any other organization or person. The
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Claim Administrator does not need to tell, or get theseoh of, any person or organization to do

this. To obtain all benefits available, a covered person who incurs Allowable Expenses should file
a claim under each Plan which covers the person. Each person claiming benefits under This Plan
must give the Clan Administrator any facts This Plan needs to pay the claim.

FACILITY OF PAYMENT

A payment made under another Plan may include an amount which should have been paid under
This Plan. If it does, This Plan may pay that amount to the organization whichimatgayment.

That amount will then be treated as though it were a benefit paid under This Plan. This Plan will
not have to pay that amount again. The term
form of services, in which case This Plan may pag reasonable cash value of the benefits
provided in the form of services.

RIGHT OF RECOVERY

If the amount This Plan pays is more than This Plan should have paid under this Coordination of
Benefits provision, This Plan may recover the excess from omew@& of:

1 the person This Plan has paid or for whom This Plan has paid;
1 insurance companies; or
1 other organizations.

The amount of the payment includes the reasonable cash value of any benefits provided in the
form of services.

GENERAL PROVISIONS
Assignment

Upon receipt of a Covered Service, You may assign Dental Benefits to the Dentist providing such
service.

Dental Benefits: Who This Plan Will Pay

|l f You assign payment of Dent al Benefits to Y
benefits diretty to the Dentist. Otherwise, This Plan will pay Dental Benefits to You.

Conformity with Law

If the terms and provisions of this Summary Plan Description do not conform to any applicable
law, this Summary Plan Description shall be interpreted to so iconfo
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Overpayments
Recovery of Dental Benefit Overpayments

This Plan has the right to recover any amount that the Claim Administrator determines to be an
overpayment, whether for services received by You or Your Dependents.

An overpayment occurs if the Claiddministrator determines that:

1 the total amount paid by This Plan on a claim for Dental Benefits is more than the total
of the benefits due to You under this Summary Plan Description; or

1 payment This Plan made should have been made by another group plan.
If such overpayment occurs, You have an obligation to reimburse This Plan.
How This Plan Recovers Overpayments
This Plan may recover the overpayment from You by:
1 stopping or reducing any future benefits payable for Dental Benefits;
1 demanding an immedmatefund of the overpayment from You; and
i taking legal action.
If the overpayment results from This Plan having made a payment to You that should have been
made under another group plan, This Plan may recover such overpayment from one or more of the

following:

1 any other insurance company;
1 any other organization; or
1 any person to or for whom payment was made.

CLAIMS INFORMATION
Dental Benefits Claims
Procedures for Presenting Claims for Dental Benefits

All claim forms needed to file for benefits under the group benefits program can be obtained from
the Employer who can also answer questions about the benefits and assist You or, if applicable,
Your beneficiary in filing claims. Dental claim forms can calbe downloaded from
www.metlife.com/dentabr www.metlife.com/mybenefiter by calling $1800-942-0854 Y ou can

track your claims online and receive email alerts when a claim has been processed.
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Routine Questions

If there is any question about a clai@yment, an explanation may be requested from the Claim
Administrator by dialing 4800-942-0854.

Claim Submission

For claims for Dental Benefits, the claimant must complete the appropriate claim form and submit
the required Proof as described below:

Stepl
A claimant may request a claim form, by calling the Claim Administrator8201942-0854.

Step 2
The Claim Administrator will send a claim form to the claimant and explain how to complete it.
The claimant should receive the claim form withindEysof requesting it.

Step 3

When the claimant receives the claim form the claimant should fill it out as instructed and return
it with the required Praf described in the claim formlf the claimant does not receive a claim
form within 15days, Proof may besent using any form sufficient to provide the Claim
Administrator with the required Proof.

Step 4
The claimant must give the Claim Administrator Proof no later thaiha98 after the date of the
loss.

Initial Determination

After You submit a claim foDental Benefits to the Claim Administrator, the Claim Administrator
will review Your claim and notify You of its decision to approve or deny Your claim.

Such notification will be provided to You within a 30 day period from the date You submitted
Your clam; except for situations requiring an extension of time of up to 15 days because of matters
beyond the control of This Plan. If the Claim Administrator needs such an extension, the Claim
Administrator will notify You prior to the expiration of the initidD day period, state the reason
why the extension is needed, and state when it will make its determination. If an extension is
needed because You did not provide sufficient information or filed an incomplete claim, the time
from the date of the Claim Admistratoiés notice requesting further information and an extension
until the Claim Administrator receives the requested information does not count toward the time
period the Claim Administrator is allowed to notify You as to its claim decision. Youhawk
45 days to provide the requested information from the date You receive the notice requesting
further information from the Claim Administrator.
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If the Claim Administrator denies Your claim in whole or in part, the notification of the claims
decision will state the reason why Your claim was denied and reference the specific Plan
provision(s) on which the denial is based. If the claim is denied because the Claim Administrator
did not receive sufficient information, the claims decision will describadléional information
needed and explain why such information is needed. Further, if an internal rule, protocol, guideline
or other criteria was relied upon in making the denial, the claims decision will state the rule,
protocol, guideline or other crit@ or indicate that such rule, protocol, guideline or other criteria
was relied upon and that You may request a copy free of charge.

Appealing the Initial Determination

If the Claim Administrator denies Your claim, You may make two appeals of thel initia
determination. Upon Your written request, the Claim Administrator will provide You free of
charge with copies of documents, records and other information relevant to Your claim. You must
submit Your appeal to the Claim Administrator at the addresedteti on the claim form within

180 days of receiving the Claim Administrator's decision. Appeals must be in writing and must
include at least the following information

Name of Employee

Name of This Plan

Reference to the initial decision

Whether the apgal is the first or second appeal of the initial determination
An explanation why You are appealing the initial determination

E R I

As part of each appeal, You may submit any written comments, documents, records, or other
information relating to Your claim.

After the Claim Administrator receives Your written request appealing the initial determination or
determination on the first appeal, the Claim Administrator will conduct a full and fair review of
Your claim. Deference will not be given to initial denialad the Claim AdministratGs review

will look at the claim anew. The review on appeal will take into account all comments, documents,
records, and other information that You submit relating to Your claim without regard to whether
such information was sutitted or considered in the initial determination. The person who will
review Your appeal will not be the same person as the person who made the initial decision to
deny Your claim. In addition, the person who is reviewing the appeal will not be aisalbef

the person who made the initial decision to deny Your claim. If the initial denial is based in whole
or in part on a medical judgment, the Claim Administrator will consult with a health care
professional with appropriate training and experiemce¢he field of dentistry involved in the
judgment. This health care professional will not have consulted on the initial determination, and
will not be a subordinate of any person who was consulted on the initial determination.

Exhibit A-3
196
481133582725.13



The Claim Administrator wilnotify You in writing of its final decision within 30 days after the
Claim Administrato@s receipt of Your written request for review, except that under special
circumstances the Claim Administrator may have up to an additional 30 days to provide written
notification of the final decision. If such an extension is required, the Claim Administrator will
notify You prior to the expiration of the initial 30 day period, state the reason(s) why such an
extension is needed, and state when it will make itsdetation.

If the Claim Administrator denies the claim on appeal, the Claim Administrator will send You a
final written decision that states the reason(s) why the claim You appealed is being denied and
references any specific Plan provision(s) on whiclddreal is based. If an internal rule, protocol,
guideline or other criteria was relied upon in denying the claim on appeal, the final written decision
will state the rule, protocol, guideline or other criteria or indicate that such rule, protocolirguidel

or other criteria was relied upon and that You may request a copy free of charge. Upon written
request, the Claim Administrator will provide You free of charge with copies of documents,
records and other information relevant to Your claim.

When theclaim has been processed, You will be notified of the benefits paid. If any benefits have
been denied, You will receive a written explanation.

Urgent Care Claim Submission

A small number of claims for Dental Benefits may be urgent care claims. Waentlaims for

Dental Benefits are claims for reimbursement of dental expenses for services which a Dentist
familiar with the dental condition determines would subject the patient to severe pain that cannot
be adequately managed without the care or treattitinat is the subject of the claim. Of course

any such claim may always be submitted in accordance with the normal claim procedures.
However Your Dentist may also submit such a claim to the Claim Administrator by telephoning
the Claim Administrator anohforming the Claim Administrator that the claim is an Urgent Care
Claim. Urgent Care Claims are processed according to the procedures set out above, however
once a claim for urgent care is submitted, the Claim Administrator will notify You of the
deternination on the claim as soon as possible, but no later than 72 hours after the claim was filed.
If You or Your covered Dependent does not provide the Claim Administrator with enough
information to decide the claim, the Claim Administrator will notify Meithin 24 hours after it
receives the claim of the further information that is needed. You will have 48 hours to provide the
information. If the needed information is provided, the Claim Administrator will then notify You

of the claim decision within 4Bours after the Claim Administrator received the information. If

the needed information is not provided, the Claim Administrator will notify You or Your covered
Dependent of its decision within 120 hours after the claim was received.
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If Your urgent carelaim is denied but You receive the care, You may appeal the denial using the
normal claim procedures. If Your urgent care claim is denied and You do not receive the care,
You can request an expedited appeal of Your claim denial by phone or in writireg Cl&im
Administrator will provide You any necessary information to assist You in Your appeal. The
Claim Administrator will then notify You of its decision within 72 hours of Your request in
writing. However, the Claim Administrator may notify You byople within the time frames
above and then mail You a written notice.

Discretionary Authority of Plan Administrator, Claim Administrator and Other Plan
Fiduciaries

In carrying out their respective responsibilities under This Plan, the Plan AdminisGktion,
Administrator and other Plan fiduciaries shall have discretionary authority to interpret the terms
of This Plan and to determine eligibility for and entitlement to Plan benefits in accordance with
the terms of This Plan. Any interpretation or deteation made pursuant to such discretionary
authority shall be given full force and effect, unless it can be shown that the interpretation or
determination was arbitrary and capricious.

QUESTIONS
Assistance with Your Questions

If You have any questiorsbout This Plan, You should contact the Plan Administrator. If You
have any questions about this statement or about Your rights under ERISA, or if You need
assistance in obtaining documents from the plan Administrator, You should contact the nearest
office of the Pension and Welfare Benefits Administration, De&partment of Labor, listed in

Your telephone directory or the Division of Technical Assistance and Inquiries, Pension and
Welfare Benefits Administration, U.®epartment of Labor, 200 ConstituticAvenue N.W.,
Washington, D.C. 20210. You may also obtain certain publications about Your rights and
responsibilities under ERISA by calling the publications hotline of the Pension and Welfare
Benefits Administration.
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EXHIBITA -4

WOODMEN LIFE VISION PLAN

BENEFIT INFORMATION BOOKLET
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INTRODUCTION

The Woodmehife Vi si on Pl an (the APl ano) provides ¢

are outlined in this Benefit Il nformati on Boo
( A S P Dhis)Booklet is not a substitute for the provisions of the group vision carey jtiie
APol i cyo). A copy of the Policy wild/l be furni

this Booklet and the Policy, the provisions of the Policy will prevadr additional information
relating to these benefits, contact the Plaméistrator.
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DEFINITIONS:

ADDITIONAL
BENEFIT RIDER

ADMINISTRATIVE
SERVICES
PROGRAM
ASSIGNMENT OF
BENEFITS

BENEFIT
AUTHORIZATION

CLIENT or GROUP

CLIENT
APPLICATION

COMPANY or VSP

COMPLAINTS
AND GRIEVANCES

CONFIDENTIAL
MATTER
COORDINATION
OF BENEFITS

COPAYMENTS

COVERED
PERSON
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The document attached to this Evidence of Coverage, when purchi
Group, which lists selected vision care services and vision care m
that a Covered Person is entitled to receinderthe Policy. Additional
Benefits are only available when pbased by Group in conjunction w
a Plan Benefit offered under the Schedule of Benefits.

A self-insured vision care plan whereby Client pays VSP for the
Benefits in addition to a monthly administrative fee.

A written order signed by a Covered Person eighteen (18) years of
older and included with each claim, directing VSP to pay available
Benefits to a named Open Access Provider

A process used to confirm eligibility of an individuelmed as a Cover
Person of VSP, and identifying those Plan Benefits to which Cc
Person is entitled.

An employer or other entity which contracts with VSP for coverage
the Policy in order to provide vision care coverage tdiisollees an
their Eligible Dependents, if such dependent coverage is provided.

The form signed by an authorized representative of the Client to ap
Enrollee coverage under the Policy.

Vision Service Plamnsurance Company

Disagreements regarding access to care, quality of care, treatn
service.

All confidential information concerning the medical, personal, finar
or business affairs of Covered Bens acquired by VSP in the cours
providing Plan Benefits hereunder.

Procedure which allows more than one insurance plan to consider C
Personsd vision care c¢laims fc

Thoseamounts required to be paid by or on behalh @overed Pers:
for Plan Benefits that are not fully covereohd which are payable at
time services are rendered or materials ordered

An Enrollee or Eligible Dependent who meets the o up 6 s
criteria and on whose behalf premiums have been paid to VSP, al
is covered under the Plan.
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ELIGIBLE
DEPENDENT

ENROLLEE
EVIDENCE  OF
COVERAGE
(AREOCH)

OPEN ACCESS
PROVIDER

PLAN OR PLAN
BENEFITS

PLAN
ADMINISTRATOR

POLICY

POLICY PERIOD

RENEWAL DATE

RETENTION

SCHEDULE OF
BENEFITS

VSP PREFERRELC
PROVIDER
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Any dependent of an Enrollee who meets the criteria for eligi
established by Client.

An Associateor member of Group who meets the criteria for eligib
established by the Group, as set forth herein.

A summary of the provisions of the Policy, prepared by VSP and prc
to Client for distribution to Enrollees by Client.

Any optometrist, optician, ophthalmologist or other licensedopradifiec
vision care provider who has not contracted with VSP to provide
care services and/or vision care materials to Covered Persons of

The vision care services and vision care materials which a Covered
is entitled to receive by vine of coverage under the Policy, as define
the attached Schedule of Benefits and Additional Benefit Rider.

The person specifically so designated on the Client application, o
administrator is not so designated, the Client. The Plan Admini
shall have authority to control and manage the operation
administration of the Plan on behalf of the Client.

The contract between VSP and the Group upon which this Plan is

The length of time the Policy is in effect, as shown on the front pt
the Policy.

The date when the Policy shall renew or terminate if proper notice is
VSP6s administrative fee deduc

The document(s), attached as Exhibit A to the Client Policy main
by the Plan Administrator and to tiB®oklet which lists the vision ca
services and vision care materials which a Covered Person is ent
receive by virtue of the Plan

An optometrist or ophthalmologist licensed and otherwise qualifit
practice vision care and/or provide vision care materials whe
contracted with VSP to Plan Benefits on behalf of Covered Pers
VSP.

Services for a condition with sudden onset andeasymptoms whic
requires the Covered Person to obtain immediate medical care
unforeseen occurrence requiring immediate -ma&dical, action
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URGENT CARE

URGENT A condition with sudden onset and acute symptoms which requir
CONDITION Covered Person tobtain immediate care; or an unforeseen occur
calling for immediate action.
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BENEFITS AND COVERAGES

IMPORTANT: The benefits described below are typical services and materials available
under most VSP plans. However, the actual Plan Benefits provided to you by your Group
may be different. Refer to the attached Schedule of Benefits and/or Disclosure to determine
your specific Plan Benefits.

1. Eye Examination: A complete initial vision analysis which incluces appropriate
examination of visual functions, including the prescription of corrective eyewear where
indicated.

2. Lenses: The Member Doctor will order the proper lenses necessary for your visual welfare.
The doctor shall verify the accuracy of the $imed lenses.

3. Frames: The Member Doctor will assist in the selection of frames, properly fit and adjust the
frames, and provide subsequent adjustments to frames to maintain comfort and efficiency.

4. Contact lenses: Necessary Contact Lenses are &8Bteagiit when specific benefit criteria are
satisfied and when prescribed by Covered Person's Member Doctor-ddéfober Provider.
Prior review and approval by VSP are not required for Covered Person to be eligible for
Necessary Contact Lenses.

Electiveor Necessary contact lenses are available in lieu of spectacle lenses and frames for the
current eligibility as indicated on ttfgchedule of Benefits and/or the Addendum that fallow
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EXCLUSIONS AND LIMITATIONS OF BENEFITS
The Plan is designed to cowgsual needs rather than cosmetic materials.

Some vision care services and/or materials are not covered under this Plan and certain other
limitations may apply. Please refer to the EXCLUSIONS AND LIMITATIONS OF BENEFITS
section of the attached SchedafdBenefits and/or Additional Benefit Rider for details.

COORDINATION OF BENEFITS

Covered Persons who are covered under two or more insurance plans that include vision care
benefits may be eligible for Coor dthenimstirancen of I
plansdé claim payments or reimbursements, I f a
VSP Pl an, which may r educe -arpocket expemsenCoterd Co v e
Persons covered under more than one VSP Plan may adduebt take advantage of COB. In

order to process claims involving COB, VSP may need to share personal information regarding
Covered Persons with other parties (such as another insurance company). When this is necessary,
VSP will only share such inforntian with those persons or organizations having a legitimate

interest in that information and only where such sharing is not prohibited by law.

URGENT CARE VISION

Services for conditions of a medical nature are covered by VSP only under specific supplemental
eye care Plans purchasedtbhg Group If the Grouppurchased one of these plans, such coverage

will be evidenced in an Additional Benefit Rider. When visiomecs necessary for Urgent
Conditions, Covered Persons with a supplemental eye care plan may obtain Plan Benefits by
contacting a VSP Preferred Provider or Open Access Provider. No prior approval from VSP is
required for the Covered Person to obtain visiare for Urgent Conditions of a medical nature.

If the Grouphas not purchased one of these plans, Covered Persons are not covered by VSP for
medi cal services and should contact a physici
for care.

HOLD H ARMLESS

Covered Persons shall be held harmless for any sums owed by VSP to the VSP Preferred Provider,
other than those sums not covered by the Plan.
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ELIGIBILITY FOR COVERAGE

Enrollees To be eligible for coverage, a person must currently b&sangate or member of the

Group, and meet the criteria established in the coverage criteria mutually agreed upon by Group
and the CompanyExcept as required by COBRA, an Associate ceases to be eligible for coverage
on the last day of the month in which theriination Date occurs. For these purposes, the
Termination Date is the date of employment termination (for Home Office Associates) or contract
termination (for Regional Directors, Recruiting Sales Managers, and WoodmenLife
Representatives).

Eligible Dependentd_egal Spouses and Children, as defined below, shall be eligible for coverage
as dependents.

LegalSpouse The Enroll eebs | egal spouse accordi

Child: Anyunmarried child of an Enrollee, includifigany natural child fronthe moment

of birth, (ii) any legally adopted child from the moment of placement in the residence of

the Enrolleeiii) any other child for whom a court or administrative agency holds the
Enrollee responsible from the moment of hirdr (iv) the Legal Pouseds depenc
children (provided they depend upon the Enrollee for support and maintenance). A Child
remains eligible for coverage as a dependent until the end of the month in which the Child
turns 26 year s of Adegeadert umaeied@hildi over theilimitihg a g e 0)
age may continue to be eligible as a dependent (Cltile is incapable of selfustaining
employment because of mental or physical disability, and chiefly dependent upon the
Enrollee for support and maintenance.

PREMIUMS

The Group is responsible for payments to the Company of the periodic charges for your coverage.
You will be notified of your share of the charges, if any, by your Group. The entire cost of the
program is paid to the Company by the Group.

COPAYMENT

The benefits described herein are available to you from any participating Member Doctor,
provided you follow the proper procedures by obtaining Benefit Authorization. THERE MAY BE
A COPAYMENT AMOUNT PAYABLE BY YOU TO THE MEMBER DOCTOR AT THE
TIME OF THE EXAMINATION. ANY ADDITIONAL CARE, SERVICE AND/OR
MATERIALS NOT COVERED BY THIS PLAN MAY BE ARRANGED BETWEEN YOU
AND THE DOCTOR.
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CHOICE OF PROVIDERS

Vision care services and vision care materials may be received from any licensed optometrist,
ophthalmologig or dispensing optician, whether Member Doctors or-Niember Providers. If

you elect to receive vision care services from one of the Member Doctors, covered services are
provided at no oubf-pocket cost (unless the plan contains a Copayment).

When viion care services are received from a {Nt@mber Provider, you will be reimbursed for
such benefits according to tBehedule of Benefits that followkess any applicable Copayment.

BENEFIT AUTHORIZATION PROCESS

The Company authorizes Plan Beneditsording to the latest eligibility information furnished to

the Company by I nsuredds Group and the | evel
materials, reimbursement amounts, limitations, and exclusions) purchased for Insured by Group
underths PI an. When I nsured requests services un

Benefits will be reviewed by the Company to determine if Insured is eligible for new services
based upon I nsuredds Pl anos ttacked 8cheduwefof Berefitse r a g e
for a summary of the level of coverage provided to Insured by Group.

PROCEDURE FOR USING THE PLAN

VSP provides Plan Benefits to Covered Persons based on the level of coverage purchased by the
Group. Refer to the ScheduleBénefits and Additional Benefit Rider for specific Plan Benefits.

1. Contact VSP to obtain a list of participating providers, and/or to view available benefits, (see
below for contact information).

2. Cont act a VSP Pref err edankppoimmedteandbirdicate fthhti ¢ e  t
Covered Person is a VSP member. Should Covered Persons fail to identify themselves as VSP
members, Plan Benefits shall be limited to those of an Open Access Provider, if such Plan
Benefits are available

3. Once the appotment is made, the VSP Preferred Provider will obtain benefit verification from
VSP. The VSP Preferred Provider will bill VSP directly and the Covered Person is responsible
for payment of any applicable Copayments, -comered services or materials, an@unts
which exceed plan allowances, and annual maximum benefits

4. If the Policy includes Plan Benefits for Open Access Providers, Covered Person may be
responsible for paying for all services and/or materials in full and submitting a claim to VSP.
If an Open Access Provider agrees to submit a claim to VSP on behalf of Covered Person, VSP
will reimburse the Provider directly if the claim includes a valid Assignment of Benefits. All
reimbursement will be in accordance with the Open Access Providectiedute, less any
applicable Copayment. Obtaining services from an Open Access Provider will typically result
in higher out of pocket expenses for Covered Persons. All claims must be submitted to VSP
within 365 calendar days from the date services andered and/or materials provided.
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Claims received by VSP after 365 days will be denied unless prohibited by applicable state or
federal law

TO OBTAIN FURTHER INFORMATION contact VSP &é00-877-7195 or www.vsp.com

If the Plan is terminated, VSP caage may be available for individuals to purchase online
WWW.VSp.com.

LIABILITY IN EVENT OF NON -PAYMENT

IN THE EVENT COMPANY FAILS TO PAY THE PROVIDER, YOU SHALL NOT BE
LIABLE TO THE PROVIDER FOR ANY SUMS OWED BY THE VISION POLICY OTHER
THAN THOSE NOT CO\ERED BY THE POLICY.

INDIVIDUAL CONTINUATION OF BENEFITS

This program is available to groups of a minimum of ten @$Hociate and is, therefore, not
available on an individual basis. When a Group terminates its coverage, individual coverage is
notavailable for Enrollees who may desire to retain same.

TERMINATION OF BENEFITS

If service is being rendered to you as of the termination date of the Policy, such service shall be
continued to completion, but in no event beyond six (6) months afterrthe&tion date of the
Policy.

COMPLAINTS AND GRIEVANCES

Covered Persons have the right to expect quality care from VSP Preferred Providers. More
information is available under AnPatient ds Ri
www.vsp.com. Corplaints and grievances are disagreements regarding access to care, quality of
care, treatmentor service. Covered Persons may submit any complaints and/or grievances,
including appeals, in writing to VSP at 3333 Quality Drive, Rancho Cordova, CA 98iBR)or
verbally by <calling VSP8MW87EAIt vVSPewill reSbve ta Di v i
complaint or grievance within thirty (30) calendar days after receipt, unless special circumstances
require an extension of time. In that case, resolution shall be achieved as soon as possible, but not
later than one hundred twenty (120) calendar dayseaf VSPO6s receipt of
grievance. If VSP determines that resolution cannot be achieved within thirty (30) days, VSP will
notify the Covered Person of the expected resolution date. Upon final resolution VSP will notify
the Covered Person tife outcome in writing
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CLAIM PAYMENTS AND D ENIALS

A. Initial Determination : The Company will pay or deny claims within thirty (30) calendar
days of receipt. Inthe event that a claim cannot be resolved within the time indicated, the Company
may, if neessary, extend the time for decision by no mioaa fifteen (15) calendar days.

B. Claim Denial Appeals If a claim is denied in whole or in part, under the terms of the
Policy,theCover ed Person or Covered Per sobaréggestaut h o
for a full review of the denial.The Covered Person may designate any person, includsgr

herprovider, asheaut hori zed representative. Ref erence
includetheCovered Persono6s vewheleapplicabled representat.

Initial Appeal: The request for review must be made within one hundred eighty (180)
calendar days following denial of a claim and should contain sufficient information to
identify the claim and the Covered Person affected by thaldérhe Covered Person may

review, during normal working hours, any documents held by VSP pertinent to the denial.

The Covered Person may also submit written comments or supporting documentation
concerning the <claim to aosseitostte initiah apped,P o s r
including specific reasons for the decision, shall be provided and communicated to the
Covered Person within thirty (30) calendar days after receipt of a request for an appeal
from the Covered Person

Second Level Appeal: If the Covered Person disagrees with the response to the initial

appeal of the denied clainthe Covered Person has the right to a second level appeal.
Within sixty (60) calendar days af tther rece
Covered Perso may submit a second appeal to VSP along with any pertinent
documentation. VSP shall communicate its final determinatitimetGovered Person in
compliance with all applicable state and federal laws and regulations and shall include the
specific reasomfor the determination

Other Remedies: Whenthe Covered Person has completed the appeals stated herein,
additional voluntary alternative dispute resolution options may be available, including
mediation or arbitrationThe Covered Person may contact the U. S. Department of Labor
or the State insurance regulatory agency for details. Additionally, under the provisions of
ERISA (Section 502(a)(1)(B) [29 U.S.G.1132(a)(1)(B)],the Covered Person has the
right to bring a civilaction when all available levels of reviews, including the appeal
process, have been completed, the claims were not approved in whole or in ptrg¢, and
Covered Person disagrees with the outeom

Time of Action: No action in law or in equity shall b@ought to recover on the Policy

prior to the Covered Person exhausting his/her grievance rights under the Policy and/or
prior to the expiration of sixty (60) days after the claim and any applicable documentation
have been filed with VSP. No such actisimall be brought after the expiration of any
applicable statute of limitations, in accordance with the terms of the Policy

In the event this Plan is terminated, VSP coverage may be available for individuals to purchase
online www.vsp.com.
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SCHEDULE OF BENEFITS

GENERAL

This Schedule of Benefits list the vision care services and materials to which Covered Persons of
the Company are entitled, subject to any Copayments and other conditions, limitations, and/or
exclusions stated herein, and forms part of Rléicy or Evidence of Coverage to which it is
attached.

VSP Preferred Providers ar e t hose doctors t h
Network.

ELIGIBILITY

The following areCovered Persons under this Plan, pursuant to eligibility criéstablished by
the Group:

1 Enrollee

1 Legal Spouse of Enrollee

1 Any child of Enrollee, including natural child from the date of birth, legally adopted child
from the date of placement for adoption with the Enrollee, or other child for whom a
court oradministrative agency holds the Enrollee responsible.

Dependent children are covered up to the end of the month in which they turn age 26.
A dependent, unmarried child over the limiting age may continue to be eligible as a dependent if
the child is incapble of seHsustaining employment because of mental or physical disability, and

chiefly dependent upon Enrollee for support and maintenance.

PLAN BENEFITS
VSP PREFERRED PROVIDERS

COPAYMENT

There shall be a Copayment of $15.00 for the examingagable by the Covered Person at the

time services are rendered. If materials (lenses, frames or Necessary Contact Lenses) are provided,
there shall be an additional $35.00 Copayment payable at the time the materials are ordered. The
Copayment shall not apy to Elective Contact Lenses.

COVERED SERVICES AND MATERIALS

EYE EXAMINATION
Covered in full* once every 12 months**
Comprehensive examination of visual functions and prescription of corrective eyewear.

LENSES
Covered in full* once every 12 months*
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Lenses (Single, Lined Bifocal, Lined Trifocal or Lenticular)
Polycarbonate lenses are covered up to the end of the month in which they turn age 18.

LENS OPTIONS

Anti-reflective coating covered in full once every 12 months.**
Blended lenses coveredfuil once every 12 months.**
Progressive lenses covered in full once every 12 months.**
Tinted/Photochromic covered in full once every 12 months.**

FRAMES- Covered up to $150.00* once every 12 months**
The VSP Preferred Provider will prescribe andof@lerv er ed Per sonds | enses,
accuracy of finished lenses, and assist Covered Person with frame selection and adjustment.

CONTACT LENSES

ELECTIVE

Elective Contact Lenses (materials only) are covered up to $150.00 once every 12 months**
The ElectiveContact Lens fitting and evaluation services are covered in full once every 12
months, after a maximum $60.00 Copayment.

NECESSARY
Necessary Contact Lenses are covered in full* once every 12 months**

Necessary Contact Lenses are a Plan Benefit wheifisfgeenefit criteria are satisfied and when
prescribed by Covered Person's VSP Preferred Provider.

Contact Lenses are provided in place of spectacle lens and frame benefits available herein.

*Less any applicable Copayment.
**peginning with the first dee of service.

LOW VISION
Professional services for severe visual problems not correctable with regular lenses, including:

Supplemental Testing:
Covered in full*. Includes evaluation, diagnosis and prescription of vision aids where indicated.

Supplemental Aids:
75% of VSP Preferredl0®froviderds fee, up to $1
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*Maximum benefit for all Low Vision services and materials i9090.00 every two (2) years
and a maximum of two supplemental tests within ayear period.

Low Vision Services & a Plan Benefit when specific benefit criteria are satisfied and when
prescribed byhe Covered Persdr VSP Preferred Provider.

EXCLUSIONS AND LIMITATIONS OF BENEFITS

Some brands of spectacle frames may be unavailable for purchase as Plan Benefitheor

subject to additional limitations. Covered Persons may obtain details regarding frame brand
availability from their VSP Member Doctor or
877-7195.

NOT COVERED

1 Services and/or materials not sped@fig included in this Schedule as covered Plan
Benefits.

1 Plano lenses (lenses with refractive correction of less than + .50 diopter), except as
specifically allowed under the Suncare enhancement, if purchasbd Byoup

1 Two pair of glasses instead ofdxals.

Replacement of lenses, frames and/or contact lenses furnished under this Plan which are

lost or damaged, except at the normal intervals when Plan Benefits are otherwise

available.

Orthoptics or vision training and any associated supplementalgestin

Medical or surgical treatment of the eyes.

Contact lens insurance policies or service agreements.

Refitting of contact lenses after the initial {8ay) fitting period.

Contact lens modification, polishing or cleaning.

Local, state and/or federal taxegcept where VSP is required by law to pay.

Services associated with Corneal Refractive Therapy (CRT) or Orthokeratology

=

= =4 =4 8 -4 4 -9

Exhibit A-4
213|Page
4811-33582725.13



REIMBURSEMENT SCHEDULE
OPEN ACCESS PROVIDERS

COPAYMENT

There shall be a Copayment of $15.00 for the examination payable Bypveeed Person at the

time services are rendered. If materials (lenses, frames or Necessary Contact Lenses) are provided,
there shall be an additional $35.00 Copayment payable at the time the materials are ordered. The
Copayment shall not apply to Electi@®ntact Lenses.

COVERED SERVICES AND MATERIALS

EYE EXAMINATION
Up to $ 45.00* once every 12 months**
Comprehensive examination of visual functions and prescription of corrective eyewear.

SPECTACLE LENSES

Single Vision Up to $ 30.00* once every 12 rtiwst*
Bifocal Up to $ 50.00* once every 12 months**
Trifocal Up to $ 65.00* once every 12 months**
Lenticular Up to $100.00* once every 12 months**

FRAMES
Covered up to $ 70.00* once every 12 months**

CONTACT LENSES

ELECTIVE
Elective Contact Lensese covered up to $105.00 once every 12 months**

The Elective Contact Lens allowance applies to both the doctor's fitting and evaluation fees, and
to materials.

NECESSARY
Necessary Contact Lenses are covered up to $210.00* once every 12 months**

Necessey Contact Lenses are a Plan Benefit when specific benefit criteria are satisfied and when
prescribed by Covered Pergsroctor.

Contact Lenses are provided in place of spectacle lens and frame benefits available herein.
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*Less any applicable Copayment.
**peginning with the first date of service.

LOW VISION
Professional services for severe visual problems not correctable with regular lenses, including:
Supplemental Testing: Up to $125.00*.
-Includes evaluation, diagnosis and prescription of visids where indicated.
Suppl emental Aids: 75% of VBO®OOPreferred Provi

*Maximum benefit for all Low Vision services and materials i090.00 every two (2) years and
a maximum of two supplemental tests within a-year period.

Low Vision Services are a Plan Benefit when specific benefit criteria are satisfied and when
prescribed by Covered Person's VSP Preferred Provider.

OPEN ACCESS PROVIDERS

1 Exclusions and limitations of benefits described above for VSP Preferred Providkrs sh
also apply to services rendered by Open Access Providers.

1 Services from an Open Access Provider are in lieu of services from a VSP Preferred
Provider.

1 There is no guarantee that the amount reimbursed will be sufficient to pay the cost of
services or nmirials in full.

T VSP is unable to require Open Access Provi

Exhibit A-4
215|Page
4811-33582725.13



ADDENDUM

ADDITIONAL BENEFIT RIDER
DIABETIC EYECARE PLUS PROGRAM

GENERAL

This Rider lists additional vision care benefits to whtdvered Personsf VISION SERVICE

PLAN I NSURANCE COMPANY (AVSPO) are entitled, <
other conditions, limitationsand/or exclusions stated herein or in the Schedule of Benefits with

which it is associated. Plan Benefits under the DiabetEy ecar e Pl us Pr ogr an
available tadCovered Persongho have been diagnosed with Type 1 or Type 2 diabetes and specific
ophthalmological conditions. This Rider forms a part ofRioéicy or Evidence of Coverage to

which it is attached.

ELIGIBILITY

The following are Covered Persons untther Policy pursuant to eligibility criteria established by
Client:

1 Enrollee.

1 The legal spouse of Enrollee.

1 Any child of Enrollee, including any natural child from the date of birth, legally adopted
child from the date of placement for adoption with the Enrollee, or other child for whom
a court or administrative agency holds the Enrollee responsible.

Dependenthildren are covered up to age the end of the month in which they attain the age of 26
years.

A dependent, unmarried child over the limiting age may continue to be eligible as a dependent if
thechild isincapableof selfsustaining employment becausfenental or physical disability, and
chiefly dependentiponEnrolleefor supportand maintenance.

PROGRAM DESCRIPTION

The DEPP is intended to be a suppleme@ tov e r e d g medcal @as. Providers will

first submit a claim taCovered Persan group medical insurance plan, and then to VSP. Any
amounts not paid by the medical plan will be considered for payment by VSP. (This is referred to

as ACoordination of Benefitso or ACOB. 0 Pl ea
Coverel Personds Evidence of Coverage fQoverehddi ti
Persordoes not have a group medical plan, providers will submit claims directly to VSP.

Examples of symptoms which may resultiCovered Persaeeking services und®BEPP may
include, but are not limited to:

A blurry vision
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transient loss of vision

trouble focusing

Afl oatingo spots
tunnel vision

visual distortion

Too Joo oo o o

Examples of conditions which may require management under DEPP may include, but are not
limited to:

diabetic retinopathy

diabetic macular edema
rubeosis

agerelated macular degeneration
glaucoma

Too oo oo oo o

PROCEDURES FOR OBTAINING DIABETIC EYECARE PLUS SERVICES
COVERED PERSON HAS A GROUP MEDICAL PLAN

The DERP provides coverage focertain visionrelated medical services as a supplement to
Covered Personds group medical pl an. Covered
of coverag, or other benefits description for their group medical plan to determine how ta obtai

plan benefits.

The provider should first submit a claim to C
amounts not paid by the medical plan may then be considered for payment by VSP. (This is

referred to as ACoor doPlasé refer to the CoorBiratioe of Benefits o r
section of Covered Personbés Evidence of Cover

COVERED PERSON DOES NOT HAVE A GROUP MEDICAL PLAN

When Covered Person does not have a group medical plabEfPBprovides Plan Benefits as
follows:

1. Covered Person contacts a VSP Network Doctor and makes an appointment.
2. Covered Person pays the applicable Copayment at the time &EREwisit and amounts for
any additional services not covered by thenPla

REFERRALS

If Covered Persais Member Doctor cannot provide Covered Services, the doctor will refer the
Covered Person to another Member Doctor or to a physician whose offices provide the necessary
services.

If the Covered Person requires servibegond the scope @EPPR, the Member Doctor will refer
the Insured to a physician.
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Referrals are intended to insure that Covered Persons receive the appropriate level of care for their
presenting condition.

Covered Persons do not require a referral fron a Member Doctor in order to obtain Plan
Benefits.

PLAN BENEFITS
VSP PREFERRED PROVIDER

COVERED SERVICES
Eye Examination: Covered in full after a Copayment of $20.00.
Special Ophthalmological ServicesCovered in Full.

EXCLUSIONS AND LIMITATIONS OF BENEFITS

The DEPP provides coverage for limited, visietated medical services. A current list of these
procedures will be made availableGovered Persongon request. The frequency at which these
services may be provided is dependent upon thefgpseivice and the diagnosis associated with
such service.

NOT COVERED

Services and/or materials not specifically included in this RideowasredPlan Benefits.
Framesspectacldenses, contact lenses or any other ophthalmic materials.
Orthogics or vision training and any associated supplemental testing.

Surgery of any type, and any pg postoperative serviceand/or supplies

Treatment for any pathological conditions.

An eye exam required as a condition of employment.

Insulin or any medications or supplies of any type.

Local, state and/or federal taxes, except where VSP is required by law to pay.

N>R~ WNE

DEPP DEFINITIONS

AMD Age-related macular degeneration (AMD) is a disease that destrc
clear, istr ai gsion necessarafdrareading, rdtivi
identifying faces and performing other daily tasks

Diabetes A disease where the pancreas has a problem either making, or
and using, insulin.

Type 1 Diabetes A disease in which the pancreas stops makingjims

Type 2 Diabetes A disease in which the pancreas either makes too little insulin or
properly use the insulin it makes to convert blood glucose to ener:
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Diabetic Retinopathy A weakening in the small blood vessels at the back of the eye.

Rubeosis Abnormal blood vessel growth on the iris and the structures in the
of the eye.

Diabetic Macular Swelling of the retina in diabetes mellitus due to leaking of fluid

Edema blood vessels within the macula.

Glaucoma A disease inwhich damage to the optic nerve leads to progre!

irreversible vision loss

Special Medical eyecare procedures for the investigation and managen
Opthalmological ocular disordergssociated with diabetic eye disease, glaucoma :
Services AMD.

PLAN BENEFITS
OPEN ACCESS PROVIDERS

A Non-Member Provider may requi@overed Persoto pay for all services in full at the time of
the visit. If so,Covered Persoshould then submit a claim YSPfor reimbursement.

COVERED SERVICES

Eye Examination: Covered up to $100.00 after a $20.00 Copayment.

Special Ophthalmological ServicesCovered up to $120.00 per individual service.

EXCLUSIONS AND LIMITATIONS OF BENEFITS

1.

2.
3.

Exclusions and limitations of benefits described above for MemberoBoshall also
apply to services rendered by NbMember Providers.

Services from a NeiMember Provider are in lieu of services from a Member Doctor.

There is no guarantee that the amount reimbursed will be sufficient to pay the cost of
services or miarials in full.

VSPis unable to require NeRlember Providers to adhereW¥oS P quality standards.
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Summary of Vision Benefits and Coverage
VSP Choice Plan
(effective January 1, 2018)

Common Services You Your cost if youse an Limitations and
Medical May Need In-Network Outof-Network Exceptions
Event Provider Provider
If you or you| Eye Exam $15.00 Copay Reimbursed up to | Exam covered i
dependents $45.00 full every 12
applicable) months**
need eyeare
Frames, Lenses Glasses: $35.00 |Frames reimburseq Frames covereq
Contacts Copay (lenses to $ 70.00 every 12 month
and/or frames onl} SV Lenses reimbur Lenses covered
Up to $60.00 copg up to $ 30.00 every 12 month
for Contact Lens | BiFocal Lenses
Exam reimbursed up to
$ 50.00
TrtFocal Lenses
reimbursed up to
$ 65.00
Lenticuldrenses
reimbursed up to
$100.00
ECL reimbursed uyg
$105.00
Fees

** Beginning with the first date of service.
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EXHIBIT A -5

WOODMEN LIFE CAFETERIA PLAN

BENEFIT INFORMATION BOOKLET
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INTRODUCTION

The WoodmehifeCaf et eri a Pl an (the APl ano) all ows
the Plan offers. The benefits that you may choose are outlined in this Benefit Information Booklet
(ABookl eto) and Summary Pl an Description (ASP

One of the most important feaés of this Plan is that the benefits being offered are
generally ones that you are already paying for, but normally with money that has first been subject
to income and Social Security taxes. Under this Plan, these same expenses will be paid for with a
portion of your pay before Federal income or Social Security taxes are withheld. This means that
you will pay less tax and have more money to spend and save.

This SPD describes the current provisions of the Plan which are designed to comply with
applicabé legal requirements. The Plan is subject to federal laws, such as the Internal Revenue
Code and other federal and state laws which may affect your rights. The provisions of the Plan
are subject to revision due to a change in laws or due to pronounsédwgehe Internal Revenue
Service (Al RS0) or other federal agenci es. T
this Plan. If the provisions of the Plan that are described in this SPD change, the Plan
Administrator will notify you.

There is &lan Document on file that you may review if you desire. In the event there is a
conflict between this Summary Plan Description and the Plan Document, the Plan Document will
control. Also, if there is a conflict between an insurance contract and éighielan Document or
this Summary Plan Description, the insurance contract will control.

Since this document is a summary, it cannot contain all of the details of the cafeteria plan,
which is a technical legal document. Any participant or beneficiaryarranpge to see a copy of
the Plan Document during regular business hours by contacting the Plan Administrator.

If this Booklet does not answer all of your questions, please contact the Plan Administrator.
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l. ELIGIBILITY
1. When can | become a Participant in the Plan?

Before you become a Plan member (referred to in this Summary Plan Description as a

AParticipanto), there are certain rules which
requirements. After that, the next step is to actually jointhe Planbhe fAentry dateo
established for alAssociats . The fAentry dateo is defined in

required to complete certain application forms before you can enroll in the Health Flexible
Spending Account or Dependentr€dlexible Spending Account.

2. What are the eligibility requirements for the Plan?

You will be eligible to join the Plan once you have satisfied the conditions for coverage
under our group medical plan. Of course, if you were alreadyt@ipant before this amendment,
you will remain a participant.

WoodmenLife Representatives are eligible to join the Premium Expense Account and
Health Savings Account.WoodmenLife Representatives are not eligible to join the Health
Flexible Spending Amount nor are they eligible for the Dependent Care Flexible Spending
Account.

3. When is my entry date?

Once you have met the eligibility requirements, your entry date will be the first day of the
month coinciding with or following thdate you met the eligibility requirements.

4. Are there any Associates who are not eligible?

Yes, there are certaissociate who are not eligible to join the Health Flexible Spending
Account or the Dependent Care Flexible Spending Accolihey are:

-- WoodmenLifeRepresentatives are not eligible to join the Health Flexible Spending
Account nor are they eligible for the Dependent Care Flexible Spending Account.

5. What must | do to enroll in the Plan? Does the Plan include an automatic election
feature? Does the Plan have fievergreeno el ec

Before you can join the Plan, you must complete an application to participate in the Plan.
The application includes your personal choicesefmrh of the benefits which are being offered
under the Plan. You must also authorize us to set some of your earnings aside in order to pay for
a portion of the benefits you have elected.

However, if you are already covered under any ofjtioep medicaldental, visionand/or
contributory group term lifénsurancebenefits you will automatically participate in this Plan to
the extent of your premiums unless you elect not to participate in this Plan
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As further described n t he fAPr emi ump rExwiesnisen Acriseaimnt Be
Premium Expense Accouatlows you to pay for premiums for group medical, dental, vjsion
and/or contributory group term lifasurance coverage offered by the Employer on a pretax basis.
If you elect to participate in tHeremium Payment Benefit for a Plan year, you will be deemed to
continue such selection for every succeeding Plan year, unless you change the election in
accordance with the Plan. You will also be deemed to have elected to make salary reduction
contributions consistent with the premiums for such benefit

. OPERATION
1. How does this Plan operate?

Before the start of each Plan Year, you will be able to elect to have some of your upcoming
pay contributed to thBlan. These amounts will be used to pay for the benefits you have chosen.
The portion of your pay that is paid to the Plan is not subject to Federal income or Social Security
taxes. In other words, this allows you to useftae dollars to pay for ct&in kinds of benefits
and expenses which you normally pay for with-ofipocket, taxable dollars. Also, we will make
additional Employer contributions to the Plan that you may use to increase the amounts used to
pay benefits. However, if you receiveeambursement for an expense under the Plan, you cannot
claim a Federal income tax credit or deduction on your return.

1. CONTRIBUTIONS
1. How much of my pay may the Employer redirect?

As discussed above n d ¥hat niust | do to enroll in the Plan? Does the Plan include an
automatic election feature? @ q &ckeyedr,,wve wilP| an h
automatically contribute on your behalf enough of your compensation to pgsofgr medical,
dental, vision and/or contributory group term lifi@surancecoverageunless you elect not to
receive any or all of such coverage. You may also elect to have us contribute on your behalf
enough of your compensation to pay for any other benefits thaglgotiunder the Plan. These
amounts will be deducted from your pay over the course of the year.

2. How much will the Employer contribute each year?

We may contribute a discretionary amount which we will determine prior to the beginning
of each Plan Year. This contribution can be used for the Health Savings Account. Please contact
the Plan Administrator for the schedule of contributions to Health Savings Account. We will also
provide you with a debit card to use for eligible expenses.

If you elect not to participate, the Employer will not contribute to the Plan on your behalf.
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3. What happens to contributions made to the Plan?

Before each Plan Year begins, you will select the benefits you want and how much of the
contributions should go toward each benefit. It is very important that you make these choices
carefully based on what you expect to spend on each covered benefit or expense during the Plan
Year. Later, they will be used to pay for the expenses as tiseydarring the Plan Year.

4. When must | decide which accounts | want to use?

You are required by Federal law to decide before the Plan Year begins, during the election
period (defined below). You must decide two things. First, whichfiteyeu want and, second,
how much should go toward each benefit.

If you are already covered by any of the insured benefits offered by this Plan, you will
automatically become a Participant to the extent of the premiums for such insurance unless you
eled, during the election period (defined below), not to participate in the Plan.

5. When is the election period for our Plan?

You will make your initial election on or before your entry date. (You should review
Section | on Eligibility to beer understand the eligibility requirements and entry date.) Then, for
each following Plan Year, the election period is established by the Plan Administrator and applied
uniformly to all Participants. It will normally be a period of time prior to thgifi@ng of each
Plan Year. The Plan Administrator will inform you each year about the election period.

6. May | change my elections during the Plan Year?

Generally, you cannot change the elections you have made after the beginninglar the P
Year. However, there are certain limited situations when you can change your elections. You are
permitted to change elections i f you have a
that is consistent with the change in status. Currengiyefal law considers the following events
to be a change in status:

-- Marriage, divorce, death of a spouse, legal separation or annulment;

-- Change in the number of dependents, including birth, adoption, placement for adoption,
or death of a dependent;

-- Any of the following events for you, your spouse or dependent: termination or
commencement of employment, a strike or lockout, commencement or return from an
unpaid leave of absence, a change in worksite, or any other change in employment status
thataffects eligibility for benefits;

-- One of your dependents satisfies or ceases to satisfy the requirements for coverage due
to change in age, student status, or any similar circumstance; and
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-- A change in the place of residence of you, your spoudemgndent that would lead to
a change in status, such as moving out of a coverage area for insurance.

In addition, if you are participating in the Dependent Care Flexible Spending Account, then
there is a change in status if your dependent no longer theetgialifications to be eligible for
dependent care.

However, with respect to the Health Savings Account (HSA), you may modify or revoke
your elections without having to have a change in status.

There are detailed rules on when a change in electideemed to be consistent with a
change in status. In addition, there are laws that give you rights to change health coverage for you,
your spouse, or your dependents. If you change coverage due to rights you have under the law,
then you can make a corresgling change in your elections under the Plan. If any of these
conditions apply to you, you should contact the Plan Administrator.

If the cost of a benefit provided under the Plan increases or decreases during a Plan Year,
then we will automatically inease or decrease, as the case may be, your salary redirection
election. If the cost increases significantly, you will be permitted to either make corresponding
changes in your payments or revoke your election and obtain coverage under another benefit
padkage option with similar coverage, or revoke your election entirely.

If the coverage under a Benefit is significantly curtailed or ceases during a Plan Year, then
you may revoke your elections and elect to receive on a prospective basis coverage timeler ano
plan with similar coverage. In addition, if we add a new coverage option or eliminate an existing
option, you may elect the newldded option (or elect another option if an option has been
eliminated) and make corresponding election changes toagitiens providing similar coverage.
If you are not a Participant, you may elect to join the Plan. There are also certain situations when
you may be able to change your elections on a
former spopsredsntods empl oyer .

These rules on change due to cost or coverage do not apply to the Health Flexible Spending
Account, and you may not change your election to the Health Flexible Spending Account if you
make a change due to cost or coverage for insaranif you decide to participate in the Health
Savings Account.

You may not change your election under the Dependent Care Flexible Spending Account
if the cost change is imposed by a dependent care provider who is your relative.

7. May | make newelections in future Plan Years?

Yes, you may. For each new Plan Year, you may change the elections that you previously
made. You may also choose not to participate in the Plan for the upcoming Plan Year. If you do
not make new electionsudng the election period before a new Plan Year begins, the Plan
Administrator will assume you want your elections for insured orfaalled benefits only to
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remain the same and you will not be considered a Participant for theswed benefit options
under the Plan for the upcoming Plan Ye&e e a b o Wé¢hat mustlaa to énroll in the

Pl an? Does the Plan include an automatic el
electons® f or more i nformation.
8. May | change my elections duringthe Plan Year and obtain coverage through an

Exchange (Marketplace)?

Under certain circumstances, you may prospectively revoke an election of coverage under
an Employersponsored group health plan (that is not a Health Flexible Spending Accountyin orde
to purchase a qualified health plan through a Marketplace.

(@) Revocations due to a reduction in hours of service.

You may prospectively revoke an election for coverage under an Enmysjpgyesored
group health plan (that is not a Health Flexible SjpemAccount) if:

1 You were in an employment status where you were reasonable expected to average at
least 30 hours of service per week;

1 A change in your status occurs so that you will reasonably be expected to average less
than 30 hours of service per @keafter the change (even if the reduction does not result
in you ceasing to be eligible under the group health plan);

1 Your revocation of the election of coverage under the group health plan corresponds to
your intended enrollment in another plan havides minimum essential coverage; and

1 The new coverage is effective no later than the first day of the second month following
the month that includes the date your original coverage is revoked.

(b) Revocations due to enrollment in a qualified heplém.

You may prospectively revoke an election for coverage under an Enysijogesored
group health plan (that is not a Health Flexible Spending Account) if:

1 Either (1) you are eligible for a special enrollment period to enroll in a qualified health
plan through a Marketplace, or (2) you seek to enroll in a qualified health plan through
a Marketplace during the Marketplacebs an

T The revocation of your election for cover
corresponds tgour intent to enroll in a qualified health plan through a Marketplace for
new coverage that is effective beginning no later than the date immediately following
the last day of the original coverage that is revoked.

For more information, please contact fRlan Administrator.
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V. BENEFITS
1. What benefits are offered under the Plan?

Under this Plan, you can choose to receive your entire compensation or use a portion to
pay for the following benefits or expensiging the year.

2. Health Flexible Spending Account

The Health Flexible Spending Account enables you to pay for expenses allowed under
Sections 105 and 213(d) of the Internal Revenue Code which are not covered by our medical plan
and savetaxes at the same timeThe Health Flexible Spending Account allows you to be
reimbursed by the Employer fqualified medicakxpenses incurred by you and your dependents.

However, i f you participate in a Health S
reimbursed by the Employer foertainout-of-pocket dental or visioexpenses incurrely you
and your dependents

If you are an HSA Participant, drug costs, including insulin, may be reimbursed if they are
considered dental or vision expenses.

Youmaybe rei mbursed for Aover the countero di
you. You may not, however, be reimbursed for the cost of other health care coverage maintained
outside of the Plan, or for lortgrm care expenses. A list of covered expsrs available from
the Plan Administrator.

The most that you can contribute to your Health Flexible Spending Account each Plan Year
is $2,500.00which may be adjusted annually for inflatiohe minimum amount that you must
contribute to the Health &kible Spending Account each Plan Year is $100.00. In order to be
reimbursed for a health care expense, you must submit to the Plan Administrator an itemized bill
from the service provider. You will also receive a debit card to use to pay for medieakexp
The Plan Administrator will provide you with further details. Amounts reimbursed from the Plan
may not be claimed as a deduction on your personal income tax return. Reimbursement from the
Plan shall be paid at least once a month. Expensesturidéers Pl an ar e treated
when you are provided with the care that gives rise to the expenses, not when you are formally
billed or charged, or you pay for the medical care.

You may be reimbursed for expenses for any child until the etldeofalendar year in
which the child reaches age 26. A child is a natural child, stepchild, foster child, adopted child, or
a child placed with you for adoption. A child also includes a grandchild who lives with you in a
regular childparent relationspi where the grandchild receives no support or maintenance from
the parent and where you are a cappointed guardian of the grandchild; or a child, other than a
grandchild or stepchild, for whom you are a ceappointed guardian; in addition, a granditior
other child for whom you are a cotappointed guardian must also be your tax dependfeat
child gains or regains eligibility due to these new rules, that qualifies as a change in status to
change coverage.
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3. Dependent Care Flexible Spending Account

The Dependent Care Flexible Spending Account enables you to pay fof-patket,
work-related dependent daycare costs withtpredollars. If you are married, you can use the
account if you and yor spouse both work or, in some situations, if your spouse goes to school
full-time. SingleAssociate can also use the account.

An eligible dependent is someone for whom you can claim expenses on Federal Income
Tax Form 2441 ACrecaint fCam eClEixlpe nsred . Depe&€rmd | dr
Other dependents must be physically or mentally unable to care for themselves. Dependent Care
arrangements which qualify include:

(a) A Dependent (Day) Care Center, provided that if care is providetebfacility for
more than six individuals, the facility complies with applicable state and local laws;

(b) An Educational Institution for prschool children. For older children, only expenses
for nonschool care are eligible; and

(c0An Al ndwhva djurad Wi des care inside or outsid
not be a child of yours under age 19 or anyone you claim as a dependent for Federal
tax purposes.

You should make sure that the dependent care expenses you are currently paying for
qualify under our Plan. The Planay provide you with a debit card to use to pay for dependent
care expenses. The Plan Administrator will provide you with further details.

The law places limits on the amount of money that can be paid to you in a calerdar yea
from your Dependent Care Flexible Spending Account. Each Plan Year, the minimum amount
you must contribute to the Dependent Care Flexible Spending Account is $100.00. Generally,
your reimbursements may not exceed the lesser of: (a) $5,000 (if youaaredndiling a joint
return or you are head of a household) or $2,500 (if you are married filing separate returns); (b)
your taxable compensation; (c) your spouseo0s
full-time student or incapable of carifay himself/herself has a monthly earned income of $250
for one dependent or $500 for two or more dependents).

Also, in order to have the reimbursements made to you from this account be excludable
from your income, you must provide a statement from #meice provider including the name,
address, and in most cases, the taxpayer identification number of the service provider on your tax
form for the year, as well as the amount of such expense as proof that the expense has been
incurred. In addition, Fedartax laws permit a tax credit for certain dependent care expenses you
may be paying for even if you are not a Participant in this Plan. You may save more money if you
take advantage of this tax credit rather than using the Dependent Care Flexible@pendint
under the Plan. Ask your tax adviser which is better for you.
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If you participate in the Dependent Care FSA, you must complete and file Form 2441 with
your federal Form 1040 or 1040A, as applicable. Please contact your qualified tax advisor fo
additional information.

4, Premium Expense Account

A Premium Expense Account allows you to useftae dollars to pay for certain premium
expenses under various insurance programs the Plan offers. These premium expenses include:

1 Healthcare premiums under our sélinded medical plan.
1 Dental premiums under our sélfinded dental plan.

1 Vision premiums.

1 Contributory Group Term Life premiums.

PayFlex will establish subccounts for you for each different type of coverage that is
available. Also, certain limits on the amount of coverage may apply.

The Plan Administrator may terminate or modify Plan benefits at any time, subject to the
provisions of any contracts providing benefits described above. Also, your coverage will end when
you leave employment, are no longer eligible under the terms of any coverage, or when coverage
terminates.

Any benefits to be provided by insurance will be provided only after (1) you have provided
the Plan Administrator the necessary information to applynkurance, and (2) the insurance is
in effect for you.

If you cover your children up to age 26 under your insurance, you can pay for that coverage
through the Plan.

5. May | direct Plan contributions to my Health Savings Account?

Yes. Any monies that you do not apply toward available benefits can be contributed to
your Health Savings Account, which enables you to pay for expenses which are not covered by
our medical plan and save taxes at the same time. Please see your Plan Admioisttaitber
details.

V. BENEFIT PAYMENTS
1. When will | receive payments from my accounts?

During the course of the Plan Year, you may submit requests for reimbursement of
expenses you have incurred. Expenses are con
not necessarily when it is paid for. The Plan Administrator will provide ytduaeceptable forms
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for submitting these requests for reimbursement. If the request qualifies as a benefit or expense
that the Plan has agreed to pay, you will receive a reimbursement payment soon thereafter.
Remember, these reimbursements which are rrade the Plan are generally not subject to
federal income tax or withholding. Nor are they subject to Social Security taxes. The provisions
of the insurance contracts will control what benefits will be paid and when. You will only be
reimbursed from th Dependent Care Flexible Spending Account to the extent that there are
sufficient funds in the Account to cover your requdstyou have been issued a debit card, you

may also use the debit card to pay for qualified expenses you incur that are dbgible
reimbursement under the Plan.

2. What happens if | dondét spend all Pl an con

Any monies left at the end of the Plan Year will be forfeited, except for amounts
contributed to your Health Savings Accountbvusly, qualifying expenses that you incur late
in the Plan Year for which you seek reimbursement after the end of such Plan Year will be paid
first before any amount is forfeited. For the Health Flexible Spending Account, you must submit
claims no latethan 90 days after the end of the Plan Year. For the Dependent Care Flexible
Spending Account, you must submit claims no later than 90 days after the end of the Plan Year.
Because it is possible that you might forfeit amounts in the Plan if you dtulhouse the
contributions that have been made, it is important that you decide how much to place in each
account carefully and conservatively. Remember, you must decide which benefits you want to
contribute to and how much to place in each accountdéferPlan Year begins. You want to be
as certain as you can that the amount you decide to place in each account will be used up entirely.

3. Family and Medical Leave Act (FMLA)

If you take leave under the Family and Medical Leave Act,igay revoke or change your
existing elections for health insurance and the Health Flexible Spending Account. If your coverage
in these benefits terminates, due to your revocation of the benefit while on leave or due to your
nontpayment of contributions,oy will be permitted to reinstate coverage for the remaining part
of the Plan Year upon your return. For the Health Flexible Spending Account, you may continue
your coverage or you may revoke your coverage and resume it when you return. You can resume
your coverage at its original level and make payments for the time that you are on leave. For
example, if you elect $1,200 for the year and are out on leave for 3 months, then return and elect
to resume your coverage at that level, your remaining paymeihtsenincreased to cover the
difference- from $100 per month to $150 per month. Alternatively your maximum amount will
be reduced proportionately for the time that you were gone. For example, if you elect $1,200 for
the year and are out on leave fom8nths, your amount will be reduced to $900. The expenses
you incur during the time you are not in the Health Flexible Spending Account are not
reimbursable.

If you continue your coverage during your unpaid leave, you maggydor the coverage,
you mg pay for your coverage on an aftax basis while you are on leave, or you and your
Empl oyer may arrange a schedule for you to fAc
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4. What happens if | terminate employment?

If your Termination Date occurduring the Plan Yearyour right to benefits will be
determined in the following manner:

(a) You will remain covered by insurance, but only for the period for which premiums
have been paid prior to yoliermination Date

(b) You will still be able to request reimbursement for qualifying dependent care expenses
for the remainder of the Plan Year from the balance remaining in your dependent care
accountas of your Termination Date However, no further salary redirection and
contributions will be made on your behalf. You must submit claims within 90 days
after the end of the Plan Year in whitfe Termination Dateccurs.

(c) Your Health Savings Account amounts will remain yours even afterfiy@unination
Date

(d) For healthbenefit coverage and Health Flexible Spending Accdoilldwing your
Termination Date pl ease refer to the section of
Group Health Cover aAgef yaln Teeninaticd MBt&dur o
participation in the Health Flée Spending Account will cease, and no further salary
redirection and contributions will be contributed on your behalf. However, you will be
able to submit claims for health care expenses that were incwriater than through
the end of the month invhich your Termination Date occurredYour further
participation will be governed by COBRA.

ATer mi nati on Dat eo means the date of emp
Associates) or contract termination (for Regional Directors, Recruiting Sales Manager
and WoodmenLife Representatives).

5. Will my Social Security benefits be affected?

Your Social Security benefits may be slightly reduced because when you recefreetax
benefits under the Plan, it reduces the amount of contributiahgdh make to the Federal Social
Security system as well as our contribution to Social Security on your behalf.

VI. HIGHLY COMPENSATED AND KEY ASSOCIATES
1. Do limitations apply to highly compensatedAssociates?

Under the Internal Revenue Code, highly compensaAssbciats and keyAssociats
generally are Participants who are officers, shareholders or highly paid. You will be notified by
the Plan Administrator each Plan Year whether you are dyhtgmpensatedssociateor a key
Associate
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If you are within these categories, the amount of contributions and benefits for you may be
limited so that the Plan as a whole does not unfairly favor those who are highly paid, their spouses
or their dependdn. Federal tax laws state that a plan will be considered to unfairly favor the key
Associats if they as a group receive more than 25% of all of the nontaxable benefits provided for
under the Plan.

Plan experience will dictate whether contribution latitns on highly compensated
Associats or keyAssociate will apply. You will be notified of these limitations if you are
affected.

VII.  PLAN ACCOUNTING

The Plan Administrator will provide you with a statement of yaccount periodically
during the Plan Year that shows your account balance. It is important to read these statements
carefully so you understand the balance remaining to pay for a benefit. Remember, you want to
spend all the money you have designatedfparticular benefit by the end of the Plan Year.

VIIl.  CLAIMS
Claims for expenses should be submitted to:

PayFlex Systems USA, Inc.
PO Box 3039
Omaha, NE 68103

You should submit all reimbursement claims during the Plan Year. For the Health Flexible
Spending Account, you must submit claims no later than 90 days after the end of the Plan Year.
For the Dependent Care Flexible Spending Account, you must submit claims no later than 90 days
after the end of the Plan Year. Any claims submitted afterithatwill not be considered.

Claims that are insured or sélinded will be handled in accordance with procedures
contained in the insurance policies or contracts. All other general requests should be directed to
the Plan Administrator of our Plan. Itdapendent care claim under the Plan is denied in whole or
in part, you or your beneficiary will receive written notification. The notification will include the
reasons for the denial, with reference to the specific provisions of the Plan on which @hevdeni
based, a description of any additional information needed to process the claim and an explanation
of the claims review procedure. Within 60 days after denial, you or your beneficiary may submit
a written request for reconsideration of the denighéoPlan Administrator.
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IX. SUMMARY

The money you earn is important to you and your family. You need it to pay your bills,
enjoy recreational activities and save for the future. Our flexible benefits plan will help you keep
more of the money you earn by lowering the amount of taxes you pay. The Plan is the result of
our continuing efforts to find ways to help you get the most for your earnings.

If you have any questions, please contact the Plan Administrator.
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EXHIBIT A -6

WOODMEN LIFE PREPAID LEGAL ASSISTANCE PLAN

BENEFIT INFORMATION BOOKLET
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INTRODUCTION

MetLaw® was established to provide personal legal services for eligible Company
Associats, their spouses and dependent children. This summary provides general information
about the Plan, who is eligible to receive benefits under the Plan, what those bexeifitd how
to obtain benefits. If you have any questions that are not answered, please contact the Benefits
Department.

Hyatt Legal Plans, Inc. has been selected to provide for legal plan benefits. The services
will be provided through a panel of cardyuselected Participating Law Firms. Lawyers in this
network are called Plan Attorneys. These arrangements are described in detail in this summary.
The actual provisions of the Plan are set out in a written document maintained by your employer.
All statements made in this booklet are subject to the provisions and terms of that document, which
control in the event of conflict with this summary.
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HOW TO GET LEGAL SERVICES

Web Site

Touse MetL,aWvi si t t he Hymemdewdbste amemberiegdplané.com. To

login enter the last four digits of yoiembershipNumber and P Code. After youlogin you

will jump to a page that is specific for member services. On this page you can choose the following
options:

How Do | Use the Plan?
CoveredServices

Attorney Locator

Obtain Case Number

Life Guide

SeltHelp Documents/Forms

= =4 =8 -4 -8 -9

Client Service Center

Youmay alsouse MetLdly by calling Hyatt Legal800B2lansd C
6400 Mondayi Friday 8 a.m. to8 p.m., Eastern Time. Be pra®d to give youMembership

Numberand ZIP Code If you are a spouse or an eligible dependent child of an eligible person,

you will need theMembershipNumberand ZIP Codef the Associatethrough whom you are

eligible. The Client Service Representativieo answers your call will:

Verify your eligibility for services;

Make an initial determination of whether and to what extent your case is covered (the
Plan Attorney will make the final determination of coverage);

1 Give you a Case Number which is similara claim number (you will need a new Case
Number for each new case you have);

Give you the telephone number of the Plan Attorney most convenient to you; and
Answer any questions you have about the Legal Plan.

1
1

1
il

You then call the Plan Attorney to schedule an appointment at a time convenient t¥owu.
should be prepared to give them your Case Number, the name of the legal plaich you
belong and the type of legal matter you are calling abdtnvening andSaturday appointments
are available.

If you choose, you may select your own attorfiegluding an oubf-network attorney) Also,

where there are no Participating Law Firms, you will be asked to select your own attorney. In both

of these circumstanceddyatt Legal Plans will reimburse you for these+s#®®h an att or neys 6
accordance with a set fee schedule.

For services to be covered you or your eligible dependents must have obtained a Case Number,
retained an attorney and the attorney must begnk wo the covered legal matter while you are
an eligible member of the legal plan.

Hyatt Legal Pl ans may u®®196itp refer to the loerefitdasdribed at i o |
in this Exhibit A6.
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WHAT SERVICES ARE COVERED

MetLaw® entitles you and yar eligible dependents to receive certain personal legal services. The
available benefits are very comprehensive, but there are limitations and other conditions, which
must be met. Please take time for yourself and your family to read the descriptiamefifsbe
carefully.

All benefits are available to you and your spouse and dependents, unless otherwise noted.
ADVICE AND CONSULTAT ION

Office Consultation

This service provides the opportunity to discuss with an attorney any personal legal problems that
aremt specifically excluded. The Pl an Attorne\
or her options and recommend a course of action. The Plan Attorney will identify any further
coverage available under the Plan, and will undertake reprasantdahe Participant so requests.

| f representation is covered by the Plan, the
services. If representation is recommended, but is not covered by the plan, the Plan Attorney will
provide a writte fee statement in advance. The Participant may choose whether to retain the Plan
Attorney at his or her own expense, seek outside counsel, or do nothing. There are no restrictions
on the number of times per year a Participant may use this service;drp¥oeva nhorcovered

matter, this service is not intended to provide the Participant with continuing access to a Plan
Attorney in order to seek advice that would allow the Participant to undertake his or her own
representation.

Telephone Advice

This servce provides the opportunity to discuss with an attorney any personal legal problems that
are not specifically excluded. The Pl an Attor
or her options and recommend a course of action. The Plaméytorill identify any further

coverage available under the Plan, and will undertake representation if the Participant so requests.

| f representation is covered by the Plan, the
services. If represgation is recommended, but is not covered by the plan, the Plan Attorney will
provide a written fee statement in advance. The Participant may choose whether to retain the Plan
Attorney at his or her own expense, seek outside counsel, or do nothing.afeheoerestrictions

on the number of times per year a Participant may use this service; however, fecave@

matter, this service is not intended to provide the Participant with continuing access to a Plan
Attorney in order to seek advice that wouwlliow the Participant to undertake his or her own
representation.

CONSUMER PROTECTION

Consumer Protection Matters

This service covers the Participant as a plaintiff, for representation, including trial, in disputes over
consumer goods and services whitx@ amount being contested exceeds the small claims court
limit in that jurisdiction and is documented in writing. This service does not include disputes over
real estate, construction, insurance or collection activities after a judgment.
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Small Claims Assistance

This service covers counseling the Participant on prosecuting a small claims action; helping the
Participant prepare documents; advising the Participant on evidence, documentation and
witnesses; and preparing the Participant for trial. S'fleer vi ce does not include
attendance or representation at the small claims trial, collection activities after a judgment or any
services relating to pogadgment actions.

Personal Property Protection

This service covers counseling tRarticipant over the phone or in the office on any personal
property issue such as consumer credit reports, contracts for the purchase of personal property,
consumer credit agreements or installment sales agreements. Counseling on pursuing or defending
small claims actions is also included. The service also includes reviewing any personal legal
documents and preparing promissory notes, affidavits and demand letters.

DEBT MATTERS

Debt Collection Defense

This benefit provides Participants with an at
repayment schedule and to limit creditor harassment, and representation in defense of any action
for personal debt collectiotax agency debt collectiofgreclosure, repossession or garnishment,

up to and including trial if necessarit. includes a motion to vacate a default judgmdhtoes

not include counter, cross or third party claims; bankruptcy, any action arising out of family law
matters includig support and post decree issues; or any matter where the creditor is affiliated with

the sponsor or employer.

Identity Management Services

This service provides the Participant with access to LifeStages ldentity Management Services
provided by CyberScauLLC, formerly known as IDT911, LLC. CyberScout is not a corporate
affiliate of Hyatt Legal Plans. These services include both Proactive Services when the Participant
believes their personal data has been compromised as well as Resolution Servisiss tloeas
Participant in recovering from account takeover or identity theft with unlimited assistance to fix
issues, handle notifications, and provide victims with credit and fraud monitoring. Theft Support,
Fraud Support, Recovery and Replacement seraieesovered by this service.

Identity Theft Defense

This service provides the Participant with consultations with an attorney regarding potential
creditor actions resulting from identity theft and attorney services as needed to contact creditors,
credit bureaus and financial institutions. It also provides defense services for specific creditor
actions over disputed accounts. The defense services include limiting creditor harassment and
representation in defense of any action that arises out of théydieft such as foreclosure,
repossession or garnishment, up to and including trial if necessary. The service also provides the
Participant with online help and information about identity theft and prevention. It does not
include counter claims, croskims, bankruptcy, any action arising out of divorce or post decree
matters, or any matter where the creditor is affiliated with the sponsor or employer.
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