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SUMMARY PLAN DESCRIPTION

Ifthere is a conflict between this Plan documentand BW NHHC HOLDCO,INCDBA ELARA CARINGHEALTH
AND WELLNESS PLAN, then the BW NHHC HOLDCO, INC DBA ELARA CARING HEALTH AND
WELLNESS PLAN governs.

Name of Plan:

BW NHHC Holdco, Inc. dba Elara Caring Employee Benefit Plan

Name, Address and Phone Number of Employer/Plan Sponsor:

BW NHHC Holdco, Inc. dba Elara Caring

3010 LBJ Freeway

Suite 1100

Dallas, TX 75234

1-833-433-5272

Employer Identification Number:

47-5221330

Plan Number:

501

Group Number:

E3

Type of Plan:

Welfare Benefit Plan: Medical, Prescription drugs

Type of Administration:

Contractadministration: The processing of claims for benefits under the terms ofthe Plan is provided through one or
more companies contracted by the employer and shall hereinafter be referred to as the claims administrator.

Name, Address and Phone Number of Plan Administrator, Named Fiduciary, and Agentfor Service of Legal
Process:

BW NHHC Holdco, Inc. dba Elara Caring
3010 LBJ Freeway

Suite 1100

Dallas, TX 75234

1-833-433-5272

Legal process may be served upon the plan administrator.
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Eligibility Requirements:

Fordetailed information regarding a person's eligibility to participate in the Plan, refer to the following section:
Eligibility, Enrollment and Effective Date

For detailed information regarding a person being ineligible for benefits through reaching Essential Health
Benefit/non-Essential Health Benefit maximum benefitlevels, termination of coverage or Plan exclusions, refer to
the following sections:

Schedule of Benefits
Termination of Coverage
Plan Exclusions

Source of Plan Contributions:

Contributions for Planexpenses are obtained from the employer and from covered employees. The employer evaluates
the costs of the Plan based on projected Plan expenses and determines the amountto be contributed by the employer
and the amount to be contributed by the covered employees. Contributions by the covered employees are deducted
from their pay ona pre-tax basis as authorized by the employee onthe enrollment form (whether paper or electronic)
or other applicable forms.

Funding Method:

The employer pays Plan benefits and administration expenses directly from general assets. Contributions received
from covered persons are used to cover Plan costs and are expended immediately.

Ending Date of Plan Year:
December 31st.

Standards Relating to Benefits for Mothers and Newborns (Newborns’ and Mothers’ Health Protection Act of
1996):

Ifthe Schedule of Benefits shows that you have coverage for pregnancy and newborn care, this Plan generally may
not, under Federal law, restrict benefits for any hospital length of stay in connection with childbirth for the mother or
newborn child to less than forty-eight (48) hours following a vaginal delivery, or less than ninety-six (96) hours
followinga caesarean section. However, Federal law generally does notprohibit the mother's ornewborn’s attending
provider, a fter consultation with the mother, from discharging the mother or the newborn earlier than forty-eight (48)
hours (orninety-six (96) hours as applicable). In any case, this Plan may not, under Federal law, require thata provider
obtain authorization from the Plan for prescribing a length of stay not in excess of the above periods.

Preferred Provider Networks:
This Plan may contain a Preferred Provider Organization (PPO)network and pre-certification requirements. Refer

to the Plan for detailed information concerning pre-certification and Preferred Provider requirements. For a listing
of Preferred Providers, contact Quantum Health at www.quantum-health.com.

Procedures for Filing Claims:

Fordetailed information on how to submit a claim for benefits, orhow to file an appeal on a processed claim, refer to
the section entitled, Medical Claim Filing Procedure.
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The designated claims administrator for medical claims is:

Blue Cross Blue Shield of Illinois
P. 0. Box 660603
Dallas, TX 75266-0603

Except as otherwise provided herein, the designated claims administrator for claims and benefits under the
Prescription Drug Program is:

Capital Rx
WWW.Cap-rx.com
1-833-202-5146

Consumer Assistance Information:

Covered persons may seek consumer assistance information by contacting 1-866-920-1963 or
www.myelaracaringbenefits.com.

Statement of ERISA Rights:

Participants in the Plan are entitled to certainrights and protections under the Employee Retirement Income Security
Act of 1974 (ERISA). ERISA provides that all participants shall be entitled to:

1. Examine, without charge, at the plan administrator's office and at other specified locations, such as
worksites and union halls, all documents governing the Plan, includinginsurance contracts and collective
bargainingagreements and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the
U.S. Department of Labor, if applicable.

2. Obtain, uponwrittenrequestto the plan administrator, copies of documents governing the operation of the
Plan, including insurance contracts and collective bargaining a greements and copies of the latest annual
report (Form 5500 Series) and updated summary plan description, if applicable. The plan administrator
may make a reasonable charge for the copies.

3. Receive a summary of the Plan’s annual financial report. The plan administrator is required by law to
furnish each participant with a copy of this summary annual report, if applicable.

4, Continue health care coverage for theparticipant, the participant's spouse or dependentsif there is a loss of
coverage underthe Plan asthe result of a qualifying event. The participant or dependent may have to pay
for such coverage. Review this summary plan description and the documents governing the Plan on the
rules governing COBRA continuation coverage rights.

In additionto creatingrights for Plan participants, ERISA imposes obligations upon the people who are responsible
for the operation of the Plan. Fiduciaries of the Plan, have a duty to do so prudently and in the interest of all Plan
participants.

No one, including the employer, a union, or any other person, may fire an employee or discriminate a gainst an
employee to preventthe employee from obtaining any benefit under the Plan or exercising theirrights under ERISA.

If claims for benefits under the Plan are denied, in whole orin part, the participant must receive a written explanation
of the reason for the denial. The participant has the right to have the Plan review and reconsider the claim.
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Under ERISA, there are steps participants can take to enforce their rights. For instance, if material is requested from
the Plan and thematerialis not received within thirty (30) days, the participantmay file suit in a federal court. In such
case, the court may require the plan administrator to provide the materials and pay the participant up to $110a day
until the materials are received, unless the materials were not provided for reasons beyond the control of the plan
administrator. I1fa claim for benefits is denied orignored in whole orin part and a fter exhaustion ofall administrative
remedies, the participant may file suit in a state or federal court.

If it should happen that Plan fiduciaries misuse the Plan's money, or if participants are discriminated against for
asserting their rights, participants may seek assistance from the U.S. Departmentof Labor or may file suit in a federal
court. The courtwill decide who will pay thecosts and legal fees. If theparticipant is successful, the court may order
the person who is sued to paythese costs and fees. If the participant loses, the court may order the participant to pay
the costs and fees; for example, if it finds the participant's claim frivolous.

Participants should contactthe plan administrator for questions about the Plan. For questions about this statement or
about rights under ERISA, participants should contact the nearest office of the Employee Benefits Security
Administration, U.S. Department of Labor listed in their 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.

COBRA Continuation Coverage General Notice

Introduction

You are getting this notice because you recently gained coverage under this group health Plan. This notice has
important informationabout your right to COBR A continuation coverage, whichis a temporary extension of coverage
underthe Plan. This notice explains COBRA continuation coverage, when it may become available to you and
your family,and whatyouneed to do to protectyour rightto getit. When you becomeeligible 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 created by a federal law, the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to you and other
members of your family when group health coverage would otherwise end. For more information about your rights
and obligations under this Plan and under federal law, you should contact the plan administrator.

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. By enrolling in coverage through the
Marketplace, youmay qualify for lower costs on your monthly premiums and lower out-of-pocket costs. Additionally,
you may qualify fora 30-day special enrollment period for another group health plan for which youareeligible (such
as a spouse’s plan), even if that plan generally doesn’t accept late enrollees.

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life
event. This is also called a “qualifying event.” Specific qualifying events are listed later in this notice. After a
qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.”
You, your spouse, and your dependent children could become qualified beneficiaries if coverage under this Plan i
lost becauseofthequalifying event. Under this Plan, qualified beneficiaries who elect COBRA continuation coverage
must pay for COBRA continuation coverage.

If you’re an employee, you’llbecomea qualified beneficiary if youlose your coverageunder this Plan because of the
following qualifying events:

. Your hours of employment are reduced, or
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. Your employment ends for any reason other than your gross misconduct.

Ifyou’re the spouse of an employee, you’llbecome a qualified beneficiary if you lose your coverage under this Plan
because of the following qualifying events:

. Your spouse dies;

. Your spouse’s hours of employment are reduced;

. Your spouse’s employment ends for any reason other than gross misconduct;

. Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
. You become divorced or legally separated from your spouse.

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

. The parent-employee dies;

. The parent-employee’s hours of employment are reduced;

. The parent-employee’s employment ends for any reason other than gross misconduct;
. The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);
. The parents become divorced or legally separated; or

. The child stops being eligible for coverage under this Plan as a “dependent child.”

When is COBRA continuation coverage available?

This Plan will offer COBRA continuation coverage to qualified beneficiaries only after the plan administrator has
been notified that a qualifying event has occurred. The employer must notify the plan administrator of the following
qualifying events:

. The end of employment or reduction of hours of employment;
. Death of the employee;
. The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For allother qualifyingevents (divorce orlegal separation of the employee and spouse or a dependent child’s losing
eligibility for coverage as a dependent child), you must notify the plan administrator within 60 days after the
qualifying event occurs. You must provide this notice to the plan administrator (or its designee).

How is COBRA continuation coverage provided?

Once the plan administrator receives notice that a qualifying eventhas 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. Covered employees may elect COBRA continuation coverage on behalf of therr
spouses, and parents may elect COBRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to
employment termination or reduction of hours of work. Certain qualifying events, ora 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 18-month period of COBRA continuation coverage can be extended:

Disability extension of 18-month period of COBRA continuation coverage
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If you oranyone in your family covered under this Plan is determined by Social Security to be disabled and you notify
the 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, fora maximum of29 months. The disability would haveto have started at
some time before the 60th day of COBR A continuation coverage and must last at least until the end of the 1 8-month
period of COBRA continuation coverage. The disabled person (orthe disabled person's representative) must submit
written proof of the Social Security Administration's disability determination to the plan administrator (or its
designee) within the initial eighteen (18) month period of continuation coverageand no later thansixty (60) days after
the latest of:

i The date of the disability determination by the Social Security Administration;

1. The date of the 18-Month Qualifying Event;

iii. The date on which the person loses (or would lose) coverage under this Plan as a result of the 18-Month
Qualifying Event; or

v. The date onwhichthepersonis furnished with a copy ofthis Plan Documentand Summary Plan Description.

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the
spouse and dependent children in your family can getup to 18 additional months of COBRA continuation coverage,
fora maximum of 36 months, if this Plan is properly notified about the 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, orboth); gets divorced orlegally
separated; orif the dependent child stops being eligible underthis 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 coverage under this
Plan had the first qualifying event not occurred.

Are there other coverage options besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBR A continuation coverage, there may be other coverage options for you and your
family through the Health Insurance Marketplace, Medicare, Medicaid, Children’s Health Insurance Program (CHIP)
or other group health plan coverage options (such as a spouse’s plan) through what is called a “special enroliment
period.” Some ofthese optionsmay cost less than COBRA continuation coverage. You can learn more about many of
these options at www.healthcare.gov.

CanIenrollin Medicareinstead of COBRA Continuation Coverage after my group health plan coverage ends?
In general, if you don’t enrollin Medicare Part A or B whenyouare first eligible because you are still employed, after
the Medicare initial enrollment period, you have an 8-month special enrollment period to sign up for Medicare Part
A or B, beginning on the earlier of

. The month after your employment ends; or
. The month after group health plan coverage based on current employment ends.

If youdon’tenrollin Medicare and elect COBRA continuation coverage instead, you may have to pay a Part B late
enrollment penalty and you may have a gap in coverage if you decide you want Part B later. If you elect COBRA
continuation coverage and laterenrollin Medicare Part A or B before the COBRA continuation coverage ends, this
plan may terminate your continuation coverage. However, if Medicare Part A orB is effective on orbefore the date
ofthe COBRA election, COBR A coverage may not be discontinued on accountof Medicare entitlement, even if you
enroll in the other part of Medicare after the date of the election of COBRA coverage.

Ifyou are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally pay first (primary
payer),and COBRA continuation coverage will pay second. Certain plansmay pay as if secondary to Medicare, even
if you are not enrolled in Medicare.
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For more information visit https://www.medicare.gov/medicare-and-you.

If you have questions

Questions concerning this Plan, or your COBRA continuation coverage rights should be addressed to the contact, or
contacts identified below. For more information about your rights under the Employee Retirement Income Security
Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws affecting group
health plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s Employee Benefits
Security Administration (EBSA) in yourarea or visit www.dol.gov/ebsa. (Addresses and phone numbers of Regional
and District EBSA Offices are available through EBSA’s website.) For more information aboutthe Marketplace, visit
www.HealthCare.gov.

Keep your Plan informed of address changes

To protect your family’s rights, let the plan administrator (or its designee) know about any changes in the addresses
of family members. You should also keep a copy, for yourrecords, of any notices yousend to the plan administrator
(or its designee).

Plan contact information

BW NHHC HoldCo, Inc. DBA Elara Caring
3010 LBJ Freeway Sute 1100

Dallas, TX 75234

1-833-433-5272
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BW NHHC HOLDCO, INC. DBA ELARA
CARING MEDICAL ELITE EPO
MEDICAL SCHEDULE OF BENEFITS

Benefit Period: January 1 - December 31

MEDICAL BENEFITS BW NHHC PREFERRED NONPREFERRED
HOLDCO, INC. DBA ELARA PROVIDER PROVIDER
CARING MEDICAL ELITE EPO
Deductible per benefit period
Individual $2,500 Not Applicable
Family (embedded) $5,000 Not Applicable

Deductible does not share between preferred and nonpreferred.
Generally, each covered person must pay all of the costs from providers up to the deductible amount before the
Plan begins to pay.

Embedded family deductible: Any number of covered family members may help to satisfy the family deductibk,
but no family member will incur more than the individual deductible amount.

Out-of-Pocket Expense Limit per benefit period (includes deductible, coinsurance, copays, and prescription
drug cost-share)

Individual $5,000 Not Applicable

Family (embedded) $10,000 Not Applicable

Out-of-pocket expense limit does not share between preferred and nonpreferred.

The out-of-pocket expense limit is the most the covered person could pay in a year for covered expenses.

The Plan will pay the designated percentage of covered expenses until the out-of-pocketexpense limits arereached;
at which timethe Planwillpay 100% of the remainder of covered expenses for the rest ofthe benefit period unless
stated otherwise.

Embedded family out-of-pocket expense limit: Any number of covered family members may help to satisfy the
family out-of-pocket expense limit, but no family member will incur more than the individual out-of-pocket
expense limit.

The following charges do not apply to the out-of-pocket expense limit and are never paid at 100%:
e expenses not covered by the Plan
e cxpenses in excess of amounts covered by the Plan
e cexpenses in excess of customary and reasonable amount

Standard coinsurance paid by the Plan 80% Not Covered
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MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA Pllflfgslﬁlg) NOI;ES%EERRED
CARING MEDICAL ELITE EPO
Acupuncture Not Covered Not Covered
Allergy Services 80% after deductible Not Covered
Ambulance (Land/Air) 80% after deductible Preferred Provider benefit
applies
Applied Behavior Analysis Therapy 80% after deductible Not Covered
(ABA)
Cardiac Rehabilitation 80% after deductible Not Covered
Chemotherapy 80% after deductible Not Covered
Chiropractic Care
Office visits, spinal manipulation,
adjustments and x-rays
Office visits $50 copay Not Covered
All other services 80% after deductible Not Covered

Maximum: 35 visits per benefit period

Contraceptives

See Women'’s Preventive Services

Diagnostic Services — Major
(such as MRI, CT Scan, PET Scan)

Outpatient Hospital 80% after deductible Not Covered
Freestanding Facilities 80% after deductible Not Covered
Diagnostic Services — Minor
Laboratory Services
Outpatient Hospital 80% after deductible Not Covered
Freestanding/Independent Facilities 80% after deductible Not Covered
X-Ray Services
Outpatient Hospital 80% after deductible Not Covered
Freestanding Facilities 80% after deductible Not Covered
Dialysis Therapy or Treatment 80% after deductible Not Covered
Durable Medical Equipment 80% after deductible Not Covered
Emergency Room Services
Emergency Medical Condition Care
Facility $300 copay Preferred Provider benefit
(copay waived if admitted) applies
Physician 100% Preferred Provider benefit
applies

Non-Emergency Medical Condition Care
Facility
(copay waived if admitted)
Physician

$300 copay then 80%

80%

Preferred Provider benefit
applies
Preferred Provider benefit
applies
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" HOLDCO, INC. DBA BLARA PREFERRED NONPREFERRED
CARING MEDICAL ELITE EPO
Hearing
Prescription hearing aids and related 80% after deductible Not Covered
services
Maximum: 1 pair per 36 months up to $2,000 per hearing aid
Hinge Health 100% Preferred Prm')ider benefit
applies
Home Health Care
Home health care visits 80% after deductible Not Covered
Maximum: 60 visits per benefit period
Home health care supplies & services 80% after deductible Not Covered
IV therapy 80% after deductible Not Covered
Hospice Care
Inpatient 80% after deductible Not Covered
Outpatient 80% after deductible Not Covered
Hospital - Inpatient
Facility 80% after deductible Not Covered
Physician/Surgeon 80% after deductible Not Covered
Infertility Services
Diagnostic testing to determine infertility Based on services provided Not Covered
Medications Not Covered Not Covered
Treatments Not Covered Not Covered
Infusion Therapy 80% after deductible Not Covered
Mental Health Disorders and Substance
Abuse
Inpatient 100% Not Covered
Outpatient visit 100% Not Covered
Outpatient other services 100% Not Covered
Occupational Therapy
Office $50 copay Not Covered
Outpatient 80% after deductible Not Covered
Maximum: 90 visits physical, occupational & speech therapy
combined perbenefit period. Visit limits do notapply forautism
spectrum disorder.

10
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MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA Pllflfgslﬁlg) NOI;{;I(‘)EV?EERRED
CARING MEDICAL ELITE EPO
Office Visit & Other Services
(one copayper provider per date of service)
Office visit
Primary care physician $30 copay Not Covered
Specialist $50 copay Not Covered
Surgery
Primary care physician 80% after deductible Not Covered
Specialist 80% after deductible Not Covered
Lab and X-ray
Primary care physician 80% after deductible Not Covered
Specialist 80% after deductible Not Covered
Other services
Primary care physician 80% after deductible Not Covered
Specialist 80% after deductible Not Covered
Orthotics 80% after deductible Not Covered
Outpatient Surgery
Facility 80% after deductible Not Covered
Physician/Surgeon 80% after deductible Not Covered
Outpatient Surgery — Ambulatory
Facility 80% after deductible Not Covered
Physician 80% after deductible Not Covered
Outpatient — Misc.
Facility 80% after deductible Not Covered
Physician 80% after deductible Not Covered
Physical Therapy
Office $50 copay Not Covered
Outpatient 80% after deductible Not Covered

Maximum: 90 visits physical, occupational & speech therapy
combined perbenefit period. Visit limits do notapply forautism

spectrum disorder.

Podiatry Services Based on services provided Not Covered
Pregnancy

Initial pre-natal visit and urinalysis 100% Not Covered
Subsequent pre-natal visits/care and 100% Not Covered
breastfeeding services and supplies (as

required by the Affordable Care Act)

Post-natal care and other non-routine/non- | Based on services provided Not Covered
preventive pregnancy related care

Delivery 80% after deductible Not Covered
Private Duty Nursing

Inpatient Not Covered Not Covered
Outpatient Not Covered Not Covered

11




Docusign Envelope ID: 955B97A0-F7E7-4DOF-B53C-4F8673EDC4A9

@ BlueCross BlueShield
S of lllinois
MEDICAL BENEFITS BW NHHC PREFERRED NONPREFERRED
HOLDCO, INC. DBA ELARA PROVIDER PROVIDER

CARING MEDICAL ELITE EPO
Prostheses 80% after deductible Not Covered
Radiation Therapy 80% after deductible Not Covered
Respiratory Therapy 80% after deductible Not Covered
Retail Clinic Visits $30 copay Not Covered
Routine Preventive Care/Wellness 100% Not Covered
Benefits
Includes all evidence-based supplies or
services thathave in effect a rating of A or
B in the current recommendations of the
United States Preventive Services Task
Force (USPSTF).
For additional information visit:
https:/www.uspreventiveservicestaskforce.
org
Routine Prostate Examinations 100% Not Covered
Skilled Nursing Facility 80% after deductible Not Covered

Maximum: 25 days per benefit period

Speech Therapy
Office $50 copay Not Covered
Outpatient 80% after deductible Not Covered

Maximum: 90 visits physical, occupational & speech therapy
combined perbenefit period. Visit limits do notapply forautism

spectrum disorder.

Telemedicine Services
(see Telemedicine Services (From Teladoc)
for Teladoc benefits)

Primary care physician
Specialist

$30 copay
$50 copay

Not Covered
Not Covered

Temporomandibular Joint Syndrome
(TMJ) Treatment

(excludes intraoral orthotics, prosthetics
and therapy)

Orthodontia services not covered

Based on services provided

Not Covered

Transplants (Organ or Tissue)

Transplant Blue Distinction and Blue
Distinction Plus Centers

Non-Blue Distinction Transplant Centers
and Non-Blue Distinction Plus Transplant
Centers

Transportation and lodging

Based on services provided

Based on services provided

Based on services provided

Maximum: Transportation and lodging $10,000 per transplant

Not Covered

Not Covered

Not Covered

Urgent Care Center
Visit
All other services

$50 copay
100%

Not Covered
Not Covered

12
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EDIC. PROVIDER PROVIDER

CARING MEDICAL ELITE EPO

Vision — Routine Services 100% Not Covered
(Routine vision services required by the
Affordable Care Actshall be covered under
the Routine Preventive Care benefit)

Weight Management

Office visits and basic diagnostic testing, Based on services provided Not Covered
including laboratory services and
electrocardiograms (EKGs), but does not
include advanced imaging services.

Surgical treatments Not Covered Not Covered
Non-surgical treatment Based on services provided Not Covered
WONDR Health 100%

Wigs 80% after deductible Not Covered
Women’s Preventive Services 100% Not Covered
As required by the Affordable Care Act

All Other Covered Expenses 80% after deductible Not Covered

TELEMEDICINE SERVICES (FROM TELADOC)

Telemedicine Services — Primary Care $0 copay
Telemedicine Services — General Medical (24/7 Care) $0 copay
Telemedicine Services — Dermatology $0 copay
Telemedicine Services - Psychiatrist - initial consult $0 copay
Telemedicine Services — Psychiatrist — subsequent consults $0 copay
Telemedicine Services — Psychologist, licensed clinical social

. $0 copay
worker, counselor or therapist consults

13
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BW NHHC HOLDCO, INC. DBA ELARA
CARING MEDICAL ENHANCED EPO
MEDICAL SCHEDULE OF BENEFITS

Benefit Period: January 1 - December 31

MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA PREFERRED NONPREFERRED
CARING MEDICAL ENHANCED PROVIDER PROVIDER
EPO

Deductible per benefit period

Individual $4,250 Not Applicable

Family (embedded) $8,500 Not Applicable

Deductible does not share between preferred and nonpreferred.
Generally, each covered person must pay all of the costs from providers up to the deductible amount before the
Plan begins to pay.

Embedded family deductible: Any number of covered family members may help to satisfy the family deductibk,
but no family member will incur more than the individual deductible amount.

Out-of-Pocket Expense Limit per benefit period (includes deductible, coinsurance, copays, and prescription
drug cost-share)

Individual $8,500 Not Applicable

Family (embedded) $17,000 Not Applicable

Out-of-pocket expense limit does not share between preferred and nonpreferred.

The out-of-pocket expense limit is the most the covered person could pay in a year for covered expenses.

The Plan will pay the designated percentage of covered expenses until the out-of-pocket expense limits arereached;
at which timethe Planwillpay 100% of the remainder of covered expenses for the rest ofthe benefit period unless
stated otherwise.

Embedded family out-of-pocket expense limit: Any number of covered family members may help to satisfy the
family out-of-pocket expense limit, but no family member will incur more than the individual out-of-pocket
expense limit.

The following charges do not apply to the out-of-pocket expense limit and are never paid at 100%:
e expenses not covered by the Plan
e expenses in excess of amounts covered by the Plan
e expenses in excess of customary and reasonable amount

Standard coinsurance paid by the Plan 70% Not Covered

14
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MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA PREFERRED NONPREFERRED
CARING MEDICAL ENHANCED PROVIDER PROVIDER
EPO
Acupuncture Not Covered Not Covered
Allergy Services 70% after deductible Not Covered
Ambulance (Land/Air) 70% after deductible Preferred Provider benefit
applies

Applied Behavior Analysis Therapy 70% after deductible Not Covered
(ABA)
Cardiac Rehabilitation 70% after deductible Not Covered
Chemotherapy 70% after deductible Not Covered
Chiropractic Care
Office visits, spinal manipulation,
adjustments and x-rays
Office visits $60 copay Not Covered
All other services 70% after deductible Not Covered

Maximum: 35 visits per benefit period

Contraceptives

See Women’s Preventive Services

Diagnostic Services — Major
(such as MRI, CT Scan, PET Scan)

Outpatient Hospital 70% after deductible Not Covered
Freestanding Facilities 70% after deductible Not Covered
Diagnostic Services — Minor
Laboratory Services
Outpatient Hospital 70% after deductible Not Covered
Freestanding/Independent Facilities 70% after deductible Not Covered
X-Ray Services
Outpatient Hospital 70% after deductible Not Covered
Freestanding Facilities 70% after deductible Not Covered
Dialysis Therapy or Treatment 70% after deductible Not Covered
Durable Medical Equipment 70% after deductible Not Covered
Emergency Room Services
Emergency Medical Condition Care
Facility $400 copay Preferred Provider benefit
(copay waived if admitted) applies
Physician 100% Preferred Provider benefit
applies
Non-Emergency Medical Condition Care
Facility $400 copay then 70% Preferred Provider benefit
(copay waived if admitted) applies
Physician 70% Preferred Provider benefit
applies

15
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MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA PREFERRED NONPREFERRED
CARING MEDICAL ENHANCED PROVIDER PROVIDER
EPO
Hearing
Prescription hearing aids and related 70% after deductible Not Covered
services

Maximum: 1 pair per 36 months up to $2,000 per hearing aid

Hinge Health 100% Preferred Provider benefit

applies

Home Health Care
Home health care visits 70% after deductible Not Covered

Maximum: 60 visits per benefit period
Home health care supplies & services 70% after deductible Not Covered
IV therapy 70% after deductible Not Covered
Hospice Care
Inpatient 70% after deductible Not Covered
Outpatient 70% after deductible Not Covered
Hospital - Inpatient
Facility 70% after deductible Not Covered
Physician/Surgeon 70% after deductible Not Covered
Infertility Services
Diagnostic testing to determine infertility Based on services provided Not Covered
Medications Not Covered Not Covered
Treatments Not Covered Not Covered
Infusion Therapy 70% after deductible Not Covered

Mental Health Disorders and
Substance Abuse

Inpatient 100% Not Covered
Outpatient visit 100% Not Covered
Outpatient other services 100% Not Covered
Occupational Therapy

Office Visits $60 copay Not Covered
All other outpatient services 70% after deductible Not Covered

Maximum: 90 visits physical, occupational & speech therapy
combined perbenefit period. Visit limits do notapply forautism

spectrum disorder.
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MEDICAL BENEFITS BW NHHC

Maximum: 90 visits physical, occupational & speech therapy
combined perbenefit period. Visit limits do notapply forautism

HOLDCO, INC. DBA ELARA PREFERRED NONPREFERRED
CARING MEDICAL ENHANCED PROVIDER PROVIDER
EPO
Office Visit & Other Services
(one copayperprovider perdate of service)
Office visit
Primary care physician $40 copay Not Covered
Specialist $60 copay Not Covered
Surgery
Primary care physician 70% after deductible Not Covered
Specialist 70% after deductible Not Covered
Lab and X-ray
Primary care physician 70% after deductible Not Covered
Specialist 70% after deductible Not Covered
Other services
Primary care physician 70% after deductible Not Covered
Specialist 70% after deductible Not Covered
Orthotics 70% after deductible Not Covered
Outpatient Surgery
Facility 70% after deductible Not Covered
Physician/Surgeon 70% after deductible Not Covered
Outpatient Surgery — Ambulatory
Facility 70% after deductible Not Covered
Physician 70% after deductible Not Covered
Outpatient — Misc.
Facility 70% after deductible Not Covered
Physician 70% after deductible Not Covered
Physical Therapy
Office Visits $60 copay Not Covered
All other outpatient services 70% after deductible Not Covered

spectrum disorder.

Podiatry Services Based on services provided Not Covered
Pregnancy

Initial pre-natal visit and urinalysis 100% Not Covered
Subsequent pre-natal visits/care and 100% Not Covered
breastfeeding services and supplies (as

required by the Affordable Care Act)

Post-natal care and other non-routine/non- | Based on services provided Not Covered
preventive pregnancy related care

Delivery 70% after deductible Not Covered
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MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA PREFERRED NONPREFERRED
CARING MEDICAL ENHANCED PROVIDER PROVIDER
EPO
Private Duty Nursing
Inpatient Not Covered Not Covered
Outpatient Not Covered Not Covered
Prostheses 70% after deductible Not Covered
Radiation Therapy 70% after deductible Not Covered
Respiratory Therapy 70% after deductible Not Covered
Retail Clinic Visits $40 copay Not Covered
Routine Preventive Care/Wellness 100% Not Covered
Benefits
Includes all evidence-based supplies or
services thathave in effect a rating of A or
B in the current recommendations of the
United States Preventive Services Task
Force (USPSTF).
For additional information visit:
https:/www.uspreventiveservicestaskforce.
org
Routine Prostate Examinations 100% Not Covered
Skilled Nursing Facility 70% after deductible Not Covered
Maximum: 25 days per benefit period

Speech Therapy
Office Visits $60 copay Not Covered
All other outpatient services 70% after deductible Not Covered

Maximum: 90 visits physical, occupational & speech therapy
combined perbenefit period. Visit limits do not apply forautism

spectrum disorder.

Telemedicine Services

(see Telemedicine Services (From Teladoc)
for Teladoc benefits)

Primary care physician
Specialist

$40 copay
$60 copay

Not Covered
Not Covered

Temporomandibular Joint Syndrome
(TMJ) Treatment

(includes intraoral orthotics, prosthetics
and therapy)

Orthodontia services not covered

Based on services provided

Not Covered

Transplants (Organ or Tissue)

Transplant Blue Distinction and Blue
Distinction Plus Centers

Non-Blue Distinction Transplant Centers
and Non-Blue Distinction Plus Transplant
Centers

Transportation and lodging

Based on services provided

Based on services provided

Based on services provided

Maximum: Transportation and lodging $10,000 per transplant

Not Covered

Not Covered

Not Covered
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MEDICAL BENEFITS BW NHHC

worker, counselor or therapist consults

HOLDCO, INC. DBA ELARA PREFERRED NONPREFERRED
CARING MEDICAL ENHANCED PROVIDER PROVIDER
EPO
Urgent Care Center
Visit $75 copay Not Covered
All other services 100% Not Covered
Vision — Routine Services 100% Not Covered
(Routine vision services required by the
Affordable Care Actshall be coveredunder
the Routine Preventive Care benefit)
Weight Management
Office visits and basic diagnostic testing, Based on services provided Not Covered
including laboratory services and
electrocardiograms (EKGs), but does not
include advanced imaging services.
Surgical treatments Not Covered Not Covered
Non-surgical treatment Based on services provided Not Covered
WONDR Health 100%
Wigs 70% after deductible Not Covered
Women’s Preventive Services 100% Not Covered
As required by the Affordable Care Act
All Other Covered Expenses 70% after deductible Not Covered
TELEMEDICINE SERVICES (FROM TELADOC)
Telemedicine Services — Primary Care $0 copay
Telemedicine Services — General Medical (24/7 Care) $0 copay
Telemedicine Services — Dermatology $0 copay
Telemedicine Services - Psychiatrist - initial consult $0 copay
Telemedicine Services — Psychiatrist — subsequent consults $0 copay
Telemedicine Services — Psychologist, licensed clinical social
$0 copay
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BW NHHC HOLDCO, INC. DBA ELARA
CARING MEDICAL HDHP NO HSA
MEDICAL SCHEDULE OF BENEFITS

Benefit Period: January 1 - December 31

MEDICAL BENEFITS BW NHHC PREFERRED NONPREFERRED
HOLDCO, INC. DBA ELARA PROVIDER PROVIDER
CARING MEDICAL HDHP NO HSA
Deductible per benefit period
Individual $4,500 Not Applicable
Family (embedded) $9,000 Not Applicable

Deductible does not share between preferred and nonpreferred.
Generally, each covered person must pay all of the costs from providers up to the deductible amount before the
Plan begins to pay.

Embedded family deductible: Any number of covered family members may help to satisfy the family deductibk,
but no family member will incur more than the individual deductible amount.

Out-of-Pocket Expense Limit per benefit period (includes deductible, coinsurance, copays, and prescription
drug cost-share)

Individual $7,000 Not Applicable

Family (embedded) $14,000 Not Applicable

Out-of-pocket expense limit does not share between preferred and nonpreferred.

The out-of-pocket expense limit is the most the covered person could pay in a year for covered expenses.

The Plan will pay the designated percentage of covered expenses until the out-of-pocketexpense limits arereached;
at which timethe Planwillpay 100% of the remainder of covered expenses for the rest ofthe benefit period unless
stated otherwise.

Embedded family out-of-pocket expense limit: Any number of covered family members may help to satisfy the
family out-of-pocket expense limit, but no family member will incur more than the individual out-of-pocket
expense limit.

The following charges do not apply to the out-of-pocket expense limit and are never paid at 100%:
e expenses not covered by the Plan
e cxpenses in excess of amounts covered by the Plan
e expenses in excess of customary and reasonable amount

Standard coinsurance paid by the Plan 80% Not Covered
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MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA Pllflfgslﬁlg) NOI;E(‘)EV?EERRED
CARING MEDICAL HDHP NO HSA
Acupuncture Not Covered Not Covered
Allergy Services 80% after deductible Not Covered
Ambulance (Land/Air) 80% after deductible Preferred Provider benefit
applies

Applied Behavior Analysis Therapy 80% after deductible Not Covered
(ABA)

Cardiac Rehabilitation 80% after deductible Not Covered
Chemotherapy 80% after deductible Not Covered
Chiropractic Care 80% after deductible Not Covered

Office visits, spinal manipulation,
adjustments and x-rays

Maximum: 35 visits per benefit period

Contraceptives

See Women'’s Preventive Services

Diagnostic Services — Major
(such as MRI, CT Scan, PET Scan)

Outpatient Hospital 80% after deductible Not Covered
Freestanding Facilities 80% after deductible Not Covered
Diagnostic Services — Minor
Laboratory Services
Outpatient Hospital 80% after deductible Not Covered
Freestanding/Independent Facilities 80% after deductible Not Covered
X-Ray Services
Outpatient Hospital 80% after deductible Not Covered
Freestanding Facilities 80% after deductible Not Covered
Dialysis Therapy or Treatment 80% after deductible Not Covered
Durable Medical Equipment 80% after deductible Not Covered
Emergency Room Services
Emergency Medical Condition Care
Facility 80% after deductible Preferred Provider benefit
applies
Physician 80% after deductible Preferred Provider benefit
applies
Non-Emergency Medical Condition Care
Facility 80% after deductible Preferred Provider benefit
applies
Physician 80% after deductible Preferred Provider benefit
applies
Hearing
Prescription hearing aids and related 80% after deductible Not Covered

services

Maximum: 1 pair per 36 mont

hs up to $2,000 per hearing aid

Hinge Health

100% after deductible

Preferred Provider benefit

applies
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MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA Pﬁfg&ﬁlﬁ? NOI:%‘SEV?EERRED
CARING MEDICAL HDHP NO HSA
Home Health Care
Home health care visits 80% after deductible Not Covered

Maximum: 60 visits per benefit period

Home health care supplies & services 80% after deductible Not Covered
IV therapy 80% after deductible Not Covered
Hospice Care

Inpatient 80% after deductible Not Covered
Outpatient 80% after deductible Not Covered
Hospital - Inpatient

Facility 80% after deductible Not Covered
Physician/Surgeon 80% after deductible Not Covered
Infertility Services

Diagnostic testing to determine infertility Based on services provided Not Covered
Medications Not Covered Not Covered
Treatments Not Covered Not Covered
Infusion Therapy 80% after deductible Not Covered
Mental Health Disorders and Substance

Abuse

Inpatient 80% after deductible Not Covered
QOutpatient visit 100% after deductible Not Covered
QOutpatient other services 100% after deductible Not Covered
Occupational Therapy 80% after deductible Not Covered

Maximum: 90 visits physical, occupational & speech therapy
combined perbenefit period. Visit limits do notapply for autism

spectrum disorder.

Office Visit & Other Services
Office visit

Primary care physician 80% after deductible Not Covered

Specialist 80% after deductible Not Covered
Surgery

Primary care physician 80% after deductible Not Covered

Specialist 80% after deductible Not Covered
Lab and X-ray

Primary care physician 80% after deductible Not Covered

Specialist 80% after deductible Not Covered
Other services

Primary care physician 80% after deductible Not Covered

Specialist 80% after deductible Not Covered
Orthotics 80% after deductible Not Covered
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MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA Pllflfgslﬁlg) NOI;{;I(‘)EV?EERRED

CARING MEDICAL HDHP NO HSA
Outpatient Surgery
Facility 80% after deductible Not Covered
Physician/Surgeon 80% after deductible Not Covered
Outpatient Surgery — Ambulatory
Facility 80% after deductible Not Covered
Physician 80% after deductible Not Covered
Outpatient — Misc.
Facility 80% after deductible Not Covered
Physician 80% after deductible Not Covered
Physical Therapy 80% after deductible Not Covered

Maximum: 90 visits physical, occupational & speech therapy
combined perbenefit period. Visit limits do notapply forautism
spectrum disorder.

Podiatry Services

Based on services provided

Based on services provided

Pregnancy

Initial pre-natal visit and urinalysis 100% Not Covered
Subsequent pre-natal visits/care and 100% Not Covered
breastfeeding services and supplies (as

required by the Affordable Care Act)

Post-natal care and other non-routine/non- | Based on services provided Not Covered
preventive pregnancy related care

Delivery 80% after deductible Not Covered
Private Duty Nursing

Inpatient Not Covered Not Covered
Outpatient Not Covered Not Covered
Prostheses 80% after deductible Not Covered
Radiation Therapy 80% after deductible Not Covered
Respiratory Therapy 80% after deductible Not Covered
Retail Clinic Visits 80% after deductible Not Covered
Routine Preventive Care/Wellness 100% Not Covered
Benefits

Includes all evidence-based supplies or

services thathave in effect a rating of A or

B in the current recommendations of the

United States Preventive Services Task

Force (USPSTF).

For additional information visit:

https:/www.uspreventiveservicestaskforce.

org

Routine Prostate Examinations 100% Not Covered
Skilled Nursing Facility 80% after deductible Not Covered

Maximum: 25 days per benefit period
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MEDICAL BENEFITS BW NHHC PREFERRED NONPREFERRED
HOLDCO, INC. DBA ELARA PROVIDER PROVIDER
CARING MEDICAL HDHP NO HSA
Speech Therapy 80% after deductible Not Covered

Maximum: 90 visits physical, occupational & speech therapy
combined perbenefit period. Visit limits do notapply forautism

spectrum disorder.

Telemedicine Services
(see Telemedicine Services (From Teladoc)
for Teladoc benefits)

Primary care physician
Specialist

80% after deductible
80% after deductible

Not Covered
Not Covered

Temporomandibular Joint Syndrome
(TMJ) Treatment

(excludes intraoral orthotics, prosthetics
and therapy)

Orthodontia services not covered

Based on services provided

Not Covered

Transplants (Organ or Tissue)

Transplant Blue Distinction and Blue
Distinction Plus Centers

Non-Blue Distinction Transplant Centers
and Non-Blue Distinction Plus Transplant
Centers

Transportation and lodging

Based on services provided

Based on services provided

Based on services provided

Maximum: Transportation and

Not Covered

Not Covered

Not Covered
lodging $10,000 per transplant

Urgent Care Center

Visit 80% after deductible Not Covered
All other services 80% after deductible Not Covered
Vision — Routine Services 100% Not Covered
(Routine vision services required by the

Affordable Care Actshall be covered under

the Routine Preventive Care benefit)

Weight Management

Office visits and basic diagnostic testing, Based on services provided Not Covered
including laboratory services and

electrocardiograms (EKGs), but does not

include advanced imaging services.

Surgical treatments Not Covered Not Covered
Non-surgical treatment Based on services provided Not Covered
WONDR Health 100%

Wigs 80% after deductible Not Covered
Women’s Preventive Services 100% Not Covered
As required by the Affordable Care Act

All Other Covered Expenses 80% after deductible Not Covered
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TELEMEDICINE SERVICES (FROM TELADOC)

Telemedicine Services — Primary Care

$0 copay after deductible

Telemedicine Services — General Medical (24/7 Care)

$0 copay after deductible

Telemedicine Services — Dermatology

$0 copay after deductible

Telemedicine Services - Psychiatrist - initial consult

$0 copay after deductible

Telemedicine Services — Psychiatrist — subsequent consults

$0 copay after deductible

Telemedicine Services — Psychologist, licensed clinical social
worker, counselor or therapist consults

$0 copay after deductible
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BW NHHC HOLDCO, INC. DBA ELARA
CARING MEDICAL HDHP WITH HSA
MEDICAL SCHEDULE OF BENEFITS

Benefit Period: January 1 - December 31

MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA PREFERRED NONPREFERRED
CARING MEDICAL HDHP WITH PROVIDER PROVIDER
HSA

Deductible per benefit period

Individual $4,500 Not Applicable

Family (embedded) $9,000 Not Applicable

Deductible does not share between preferred and nonpreferred.
Generally, each covered person must pay all of the costs from providers up to the deductible amount before the
Plan begins to pay.

Embedded family deductible: Any number of covered family members may help to satisfy the family deductibk,
but no family member will incur more than the individual deductible amount.

Out-of-Pocket Expense Limit per benefit period (includes deductible, coinsurance, copays, and prescription
drug cost-share)

Individual $7,000 Not Applicable

Family (embedded) $14,000 Not Applicable

Out-of-pocket expense limit does not share between preferred and nonpreferred.

The out-of-pocket expense limit is the most the covered person could pay in a year for covered expenses.

The Plan will pay the designated percentage of covered expenses until the out-of-pocket expense limits arereached;
at which timethe Planwillpay 100% of the remainder of covered expenses for the rest ofthe benefit period unless
stated otherwise.

Embedded family out-of-pocket expense limit: Any number of covered family members may help to satisfy the
family out-of-pocket expense limit, but no family member will incur more than the individual out-of-pocket
expense limit.

The following charges do not apply to the out-of-pocket expense limit and are never paid at 100%:
e expenses not covered by the Plan
e expenses in excess of amounts covered by the Plan
e expenses in excess of customary and reasonable amount

Standard coinsurance paid by the Plan 80% Not Covered
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MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA PREFERRED NONPREFERRED
CARING MEDICAL HDHP WITH PROVIDER PROVIDER
HSA
Acupuncture Not Covered Not Covered
Allergy Services 80% after deductible Not Covered
Ambulance (Land/Air) 80% after deductible Preferred Provider benefit
applies

Applied Behavior Analysis Therapy 80% after deductible Not Covered
(ABA)
Cardiac Rehabilitation 80% after deductible Not Covered
Chemotherapy 80% after deductible Not Covered
Chiropractic Care 80% after deductible Not Covered

Office visits, spinal manipulation,
adjustments and x-rays

Maximum: 35 visits per benefit period

Contraceptives

See Women'’s Preventive Services

Diagnostic Services — Major
(such as MRI, CT Scan, PET Scan)

Outpatient Hospital 80% after deductible Not Covered
Freestanding Facilities 80% after deductible Not Covered
Diagnostic Services — Minor
Laboratory Services
Outpatient Hospital 80% after deductible Not Covered
Freestanding/Independent Facilities 80% after deductible Not Covered
X-Ray Services
Outpatient Hospital 80% after deductible Not Covered
Freestanding Facilities 80% after deductible Not Covered
Dialysis Therapy or Treatment 80% after deductible Not Covered
Durable Medical Equipment 80% after deductible Not Covered
Emergency Room Services
Emergency Medical Condition Care
Facility 80% after deductible Preferred Provider benefit
applies
Physician 80% after deductible Preferred Provider benefit
applies
Non-Emergency Medical Condition Care
Facility 80% after deductible Preferred Provider benefit
applies
Physician 80% after deductible Preferred Provider benefit
applies
Hearing
Prescription hearing aids and related 80% after deductible Not Covered

services

Maximum: 1 pair per 36 months up to $2,000 per hearing aid
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MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA PREFERRED NONPREFERRED
CARING MEDICAL HDHP WITH PROVIDER PROVIDER
HSA
Hinge Health 100% after deductible Preferred Provider benefit
applies
Home Health Care
Home health care visits 80% after deductible Not Covered

Maximum: 60 visits per benefit period

Home health care supplies & services 80% after deductible Not Covered
IV therapy 80% after deductible Not Covered
Hospice Care

Inpatient 80% after deductible Not Covered
Outpatient 80% after deductible Not Covered
Hospital - Inpatient

Facility 80% after deductible Not Covered
Physician/Surgeon 80% after deductible Not Covered
Infertility Services

Diagnostic testing to determine infertility Based on services provided Not Covered
Medications Not Covered Not Covered
Treatments Not Covered Not Covered
Infusion Therapy 80% after deductible Not Covered
Mental Health Disorders and

Substance Abuse

Inpatient 80% after deductible Not Covered
QOutpatient visit 100% after deductible Not Covered
QOutpatient other services 100% after deductible Not Covered
Occupational Therapy 80% after deductible Not Covered

Maximum: 90 visits physical, occupational & speech therapy

combined per benefit period

Office Visit & Other Services
Office visit

Primary care physician 80% after deductible Not Covered

Specialist 80% after deductible Not Covered
Surgery

Primary care physician 80% after deductible Not Covered

Specialist 80% after deductible Not Covered
Lab and X-ray

Primary care physician 80% after deductible Not Covered

Specialist 80% after deductible Not Covered
Other services

Primary care physician 80% after deductible Not Covered

Specialist 80% after deductible Not Covered
Orthotics 80% after deductible Not Covered
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MEDICAL BENEFITS BW NHHC

HOLDCO, INC. DBA ELARA PREFERRED NONPREFERRED
CARING MEDICAL HDHP WITH PROVIDER PROVIDER
HSA

Outpatient Surgery
Facility 80% after deductible Not Covered
Physician/Surgeon 80% after deductible Not Covered
Outpatient Surgery — Ambulatory
Facility 80% after deductible Not Covered
Physician 80% after deductible Not Covered
Outpatient — Misc.
Facility 80% after deductible Not Covered
Physician 80% after deductible Not Covered
Physical Therapy 80% after deductible Not Covered

Maximum: 90 visits physical, occupational & speech therapy
combined per benefit period

Podiatry Services

Based on services provided

Based on services provided

Pregnancy

Initial pre-natal visit and urinalysis 100% Not Covered
Subsequent pre-natal visits/care and 100% Not Covered
breastfeeding services and supplies (as

required by the Affordable Care Act)

Post-natal care and other non-routine/non- | Based on services provided Not Covered
preventive pregnancy related care

Delivery 80% after deductible Not Covered
Private Duty Nursing

Inpatient Not Covered Not Covered
Outpatient Not Covered Not Covered
Prostheses 80% after deductible Not Covered
Radiation Therapy 80% after deductible Not Covered
Respiratory Therapy 80% after deductible Not Covered
Retail Clinic Visits 80% after deductible Not Covered
Routine Preventive Care/Wellness 100% Not Covered
Benefits

Includes all evidence-based supplies or

services thathave in effect a rating of A or

B in the current recommendations of the

United States Preventive Services Task

Force (USPSTF).

For additional information visit:

https:/www.uspreventiveservicestaskforce.

org

Routine Prostate Examinations 100% Not Covered
Skilled Nursing Facility 80% after deductible Not Covered

Maximum: 25 days per benefit period
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MEDICAL BENEFITS BW NHHC

Maximum: 90 visits physical, occupational & speech therapy

HOLDCO, INC. DBA ELARA PREFERRED NONPREFERRED
CARING MEDICAL HDHP WITH PROVIDER PROVIDER
HSA
Speech Therapy 80% after deductible Not Covered

combined per benefit period

Telemedicine Services
(see Telemedicine Services (From Teladoc)
for Teladoc benefits)

Primary care physician
Specialist

80% after deductible
80% after deductible

Not Covered
Not Covered

Temporomandibular Joint Syndrome
(TMJ) Treatment

(excludes intraoral orthotics, prosthetics
and therapy)

Orthodontia services not covered

Based on services provided

Not Covered

Transplants (Organ or Tissue)

Transplant Blue Distinction and Blue
Distinction Plus Centers

Non-Blue Distinction Transplant Centers
and Non-Blue Distinction Plus Transplant
Centers

Transportation and lodging

Based on services provided

Based on services provided

Based on services provided

Maximum: Transportation and lodging $10,000 per transplant

Not Covered

Not Covered

Not Covered

Urgent Care Center

Visit 80% after deductible Not Covered
All other services 80% after deductible Not Covered
Vision — Routine Services 100% Not Covered
(Routine vision services required by the

Affordable Care Actshall be covered under

the Routine Preventive Care benefit)

Weight Management

Office visits and basic diagnostic testing, Based on services provided Not Covered
including laboratory services and

electrocardiograms (EKGs), but does not

include advanced imaging services.

Surgical treatments Not Covered Not Covered
Non-surgical treatment Based on services provided Not Covered
WONDR Health 100%

Wigs 80% after deductible Not Covered
Women’s Preventive Services 100% Not Covered
As required by the Affordable Care Act

All Other Covered Expenses 80% after deductible Not Covered
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TELEMEDICINE SERVICES (FROM TELADOC)

Telemedicine Services — Primary Care

$0 copay after deductible

Telemedicine Services — General Medical

$0 copay after deductible

Telemedicine Services — Dermatology

$0 copay after deductible

Telemedicine Services - Psychiatrist - initial consult

$0 copay after deductible

Telemedicine Services — Psychiatrist — subsequent consults

$0 copay after deductible

Telemedicine Services — Psychologist, licensed clinical social
worker, counselor or therapist consults

$0 copay after deductible
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PREFERRED PROVIDER OR
NONPREFERRED PROVIDER

Covered persons have the choice of using either a preferred provider or a nonpreferred provider.

PREFERRED PROVIDER

A preferred provider is a physician, hospital or ancillary service provider which has anagreementin effect with the
Preferred Provider Organization (PPO)to accepta negotiated rate for services rendered to coveredpersons. In tum,
the PPO has an agreement with the plan administrator or claims administrator to allow access to negotiated rates
forservicesrendered to covered persons. The PPO’s nameand/or logo is shown on the front ofthe coveredperson’s
ID card. The preferred provider cannot bill the covered person for any amount in excess of the negotiated rate for
covered expenses. Coveredpersons should contactthe employer's Human Resources Department, contactthe claims

administrator, or review the PPO’s website for a current listing of preferred providers.

NONPREFERRED PROVIDER

A nonpreferred provider does not havean agreement in effect with the Preferred Provider Organization. Exceptas
explained below, the Plan will allow only the customary and reasonable amount as a covered expense. The Plan
will pay its percentage of the customary and reasonable amount for the nonpreferred provider covered expenses.
The covered person may beresponsible for the remaining balance, which may result in greater out-of-pocket expenses
to the covered person except as explained below.

1. If a nonpreferred provider has not satisfied the Notice and Consent Criteria described under number 6.
below, for certain items and services, covered expenses for such services rendered at a preferred provider

Sacility will be:
a. Paid in accordance with the preferred provider cost sharing;

b. Subject to the preferred provider out-of-pocket expense limit; and

c. Paid based on the lesser of the qualifying payment amount orthe nonpreferredprovider’s actual
charge; or when applicable:

L In a State that has in effect an applicable specified State law, the amount determined in
accordance with such law; or
i, In a State thathas an all-payer model a greement thatapplies to this Plan, the provider, and

the item or service, the amount thatthe State approves under the all-payer model agreement
for that item or service.

The covered person’s cost sharing will be calculated based on the recognized amount and
nonpreferred providers may not balance bill for amounts in excess of the covered person’s cost
sharing. 1f the out-of-network rate exceeds the recognized amount, the difference will not be
subject to additional cost sharing.

The following types of services provided in a preferred provider facilityby a nonpreferred provider
will be covered as explained in this section, regardless of whether the nonpreferred provider

satisfies the Notice and Consent Criteria described in section 6. below:
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d. Ancillary services, including:
L Items and services related to emergency medicine, anesthesiology, pathology, radiology,
neonatology (whether provided by a physician or non-physician practitioner);
il. Items and services provided by assistant surgeons, hospitalists, and intensivists;
fii. Diagnostic services including radiology and laboratory services; and
v. Items and services provided by a nonpreferredprovider if there is no preferred provider
who can furnish such item or service at such facility; and
e. Items and services furnished as a result of unforeseen, urgent medical needs that arise at the time
an item or service is furnished.
2. Covered expenses for emergency services furnished by a nonpreferred provider will be:
a. Paid in accordance with the preferred provider cost sharing;
b. Subject to the preferred provider out-of-pocket expense limit; and
c. Paid based onthe lesser of the qualifying payment amount orthe nonpreferred provider’s actual

charge; or when applicable:

1. In a Statethat has in effect an applicable specified State law, the amount determined in
accordance with such law; or
il In a State thathas an all-payer model a greement thata pplies to this Plan, the provider, and

the item or service, the amount thatthe State approves under the all-payer model agreement
for that item or service.

The covered person’s cost sharing will be calculated based on the recognized amount and nonpreferred
providers may not balance bill for amounts in excess of the covered person’s cost sharing. 1f the out-of-

network rate exceeds the recognized amount, the difference willnot be subject to additional cost sharing.

3. Covered expenses for airambulance services furnished by a nonpreferred provider will be:
a. Paid in accordance with the preferred provider cost sharing;
b. Subject to the preferred provider out-of-pocket expense limit; and
c. Paid based onthe lesser of the qualifying payment amount or the nonpreferred provider’s actual

charge; or when applicable:

i In a Statethat has in effect an applicable specified State law, the amount determined in
accordance with such law; or
il. In a State thathas an all-payer model a greement thatapplies to this Plan, the provider, and

the item or service, the amount that the State approves under the all-payer model agreement
for that item or service.

The covered person’s cost sharing willbe calculated based on the lesser of the qualifying payment amount
orthe billed amount, and nonpreferred providersmay notbalancebill foramounts in excess ofthe covered
person’s cost sharing. 1f the out-of-network rate exceeds the lesser of the qualifying payment amount or
the billed amount, the difference will not be subject to additional cost sharing.

4. Open Negotiation Period

a.

A nonpreferredprovider may initiate an opennegotiation period with this Plan regarding covered
expenses as describedabove. This open negotiation period must be initiated during the thirty (30)
business day period beginning on the day the nonpreferred provider receives aninitial payment or
a notice of denial of payment for covered expenses as described above. To initiate the open
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negotiation period, the nonpreferred provider must send notice, consistent with applicable
regulations, to this Plan on a standard form developed by Federal regulators.

The day on which the open negotiationnotice is sent by the nonpreferred provider is the date the
thirty (30) business day open negotiation period begins. Any additional payment amount agreed
upon duringthe open negotiation period must bemade by this Plan within thirty (30) days of such
agreement and will not be subject to additional cost sharing.

5. Independent Dispute Resolution

a.

In the case of failed negotiations, the nonpreferredprovider orthis Plan may initiate the Federal
independent dispute resolution (IDR) process established under the No Surprises Act. The IDR
process must be initiated, consistent with applicable Federal regulations, within four (4) business
daysbeginningon thethirty-first (31) business day a fterthe startof theopen negotiation period.

Within thirty (30) days after the date a certified IDR entity is selected, such entity must select a
payment amount and notify this Plan and the nonpreferred provider of the determination. In the
absence of a fraudulent claim or evidence of intentional misrepresentation of material facts
presented to the certified IDR entity,thedecision by such entity is binding on allinvolved parties.

Any additional payment amountdue from this Plan resulting from the decision of the certified IDR
entity:

i Will not be subject to additional cost sharing;

ii. Must be paid within thirty (30) days of such determination; and

1ii. Will result in this Plan beingresponsible forpayment of all fees properly charged by the
certified IDR entity.

If the certified IDR entity determines that no additional payment is due to the nonpreferred
provider by this Plan, such provider will be responsible for paymentofthe cerfified IDR entity fee.
This Plan and the nonpreferred provider will each be responsible for the Federal IDR
administrative fee.

The nonpreferred provider and this Plan may agree on a payment amount for an item or service
during the independent dispute resolution process but before the date on which the certified IDR
entity makes a final payment determination. Such amount will be treated as the out-of-network rate
and to the extentthis amount exceeds the initial payment amountand any costsharing amount, the
Plan must pay the additional amountto the nonpreferred providerwithin thirty (30) business days
from thedate the agreement is reached. This Planwill be responsible for payment ofhalfofall fees
charged by the certified IDR entity, unless this Plan and the nonpreferred provider otherwise agree
in writing,

6. Notice and Consent Criteria

a.

In order to satisfy the Notice and Consent Criteria, a nonpreferred provider must provide the
covered person with a writtennotice in paper or electronic form, as selected by the coveredperson,
that is physically separate from other documents and contains the following information:

i Notification that the health care provider is a nonpreferred provider;

ii. Notification of the good faith estimate amount thatthe nonpreferred provider may charge
forthe items and services, including a notification that the provision of such estimate does
not constitute a contract with respect to the estimated charges;

iii. In the case where a nonpreferred provider would be furnishing items or services at a
preferred provider facility, a list of any preferred providers at such facility who are able
to furnish theitems or servicesand notification thatthe covered person may be referred, at
their option, to such a preferred provider;
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iv. Information about whether pre-certification or other care management limita tions may be
required in advance of receiving the items or services.

b. The above information must be provided to a covered person:

i No later than seventy-two (72) hours prior to the date on which the covered person is
furnished the items or services, when the appointment is scheduled at least seventy-two
(72) hours prior; or

ii. On the date the appointment is scheduled, in the case where the appointment is scheduled
within seventy-two (72) hours prior to the appointment. When the covered person is
provided with the notice and consent on the same date that the items or services are to be
furnished, the notice must be provided no laterthanthree (3) hours prior to furnishing the
items or services to which the notice and consent requirements apply.

c. The nonpreferred provider must obtain consent from the covered person to be treated by the
nonpreferred provider and must provide a signed copy of such consent to the covered person
through mail or email as selected by the covered person and provide a copy to the claims
administrator.

Continuity of Care

In certain situations, if a preferred provider becomes a nonpreferredprovider, and the coveredpersonis a
continuing care patient, this Plan will provide the covered person with notice and an opportunity to elect
continuing care from such provider. This election will allow the covered person to continue to receive
benefits under this Plan in accordance with the preferred provider costsharing, beginning on the date of the
notice and continuing for a period ending of the earlier of:

a. Ninety (90) days from the date of the notice; or
b. The date on which the coveredperson is no longera continuing care patient with respect tosuch
provider.

REFERRALS

Referrals to a nonpreferred provider are covered as nonpreferred provider services, supplies and treatments. It is
the responsibility of the coveredperson to assure services tobe rendered are performed by preferred providers in
orderto receive the preferredprovider level of benefits unless described otherwise under the Nonpreferred Provider
subsection above.

EXCEPTIONS

The following listing of exceptions represents services, supplies or treatments rendered by a nonpreferred provider
where covered expenses shall be payable at the preferred provider level of benefits:

1.

Medically necessary specialty services, supplies or treatments which are not available from a provider within
the Preferred Provider Organization.

When a covered dependent resides outside the service area of the Preferred Provider Organization.
Treatment rendered at a facility of the uniformed services.

Transportation by a nonpreferred provider ambulance for a condition thatmeets the definition of emergency
medical condition.

Lactation counseling providers.
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6. Diagnostic laboratory and surgical pathology tests referred to a nonpreferred provider by a preferred
provider.

CLAIM ADMINISTRATOR’S SEPARATE FINANCIAL ARRANGEMENTS
WITH PROVIDERS AND OTHER ENTITIES

The claims administrator has contracts with certain Providers and other entities (‘‘Administrator Providers’’) in its
service area to provide for health care services to all coveredpersons entitled to health care benefits under this Plan
to which the claims administrator is a party, including all persons covered under the Plan. Under certam
circumstances described in its contracts with Administrator Providers, the claims administrator may:

1. Receive substantial payments from Administrator Providers with respect to services rendered to covered
persons for which the claims administrator was obligated to pay the Administrator Provider, or

2. Pay Administrator Providers substantially less than their claim charges for services, by discount or otherwise,
or
3. Receive from Administrator Providers other substantial allowances under the claims administrator’s

contracts with them.

In the caseof hospitals and other facilities, or other providers, the calculation of any out-of-pocket maximums or any
maximum amounts of benefits payable by the claims administrator as described in this Plan and the calculation of
all required deductible and coinsurance amounts as described in this Plan shallbe based on the negotiated rate; or,
if applicable, the provider’s claim charge for covered services rendered to a coveredperson,reduced by the average
discount percentage (“ADP”) applicable to a covered person’s claim or claims. The employer has been advised that
the claims administrator may receive such payments, discounts and/or other allowances during the term of the
agreement between the employer and the claims administrator. Neither the employer nor the covered person s
entitled to receive any portion of any such payments, discounts and/or other allowances in excess of the ADP.

To help understand how the claims administrator’s separate financial arrangements with providers wotk, please
consider the following example:

a. Assume a coveredperson goes into the hospital for one night and the normal, fullamount the hospitalbills
for covered services is $1,000. How is the $1,000 bill paid?

b. The covered person will have to pay the deductible and coinsurance amounts set out in this Plan.

c. However, for purposes of calculating deductible and coinsurance amounts, and whether any out-of-pocket
or benefit maximums have been reached, the hospital’s negotiated rate would be reduced by the ADP
applicable to the claim. In this example, if the applicable ADP were 30%, the $1,000 hospital bill would be
reduced by 30% to $700 for purposes of calculating the deductible and coinsurance amounts, and whether
any out-of-pocket or benefit maximums have been reached.

d. Assumingthe deductible has already been satisfied, the coinsuranceportion of the $1,000 hospitalbill a fter
it hasbeen reduced by the 4 DP will need to be paid. In this example, if the coinsurance obligation is 20%,
the covered person will haveto pay 20% of $700, or $140. The 20% coinsuranceis based onthe full $ 1,000
hospital bill, after it is reduced by the applicable ADP.

e. After taking into account the deductible and coinsurance amounts, the Plan will satisfy its portion of the
hospital bill. In most cases, the claims administrator has a contract with hospitals that allows the Plan to
pay less, and requires the hospital to accept less, than the amount of money the Plan would be required to
pay if the claims administrator did not have a contract with the hospital.
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In the above example, since the full hospital bill is $1,000, the deductible has already been satisfied, and the
coinsurance is $140, then the Plan has to satisfy the rest of the hospital bill, or $860. Assuming the claims
administrator has a contract with the hospital, the Plan will usually be able to satisfy the $860 bill thatremains after
coinsurance and deductible, by paying less than $860 to the hospital, often substantially less than $860.

CLAIMS ADMINISTRATOR’S SEPARATE FINANCIAL
ARRANGEMENTS WITH SUBSIDIARIES AND OTHER
SUBCONTRACTORS

The claims administrator has an ownership interest in several wholly or partially owned subsidiaries or affiliates,
including Luminare Health Benefits, Inc., and informs that it has contracts, either directly or indirectly with such
subsidiaries, a ffiliates, or other subcontractors, as applicable, to provide, on the claims administrator’s behalf, third
party administration or other services to all persons entitled to benefits under certain contracts, includingall persons
covered under this Plan. The claims administrator, its subsidiaries, affiliates, and/or subcontractors may also have
ownership interests in certain providers who provide covered services to coveredpersons, and/or in vendors or other
third parties who provide services or provide services to certain providers. The services and amounts received by the
claims administrator, its subsidiaries, a ffiliates, or other subcontractors under these separate financial arrangements
may be revised from time to time. Amounts received by the claims administrator or other entity may be included
within a claim charge, administrative charge, or charged separately. Neither the employer nor the covered person are
entitled to any amounts payable to the claims administrator, its subsidiaries, a ffiliates, or other subcontractors under
these separate financial arrangements.

INTER-PLAN ARRANGEMENTS

OUT-OF-AREA SERVICES

Overview

The claims administrator has a variety of relationships with other Blue Cross and/or Blue Shield Licensees. Generally,
these relationships are called “Inter-Plan Arrangements.” These Inter-Plan Arrangements work based on rules and
procedures issued by the Blue Cross Blue Shield Association (“Association”). Whenevera covered person accesses
healthcare services outside the geographic area the claims administrator serves, the claim for those services may be
processed through one of these Inter-Plan Arrangements. The Inter-Plan Arrangements are described below.

When a coveredperson receives careoutside of the claims administrator’s service area, they will receive it from one
of two kinds of providers. Most providers (“participating providers”) contract with the local Blue Cross and/or Blue
Shield Licensee in that geographic area (“Host Blue™). Some providers (‘“nonparticipating providers) donot contract
with the Host Blue. The claims administrator explains below how the claims administrator paysboth kinds of
providers.

Inter-Plan Arrangements Eligibility — Claim Types

All claim types are eligible to be processed through Inter-Plan Arrangements, as described above, except for all dental
care benefits (unless paid as medical claims/benefits), and those prescription drug benefits or vision care benefits that
may be administered by a third party contracted by the claims administrator to provide the specific service or services.

A. BlueCard” Program

Under the BlueCard®™ Program, when a covered person receives covered services within the geographic area served
by a Host Blue, the claims administrator will remain responsible for doing what we agreed to in the contract.
However, the Host Blue is responsible for contracting with and generally handling all interactions with its participating
providers.
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For inpatient facility services received in a hospital, the Host Blue's participating provider is required to obtain pre-
certification. If pre-certificationis not obtained, the participating provider will be sanctioned based on the Host Blue's
contractual agreement with the provider, and the covered person will be held harmless for the provider sanction.

Whenevera covered person receives covered services outside the claims administrator’s service area and the claim
is processed through the BlueCard Program, the amount a covered person pays for covered services is calculated
based on the lower of:

1. The billed charges for covered services, or
2. The negotiated price that the Host Blue makes available to the claims administrator.
To help understand how this calculation would work, please consider the following example:

a. Suppose covered services are received foran illness while a covered person is on vacation outside of state.
The coveredperson showstheir identification card to the provider to let him or her know the covered person
is covered by a plan administered by the claims administrator.

b. The provider has negotiated with the Host Blue a price of $80, even though the provider’s standard charge
for this service is $100. In this example, the provider bills the Host Blue $100.

c. The Host Blue, in turn, forwards the claim to the claims administrator and indicates thatthenegotiated price
for the covered service is $80. The claims administrator would then base the amount the covered person
must pay forthe service - the amount applied to the deductible, if any, and the coinsurance percentage - on
the $80 negotiated price, not the $100 billed charge.

d. So, forexample, if the coinsuranceis 20%, the coveredperson would pay $16 (20% of $80),not $20(20%
0f $100). The coveredperson is not responsible for amounts over the negotiated price fora covered service.

PLEASE NOTE: The coinsurance percentage in the above example is for illustration purposes only. The exampk
assumes that the deductible has been met and that there are no copays associated with the service rendered. The
deductible(s), coinsurance and copays are specified in this Plan document.

Often, this “negotiated price” will be a simple discount that reflects an actual price that the Host Blue pays to the
healthcare provider. Sometimes, it is an estimated price that takes into account special arrangements with the
healthcare provider or provider group that may include types of settlements, incentive payments, and/or other credits
or charges. Occasionally, it maybe anaverage price, based on a discountthatresults in expected average savings for
similar types of healthcare providers after taking into account the same types of transactions as with an estimated
price.

Estimated pricingand average pricing, also take into account adjustments to correct for over - or underestimation of
modifications of pastpricing of claims, as noted above. However, such adjustments will not a ffect the price the claims
administrator has used for a claim because they will not be applied after a claim has already been paid.

B. Negotiated (non-BlueCard Program) Arrangements

With respect to one or more Host Blues, instead ofusing the BlueCard Program, the claims administrator may process
claims for covered services through Negotiated Arrangements for National Accounts.

The amounta coveredperson pays for covered services under this arrangement will be calculated based onthe lower
of eitherbilled charges or negotiated price (refer to the description of negotiated price under subsection A. BlueCard®
Program above) made available to the claims administrator by the Host Blue.

If reference-based benefits, which are service-specific benefit dollar limits for specific procedures, based on a Host
Blue’s localmarketrates, aremade available , the covered person will be responsible for theamount that the healthcare
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provider bills above the specific reference benefit limit for the given procedure. For a participating provider, that
amount will be the difference between the negotiated price and the reference benefit limit. For a nonparticipating
provider, that amount will be the difference between the provider’s billed charge and the reference benefit limit.
Where a reference benefit limit is greater than either a negotiated price or a provider’s billed charge, the covered
person will incur no liability, other than any related patient cost sharing under this agreement.

C. Special Cases: Value-Based Programs
BlueCard® Program

Ifthe coveredperson receives covered services undera Value-Based Program inside a HostBlue’s service area, the
covered person willnot beresponsible for paying any ofthe provider incentives, risk-sharing, and/or Care Coordinator
Fees thatare a part of such an arrangement, except when a Host Blue passes these fees to the claims administrator
through average pricing or fee schedule adjustments.

Value-Based Programs: Negotiated (non—BlueCard Program) Arrangements

If the claims administrator has entered into a negotiated arrangement with a Host Blue to provide Value Based
Programs to the employer on the covered person’s behalf, the claims administrator will follow the same procedures
for Value-Based Programs administration and Care Coordinator Fees as noted above for the BlueCard Program.

D. Inter-Plan Programs: Federal/State Taxes/Surcharges/Fees

Federalorstate laws orregulations mayrequire a surcharge, tax or other fee that applies to self-funded a ccounts. If
applicable, the claims administrator will include any such surcharge, tax or other fee as part of the claim charge
passed on to the covered person.

E. Nonpreferred Providers Outside The Claims Administrator’s Service Area
1. Covered Person Liability Calculation

When covered services are provided outside of the claims administrator’s service area by nonpreferred
providers, theamount(s) the covered person paysfor such services will be calculated using the methodology
described in this Plan for nonpreferred providers located inside our service area. The covered person may
be responsible forthe difference between the amount that the nonpreferred provider bills and the payment
the claims administrator will make for the covered services as set forth in this paragraph.

2. Exceptions

In certain situations, the claims administrator may use other payment methods, such as billed covered
charges, the payment we would makeif the healthcareserviceshad been obtained within our service area, or
a special negotiated payment to determine the amount the claims administrator will pay for services provided
by nonpreferredproviders. In these situations, the coveredperson may be liable for the difference between
the amount that the nonpreferred provider bills and the paymentthe claims administrator will make for the
covered services as set forth in this paragraph.

F. Blue Cross Blue Shield Global Core

If the covered person is outside the United States, the Commonwealth of Puerto Rico, and the U.S. Virgin Islands
(hereinafter “BlueCard service area”), they may be able to take advantage of Blue Cross Blue Shield Global Core
when accessing covered services. Blue Cross Blue Shield Global Core is unlike the BlueCard Program available n
the BlueCard service area in certain ways. For instance, although Blue Cross Blue Shield Global Core assists with
accessing a network ofinpatient, outpatient and professional providers, thenetwork is not served by a Host Blue. As
such, when the covered person receives care from providers outside the BlueCard service area, they will typically
have to pay the providers and submit the claims to obtain reimbursement for these services.
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If a covered person needs medical assistance services (includinglocatinga doctor or hospital) outside the BlueCard
service area, they should call the service centerat 1-800-8 10-BLUE (2583) orcall collect at 1 -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 the covered person contacts the service center for assistance, hospitals will not require the
covered person to pay for covered inpatient services, except for the cost sharing amounts/deductibles,
coinsurance, etc. In such cases, the hospital will submit the claims to the service center to begin clhims
processing. However, if the covered person paid in full at the time of service, they must submit a clim to
receive reimbursement for covered services. The covered person must contact the claims administrator to
obtain pre-certification for non-emergency inpatient services.

Outpatient Services

Outpatient services are available for emergency services, physicians, urgent care centers and other
outpatient providers located outside the BlueCard service area will typically require the covered person to
pay in full at the time of service. The covered person must submit a claim to obtain reimbursement for
covered services.

Submitting a Blue Cross Blue Shield Global Core Claim

When a covered person pays for covered services outside the BlueCard service area, they must submi a
claim to obtain reimbursement. For institutional and professional claims, a Blue Cross Blue Shield Global
Core International claim form should be completed and sent with the provider’s itemized bill(s) to the service
center (the address is on the form) to initiate claims processing. Following the instructions onthe claim form
will help ensure timely processing of claims. The claim form is available from the claims administrator, the
service center or online at www.bcbsglobalcore.com. If assistance is needed with the claim submission, call
the service centerat 1-800-810-BLUE (2583) orcallcollectat 1-804-673-1177,24 hours a day, seven days
a week.

THE COVERED PERSON’S PROVIDER RELATIONSHIPS

The choice ofa provider is solely the covered person’s choice and the claims administrator will not interfere
with the covered person’s relationship with any provider.

The claims administrator does not itself undertake to furnish health care services, but solely to make
payments to providers for the covered services received by a covered person. The claims administrator is
not in any event liable for any act or omission of any provider or the agent or employee of such provider,
including, but notlimited to, the failure or refusal to render services toa covered person. Professional services
which can only be legally performed by a provider are not provided by the claims administrator. Any
contractual relationship between a physician and an Administrator Provider shallnot be construed to mean
that the claims administrator is providing professional service.

Theuse of an adjective such as participating, administrator orapproved in modifyinga provider shallin no
way be construed asa recommendation, referral or any other statement as to the ability or quality of such
provider.1n addition, the omission, non-use or non-designation of participating, administrator, approved or
any similar modifier or the use of a term such as non-administrator or non-participating should not be
construed as carrying any statement or inference, negative or positive, as to the skill or quality of such
provider.
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d. Each provider provides covered services only to the covered person and does not deal with or provide any
services to the employer (other thanas anindividual covered person) or the employer’s ERIS A health benefit
program.
BLUE DISTINCTION OR BLUE DISTINCTION PLUS CENTERS OF
TREATMENT (BDCT)

Blue Distinction is a designation awarded by Blue Cross Blue Shield companies to health care facilities that have
demonstrated expertise in delivering quality health care. At the core of the program are Blue Distinction and Blue
Distinction Plus Centers for Specialty Care. Blue Distinction and Blue Distinction Plus Centers are recognized for
providing distinguished care in the following transplant or benefit specialty areas of:

e Transplants

The goal of Blue Distinction is to help find specialty care while enabling and encouraging health care providers to
improve the overall quality and cost of care nationwide. Although this Plan may require thattreatment be received at
a Blue Distinction or Blue Distinction Plus Center to get the highest level of benefits, a covered person may still be
covered at a non-Blue Distinction Center, but the cost sharing will usually be higher.
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MEDICAL EXPENSE BENEFIT

This section describes the covered expenses of the Plan. All covered expenses are subject to applicable Plan
provisions including, but not limited to deductible, copay, coinsurance and maximum benefit provisions as shown
on the Schedule of Benefits, unless otherwise indicated. Any portion of an expense incurred by the covered person
for services, supplies or treatment that is greater than the customary and reasonable amount for nonpreferred
providers, exceptas described in the Nonpreferred Provider subsection, under the Preferred Provider or Nonpreferred
Providersection, or negotiated rate for preferred providers will not be considered a covered expense by the Plan.
Specified preventive care expenses will be considered to be covered expenses.

COPAY

The copay is the amount payable by the covered person for certain services, supplies or treatment as shown on the
Schedule of Benefits. The copay must be paid each time a treatment or service is rendered.

The copay will not be applied toward the calendar year deductible.
DEDUCTIBLES

The deductible is the dollar amount of covered expenses which each covered person or family must have incurred
duringeach benefit period before the Plan pays applicable benefits. The deductible amountis shown on the Schedule
of Benefits. If the out-of-network rate exceeds the recognized amount (or the lesser of the billed charges or the
qualifying payment amount for purposes of nonpreferred provider air ambulance services), the difference will not
be subject to additional cost sharing.

COINSURANCE

The Plan pays a specified percentage of covered expenses at the customary andreasonable amount for nonpreferred
providers exceptas described in the Nonpreferred Provider subsection, under the Preferred Provider or Nonpreferred
Providersection, or the percentage of covered expenses at the negotiated rate for preferred providers. That percentage
is specified on the Schedule of Benefits. For nonpreferredproviders, the covered person may be responsible for the
difference between the percentage the Plan paid and one hundred percent (100%) of the billed amount. See the
Nonpreferred Providersubsection formore details. The covered person's portion ofthe coinsuranceis applied to the
out-of-pocket expense limit.

OUT-OF-POCKET EXPENSE LIMIT

After the covered person has incurred an amount equal to the out-of-pocket expense limit listed on the Schedule of
Benefits for covered expenses, the Plan will begin to pay one hundred percent (100%) of covered expenses for the
remainder of the benefit period.

Out-of-Pocket Expense Limit Exclusions

The following items donotapply toward satisfaction of the benefit period out-of-pocketexpense limit and will not be
payable at one hundred percent (100%), even if the out-of-pocket expense limit has been satisfied:

1. Expenses forservices, supplies and treatments not covered by the Plan,to include charges in excess of the
customary and reasonable amount or negotiated rate, as applicable.

2. Expenses incurred as a result of failure to obtain pre-certification.
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MAXIMUM BENEFIT

The Schedule of Benefits contains a separate annual maximum benefitfor Essential Health Benefits. The Schedule
of Benefits may also contain separate maximum benefit limitations for specified conditions and/or services. Any
separate maximum benefit will include all such benefits paid by the Plan forthe covered person duringany andall
periods of coverage under the Plan. No more than the Essential Health Benefits/non-Essential Health Benefits
maximum benefit will be paid for any covered person while covered by the Plan.

Notwithstanding any provision of the Plan to the contrary, all benefits received by an individual under any benefit
option, package or coverage under the Plan shall be applied toward the applicable maximum benefitpaid by the Plan
for any one covered person for such option, package or coverage under the Plan, and also toward the maximum
benefit under any other options, packages or coverages under the Plan in which the individual may participate in the
future.

HOSPITAL/AMBULATORY SURGICAL FACILITY

Covered expenses shall include:

1. Room and board for treatment in a hospital, mcluding intensive care units, cardiac care units and simiar
medically necessary accommodations. Covered expenses for room and board shall be limited to the
hospital's semiprivaterate. Covered expenses forintensive care or cardiac care units shallbe the customary
and reasonable amount for nonpreferred providers except as described in the Nonpreferred Provider
subsection, under the Preferred Provider or Nonpreferred Provider section, and the percentage of the
negotiated rate for preferred providers. A full private roomrate is covered if the private room is necessary
for isolation purposes and is not for the convenience of the covered person.

2. Miscellaneous hospital services, supplies, and treatments including, but not limited to:
a. Admission fees, and other fees assessed by the hospital for rendering services, supplies and
treatments;
b. Use of operating, treatment or delivery rooms;
c. Anesthesia, anesthesia supplies and its administration by an employee of the hospital;
d. Medical and surgical dressings and supplies, casts and splints;
e. Blood transfusions, including the cost of whole blood, the administration of blood, blood processing

and blood derivatives (to the extent blood or blood derivatives are not donated or otherwise
replaced);

f. Drugs and medicines (except drugs not used or consumed in the hospital);
g X-ray and diagnostic laboratory procedures and services;
h. Oxygen and other gas therapy and the administration thereof;
i Therapy services.
3. Services, supplies and treatments described above furnished by an ambulatory surgical facility, including

follow-up care provided within seventy-two (72) hours of a procedure.

4. Charges for pre-admission testing (x-rays and labtests) performed within seven (7) days priorto a hospital
admission which are related to the condition which is necessitating the confinement. Such tests shall be
payable evenif theyresult in additional medical treatment prior to confinement or if they show that hospital
confinement isnotmedicallynecessary. Suchtests shallnot bepayable if the same testsare performed again
after the covered person has been admitted.
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AMBULANCE SERVICES

Ambulance services must be by a licensed air or ground ambulance.

Covered expenses shall include:

1.

Ambulance services for air or ground transportation for the covered person from the place of injury or serious
medical incident to the nearest hospital where treatment can be given.

Ambulance service is covered in a non-emergency situation only to transport the covered person to or from
a hospital orbetween hospitals for required treatment when such transportation is certified by the attending
physician as medically necessary. Such transportationis covered only from theinitial hospital to the nearest
hospital qualified to render the special treatment.

Emergencyservicesactually providedby anadvance life support unit, even though the unit does notprovide
transportation.

If the covered person is admitted to a nonpreferred hospital after treatment for an emergency medical
condition,ambulance service is covered to transport the covered person from the nonpreferred hospital to
a preferred hospital after the patient’s condition has been stabilized, provided such transport is certified by
the attending physician as medically necessary.

BENEFITS FOR TREATMENT OF ACQUIRED BRAIN INJURY

Benefits for covered expenses incurred for medically necessary treatment of an acquired brain injury will be
determined onthe same basis as treatment for any other physical condition. Covered expenses include the following
services as a result of and related to an acquired brain injury:

1.

Cognitive communication therapy - Services designed to address modalities of comprehension and
expression, including understanding, reading, writing, and verbal expression of information;

Cognitive rehabilitation therapy - Services designed to address therapeutic cognitive activities, based on an
assessment and understanding of the individual’s brain-behavioral deficits;

Community reintegration services - Services that facilitate the continuum of care as an affected individual
transitions into thecommunity, including outpatient day treatment or other post-acute care treatment;

Neurobehavioral testing - An evaluation of the history of neurological and psychiatric difficulty, current
symptoms, current mental status, and pre-morbid history, including the identification of problematic behavior
and the relationship between behavior and the variables that control behavior. This may include interviews
of'the individual, family, or others;

Neurobehavioral treatment - Interventions that focus on behavior and the variables that control behavior;

Neurocognitive rehabilitation - Services designed to assist cognitively impaired individuals to compensate
for deficits in cognitive functioning by rebuilding cognitive skills and/or developing compensatory strategies
and techniques;

Neurocognitive therapy - Services designed to address neurological deficits in informational processing and
to facilitate the development of higher-level cognitive abilities;

Neurofeedback therapy - Services that utilizes operant conditioning learning procedure based on
electroencephalography (EEG) parameters, and which are designed to resultin improved mental performance
and behavior, and stabilized mood;
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9. Neurophysiological testing - An evaluation of the functions of the nervous system;
10. Neurophysiological treatment - Interventions that focus on the functions of the nervous system;
11. Neuropsychological testing - The administering of a comprehensive battery of tests to evaluate

neurocognitive, behavioral, and emotional strengths and weaknesses and their relationship to normal and
abnormal central nervous system functioning;

12. Neuropsychological treatment - Interventions designed to improve or minimize deficits in behavioral and
cognitive processes;

13. Post-acutetransition services - Services that facilitate the continuum of care beyond the initial neurological
insult through rehabilitation and community reintegration, including outpatient day treatment or other post-
acute care treatment. This shallinclude coverage forreasonable expenses related to periodic reevaluation of

the care of an individual covered under this Plan who:

a has incurred an acquired brain injury;
b. has been unresponsive to treatment; and
c. becomes responsive to treatment at a later date.
14. Psychophysiological testing - An evaluation ofthe interrelationships between the nervous system and other

bodily organs and behavior;

15. Psychophysiological treatment - Interventions designed to alleviate or decrease abnormal physiological
responses of the nervous system due to behavioral or emotional factors;

16. Remediation - The process(es) of restoring or improving a specific function.

17. Service means the work of testing, treatment, and providing therapiesto anindividual withan acquired brain
injury.

18. Therapy means the scheduled remedial treatment provided through direct interaction with the individual to
improve a pathological condition resulting from an acquired brain injury.

19. Treatment for an acquired brain injury may be provided at a hospital, an acute or post-acute rehabilitation
hospital, a skilled nursing facility or any other facility at which appropriate services or therapies may be
provided.

Benefits for acquired brain injury willnot be subject to any visit limit indicated on your Medical Schedule of Benefits.

EMERGENCY SERVICES/EMERGENCY ROOM SERVICES

Covered expenses for emergency services in the emergency department of a hospital shallbe paid in accordance with
the Schedule of Benefits. Emergency services by a nonpreferred provider shall be paid as specified in the section,
Preferred Provider or Nonpreferred Provider, under the subsection, Nonpreferred Provider.

Emergency room treatment for conditions that do not meet the definition of emergency medical condition will be
considered non-emergency use of the emergency room and will be subject to the tems as shown on the Schedule of

Benefits.

The emergency room copay shall be waived if the patient is admitted directly into the hospital.

URGENT CARE CENTER

Covered expenses shallinclude charges for treatment in an urgent care center, payable as specified on the Schedule
of Benefits.
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PHYSICIAN SERVICES AND PROFESSIONAL PROVIDER SERVICES

Covered expenses shallinclude the following services when performed by a physician or a professional provider:

1.

Medical treatment, services and supplies including, but not limited to office visits, inpatient visits, retail
clinic visits and home visits.

Surgical treatment. Separate payment will not be made for inpatient pre-operative or post-operative care
normally provided by a surgeon as part of the surgical procedure.

For related operations or procedures performed through the same incision or in the same operative field,
covered expenses shall include the surgical allowance for the highest paying procedure, plus fifty percent
(50%) of the surgical allowance for each additional procedure.

When two (2) or more unrelated operations or procedures are performed at the same operative session,
covered expenses shall include the surgical allowance for each procedure.

Surgicalassistance provided by a physician or professional provider if it is determined that the condition of
the covered person or the type of surgical procedure requires such assistance. Covered expenses for the
services of an assistant surgeon are limited to twenty percent (20%) of the surgical allowance.

Fumnishing or administering anesthetics, other than local infiltration anesthesia, by other than the surgeon or
his assistant. However, benefits will be provided for anesthesia services administered by oral and

maxillofacial surgeons when such services are rendered in the surgeon's office.

Consultations requested by the attending physician during a hospital confinement. Consultations do not
include staff consultations that are required by a hospital’s rules and regulations.

Radiologist or pathologist services for interpretation of x-rays and laboratory tests necessary for diagnosis
and treatment.

Radiologist or pathologist services for diagnosis or treatment, including radiation therapy and chemotherapy.

Allergy testing consisting of percutaneous, intracutaneous and patch tests and allergy injections.

DIAGNOSTIC SERVICES AND SUPPLIES

Covered expenses shall include services and supplies for diagnostic labomatory tests, electronic tests, pathology,
ultrasound, nuclear medicine, magnetic imaging and x-rays.

TRANSPLANT

Services, supplies and treatments in connection with human-to-human organ andtissue transplant procedures will be
considered covered expenses subject to the following conditions:

1.

When the recipient is covered underthe Plan,the Plan will pay the recipient's covered expenses related to
the transplant.

When the donor is covered under the Plan, the Plan will pay the donor's covered expenses related to the

transplant, provided the recipient is also coveredunderthe Plan. Covered expenses incurredby eachperson
will be considered separately for each person.
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3. Expenses incurred by the donor who is not ordinarily covered under the Plan according to eligibility
requirements will be covered expenses to the extent that such expenses are not payable by any other form of
health coverage, including any government plan or individual policy of health coverage, and provided the
recipient is covered under the Plan. The donor’s expenses shall be applied to the recipient's maxinum
benefit. In no event will benefits be payable in excess of the maximum benefit.

4. Surgical, storage and transportation costs directly related to procurement of an organ or tissue used in a
transplant procedure will be covered for each procedure completed. If an organ ortissue is sold rather than
donated, the purchase price of such organ or tissue shallnot be considered a covered expense under the Plan.

5. Transportation, lodging (up to $50 pernightper person or $ 100 per night for two (2) persons), for the covered
recipient and one (1) other personto accompany the recipientto and from a facilityand forlodging atornear
the facility where the recipient is confined, up to any non-Essential Health Benefits maximum benefit
specified on the Schedule of Benefits.

If a covered person's transplant procedure is not performed as scheduled due to the intended recipient's medical
condition or death, benefits will be paid for organ or tissue procurement as described above.

Centers of Medical Excellence (CME) and Blue Distinction Centers for Transplants (BDCT)

In addition to the above transplantbenefits, the covered person may beeligible to participate in a Centers of Medical
Excellence (CME) and Blue Distinction Centers for Transplants (BDCT). Covered persons should contact the Health
Care Management Organization to discuss this benefit by calling 1-800-480-6658.

A Centers of Medical Excellence (CME) and Blue Distinction Centers for Transplants (BDCT) are facilities within a
Centers of Excellence Network that has been chosen for its proficiency in performing one or more transplant
procedures. Usually located throughout the United States, the Centers of Medical Excellence (CME) and Blue
Distinction Centers for Transplants (BDCT) facilities have greater transplant volumes and surgical team experience
than other similar facilities.

ACCESSIBILITY TRAVEL SERVICES

Covered Person will be reimbursed for tra vel expenses for transportation and lodging that the Covered Personincurs
for travel that is necessary to obtain any covered medical or behavioral health service rendered by an in -network
provider if there is no in-network provider able to perform that service located within 100 miles of the Covered
Person’s home address. Coverage is available for the Covered Person and up to one companion, or, if the Covered
Personis underage 18,up to 2 companions. Reimbursement forlodgingis limited to $50 pernight forthe Covered
Person and an additional $50 per night for each permitted companion (up to $ 100 per night). Reimbursement requires
sufficientsupporting documentation. Meals are notreimbursable. Reimbursement is subjectto theservice, travel, and
reimbursement being in accordance with all applicable laws or regulations.

PREGNANCY

Covered expenses shall include services, supplies and treatmentrelated to pregnancy or complications of pregnancy
fora covered pregnantemployee,a covered pregnant spouse of a covered employee, and dependent pregnant children.

The Plan shall cover services, supplies and treatments for abortions (where legal); and where the life of the mother

would be endangered if the fetus were carried to term or where medical complications have arisen from anabortion
pursuant to the Pregnancy Discrimination Act if applicable.
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BIRTHING CENTER

Covered expenses shallinclude services, supplies and treatments rendered ata birthing center provided the physician
in charge is acting within the scope of the physician's license and the birthing center meets all legal requirements.
Services of a midwife acting within the scope of themidwife's license orregistration are a covered expense provided
that the state in which such service is performed has legally recognized midwife delivery.

STERILIZATION

Covered expenses shall include elective surgical sterilization procedures for the covered male employee or covered
male spouse. Reversal of surgical sterilization is not a covered expense. Covered expenses for elective surgical
sterilization procedures for women shall be considered under the subsection, Women's Preventive Services.

Covered expenses shall include surgical implant and removal or replacement of FDA approved implantable
contraceptive devices and similar devices.

INFERTILITY SERVICES

Covered expenses shall include expenses for infertility testing for employees and their covered spouse.

Covered expenses for infertility testing are limited to the actual testing for a diagnosis of infertility. Any outside
intervention procedures (e.g., artificial insemination) will not be considered a covered expense.

CONTRACEPTIVES

Covered expenses shall include charges for medical procedures or supplies related to contraception, including
screening, education, counseling, oral contraceptives, contraceptive devices, contraceptive injections and the surgical
implantation and removal of contraceptive devices. FDA approved contraceptive methods shall be considered under
the subsection, Women s Preventive Services.

Charges for other contraceptives that require a prescription and are dispensed by the pharmacy benefit manager.

WELL NEWBORN CARE

The Plan coverwell newborn care while the motheris confined for delivery, not to exceed days. Covered expenses
forservices, supplies or treatment of the newborn child shallbe considered charges of the child and as such, subject
to a separate deductible and coinsurance from the mother.

Such care shall include, but is not limited to:

1. Physician services
2. Hospital services
3. Circumcision
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ROUTINE PREVENTIVE CARE/WELLNESS BENEFITS

Routine Preventive Care/Wellness Benefits shall include:

Evidence-based supplies or services thathave in effecta ratingof A or B in the current recommendations of
the United States Preventive Services Task Force (USPSTF).

Annual routine mammograms.

Colonoscopies and follow-up colonoscopies conducted after a positive non-invasive stool-based screening
test or direct visualization screening test, including pre-procedure consultation, bowel preparation kits and
pathology exam for adults.

Routine immunizations, as recommended by the Advisory Committee on Immunization Practices of the
Centers of Disease Control and Prevention for infants and children through age six (6); children and
adolescents age seven (7) through eighteen (18) years and adults age nineteen (19) years and older.

Evidence-informed Routine Preventive Care and screenings as provided by the Health Resources Services
Administration for infants, children, adolescents and adult women, unless included in the USPSTF
recommendations.

Screening fortobaccouseandtwo (2) tobacco cessation attempts per year and tobacco cessation medications
for a ninety (90) day treatment regimen when prescribed by a physician.

The Plan will apply reasonable medical management techniques to determine the appropriate frequency, method,
treatment, or setting for a preventive item or service to the extent that such techniques are not specified in the
recommendations or guidelines.

WOMEN’S PREVENTIVE SERVICES

Covered expenses shall include preventive services recommended in guidelines issued by the U.S. Department of
Health and Human Services’ Health Resources and Services Administration including but not limited to:

1.

Annual well-woman office visits to obtain preventive care and pregnancy, prenatal, postpartum and
interpregnancy office visits;

Screening for gestational diabetes in a pregnant woman and after pregnancy;

Cervical cancer screening recommended in guidelines issued by the U.S. Departmentof Health and Human
Services’ Health Resources and Services Administration;

Annual counseling for sexually transmitted infections for a sexually active woman;
Counseling and screening for human immune deficiency virus infection;

FDA approved contraceptive methods, sterilization procedures and patient education, screening, and
counseling for a woman with reproductive capacity;

Breastfeeding support, supplies and counseling, to include the cost of rental or purchase, whichever is less
costly, of breastfeeding equipment;
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8. Annual screening and counseling for interpersonal and domestic violence;
9. Screening for anxiety;
10. Annual screening for urinary incontinence;
11. Counseling for obesity prevention in midlife women; and
12. Genetic counseling for women identified to be at higherrisk of havinga potentially harmful gene mutation,

and, if indicated, BRCA testing for harmful BRCA mutations.
The Plan will apply reasonable medical management techniques to determine the appropriate frequency, method,

treatment, or setting for a preventive item or service to the extent that such techniques are not specified in the
recommendations or guidelines.

ROUTINE PROSTATE EXAMINATIONS

Covered expenses shall include one (1) routine prostate examination per calendar year, for men.

THERAPY SERVICES

Therapy services must be ordered by a physician to aid restoration ofnormal function lost due to illness orinjury or
for congenital anomaly.

Covered expenses shall include:

1. Services of a professional provider for physical therapy, occupational therapy, speech therapy or respiratory
therapy.

2. Radiation therapy and chemotherapy.

3. Dialysis therapy or treatment.

4. Infusion therapy.

HABILITATIVE SERVICES

Covered expenses shall include medically necessary habilitative services to help a covered person keep, leam or
improve skills and functioning for daily living. Examples of habilitative services include therapy for a dependent
child who is not walking or talking at the expected age. Services may include physical, occupational and speech
therapy.

SKILLED NURSING FACILITY

Skilled nursing facility services, supplies and treatments shallbe a covered expense provided the coveredperson s
under a physician's continuous care and the physician certifies that the covered person must have twenty-four (24)
hours-per-day nursing care.
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Covered expenses shall include:

1. Room and board (includingregular daily services, supplies and treatments furnished by the skilled nursing
Sacility) limited to the facility's average semiprivate room rate; and

2. Otherservices, supplies and treatment ordered by a physician and furnished by the skilled nursing facility
for inpatient medical care.

Skilled nursing facility benefits are subject to the Essential Health Benefits maximum benefit specified on the
Schedule of Benefits.

HOME HEALTH CARE

Home health care enables the covered person to receive treatment in the covered person's home for an illness or
injury instead ofbeing confined in a hospital or skilled nursing facility. Covered expenses shall include the following
services and supplies provided by a home health care agency:

1. Part-time or intermittent nursing care by a nurse;
2. Physical, respiratory, occupational or speech therapy;
3. Part-time or intermittent home health aide services fora covered person who is receiving covered nursing

or therapy services;
4. Medical social service consultations;

5. Nutritional guidance by a registered dietitian and nutritional supplements such as diet substitutes
administered intravenously or through hyperalimentation as determined to be medically necessary.

A visit by a member of a home health care team and four (4) hours of home health aide service will each be
considered one (1) home health care visit.

No home health care benefits will be provided for dietitian services (except as may be specifically provided herein),
homemaker services, maintenance therapy, dialysis treatment, food or home delivered meals, rental or purchase of
durable medical equipment or prescription or non-prescription drugs or biologicals.

HOSPICE CARE

Hospice careis a health care program providing a coordinated set of servicesrendered at home, in outpatient settings,
or in facility settings for a covered person suffering from a condition that has a terminal prognosis.

Hospice care will be covered only if the covered person's attending physician certifies that:
1. The covered person is terminally ill, and
2. The covered person has a life expectancy of six (6) months or less.

Covered expenses shall include:

1. Confinement in a hospice to include ancillary charges and room and board.
2. Services, supplies and treatment provided by a hospice to a covered person in a home setting.
3. Physician services and/or nursing care by a nurse.

51



Docusign Envelope ID: 955B97A0-F7E7-4DOF-B53C-4F8673EDC4A9

@ BlueCross BlueShield

of lllinois

4. Physical therapy, occupational therapy, speech therapy or respiratory therapy.

5. Nutrition services to include nutritional advice by a registered dietitian, and nutritional supplements such as
diet substitutes administered intravenously or through hyperalimentation as determined to be medically
necessary.

6. Counseling services provided through the hospice.

7. Respite care by an aide who is employed by the hospice for up to four (4) hours per day. (Respite care

provides care of the coveredperson to allow temporary relief to family members or friends from the duties
of caring for the covered person).

Charges incurred during periods of remission are noteligible under this provision of the Plan. Any covered expense
paid under hospice benefits will not be considered a covered expense under any other provision of the Plan.

DURABLE MEDICAL EQUIPMENT

Rental or purchase, whichever is less costly (except as noted below for oxygen concentrators), of medically necessary
durable medical equipment which is prescribed by a qualified prescriber and required for therapeutic use by the
covered person shall be a covered expense.

A charge forthe purchase orrental of durable medical equipment is considered incurred on the date the equipment
is received/delivered. Durable medical equipment that is received/delivered a fter the termination date ofa covered
person’s coverage under the Plan is not covered. Repair or replacement of purchased durable medical equipment
which is medically necessary dueto normal use or a physiological change in the patient's condition will be considered
a covered expense.

Equipment containing features of an aesthetic nature or features of a medical nature which are not required by the
covered person’'s condition, or where there exists a reasonably feasible and medically appropriatealternative piece of
equipment, which is less costly than the equipment furnished, will be covered based on the usual charge for the
equipment which meets the covered person's medical needs.

Ongoingrentalcharges for oxygen concentrators shallbe a covered expense, provided the equipment is determmed
to be medically necessary for the treatment of chronic conditions or upon diagnosis of severe lung disease or other
hypoxia related symptoms or findings.

Covered expenses for the rental of breastfeeding equipment shall be considered under the subsection, Women's
Preventive Services.

PROSTHESES

The initial purchase ofa prosthesis (other than dental) provided for functional reasons whenreplacingallorpart of a
missingbody part (including contiguous tissue) or to replace all or part of the function of a permanently inoperative
or malfunctioning body organ shall be a covered expense. A charge for the purchase of a prosthesis is considered
incurred on the date the prosthesis is received/delivered. A prosthesis that is received/delivered after the termination
date of a covered person’s coverage under the Plan is not covered. Repair or replacement of a prosthesis which i
medicallynecessary duetonormaluseora physiological changein thepatient's condition willbe considered a covered
expense.

52



Docusign Envelope ID: 955B97A0-F7E7-4DOF-B53C-4F8673EDC4A9

o BlueCross BlueShield
@ of lllinois

ORTHOTICS

Orthotic devices and appliances (a rigid or semi-rigid supportive device, including custom/molded foot orthotics,
which restricts or eliminates motion for a weak or diseased body part), including initial purchase, fitting and repair
shallbe a covered expense. Orthopedic shoes or corrective shoes, unless they are anintegral part of a legbrace, and
other supportive devices for the feet shallnot be covered.

DENTAL SERVICES

Covered expenses shallincluderepair of sound natural teeth or surrounding tissue provided it is the result of an injury.
Treatmentmust begin within ninety (90) days of the date of such injury and be completed within twelve (12) months
of'the injury. Damage totheteeth as a result of chewing orbiting shallnot be considered an injury under this benefit.

Surgical removal of bone or soft tissue impacted wisdom teeth shall also be considered a covered expense.

Covered expenses shall include charges for oral surgery such as the excision of partially or completely unerpted
impacted teeth, excision of the entire tooth, closed or openreduction of fractures or dislocations of the jaw, and other
incision or excision procedures performed on the gums and tissues of the mouth when not performed in conjunction
with the extraction of teeth.

Facility charges for oral surgery or dental treatment thatordinarily could be performed in the provider’s office will
be covered only if the covered person has a concurrent hazardous medical condition that prohibits performing the
treatment safely in an office setting.

TEMPOROMANDIBULAR JOINT DYSFUNCTION

Surgical treatment of temporomandibular joint dysfunction (TMJ) or myofascial pain syndrome shall be a covered
expense but shall not include orthodontia or prosthetic devices prescribed by a qualified prescriber.

SPECIAL EQUIPMENT AND SUPPLIES

Covered expenses shall include medically necessary special equipment and supplies including, but not limited to:
casts; splints; braces; trusses; surgical and orthopedic appliances; colostomy and ileostomy bags and supplies required
fortheiruse; catheters; syringes and needles for diabetes; other diabetic supplies, including test strips and blood sugar
measurement devices; allergy serums; crutches; electronic pacemakers; oxygen and the administration thereof; the
initial pairof eyeglasses or contact lenses due to cataract surgery; soft lenses orsclera shells intended foruse in the
treatmentofillness orinjury of theeye, support stockings, anda wig or hairpiece whenrequired due to chemotherapy,
surgery orburns. The initial purchase of a prescription hearingaid if hearing loss is the result of an accidental injury
ora surgical procedure; surgical dressings and other medical supplies ordered by a professional provider in connection
with medical treatment, but not common first aid supplies.

COSMETIC/RECONSTRUCTIVE SURGERY

Cosmetic surgery or reconstructive surgery shall be a covered expense provided:
1. A covered personreceives an injury as a result of an accidentand as a result requires surgery. Cosmetic or
reconstructive surgery and treatmentmust be forthe purpose ofrestoring the covered person to his nommal

function immediately prior to the accident.

2. It is required to correct a congenital anomaly, for example, a birth defect.
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GENDER DYSPHORIA

Covered expenses shall include treatment provided by a professional provider for gender dysphoria, a disorder
characterized by the specific diagnostic criteria classified in the current edition of the Diagnostic and Statistical
Manual of Mental Disorders published by the American Psychiatric Association. Treatment includes medically
necessary psychotherapy, hormone therapy, prescription drugs and surgery (including physical therapy required to
recover from a covered surgery). The following procedures or services to create and maintain gender specific
characteristicsas part ofthe overall desired gender reassignment services treatment plan may be considered medically
necessary for the treatment of gender dysphoria ONLY:

1. Abdominoplasty;

2. Blepharoplasty;

3. Breast enlargement, including augmentation mammoplasty and breast implants;

4. Body contouring such as lipoplasty or liposuction;

5. Brow lift;

6. Calf implants;

7. Cheek, chin, nose implants;

8. Electrolysis (including when required prior to penile inversion vaginoplasty or radial forearm free flap

phalloplasty to prevent postoperative complications);
9. Injection of fillers or neurotoxins;
10. Face lift, forehead lift or neck tightening;
11. Facial bone remodeling;

12. Hair removal (laser hair removal is covered when required prior to penile inversion vaginoplasty or radial
forearm free flap phalloplasty to prevent postoperative complications);

13. Hair transplantation;

14. Jaw reduction or jaw contouring;

15. Laryngoplasty;

16. Lip augmentation;

17. Lip reduction;

18. Mastopexy;

19. Pectoral implants for chest masculinization;
20. Removal of redundant skin;

21. Rhinoplasty;

22. Skin resurfacing;

23. Thyroid cartilage reduction;
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24. Voice modification surgery;

25. Voice lessons and voice therapy.

MASTECTOMY (WOMEN'S HEALTH AND CANCER RIGHTS ACT OF
1998)

The Plan intends to comply with the provisions of the federal law known as the Women's Health and Cancer Rights
Act of 1998.

Covered expenses will include eligible charges related to medically necessary mastectomy.

For a covered person who elects breast reconstruction in connection with such mastectomy, covered expenses wil

include:

1. reconstruction ofa surgically removed breast, including nipple and areola reconstruction and repigmentation;
and

2. surgery and reconstruction of the other breast to produce a symmetrical appearance.

An external breast prosthesis shall be covered once every three (3) calendar years, unless recommended more
frequently by a physician. The first permanent internal breast prosthesis necessary because of a mastectomy shall also
be a covered expense. Prostheses (and medically necessary replacements) and physical complications from all stages
of mastectomy, including lymphedemas will also be considered covered expenses following all medically necessary
mastectomies.

MENTAL HEALTH DISORDERS

The Plan will pay for medically necessary covered expenses for inpatient and outpatient treatment, services or
supplies for the treatment of mental health disorders.

Covered expenses shall include:

1. Inpatient hospital confinement;

2. Individual psychotherapy;

3. Group psychotherapy;

4. Psychological testing;

5. Electro-Convulsivetherapy (electroshock treatment) or convulsive drug therapy, including anesthesia when

administered concurrently with the treatment by the same professional provider.

SUBSTANCE USE DISORDER

The Plan will pay for medically necessary covered expenses for the inpatient and outpatient treatment of substance
use disorder in a hospital or treatment center by a physician or professional provider.
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AUTISM SPECTRUM DISORDERS

Covered expenses shall include services, supplies and treatment for autism spectrum disorders perfommed by a
Pphysician or a professional provider that are focused on behavioral intervention, such as Applied Behavioral Analysis
(ABA) evaluation and therapy and behavioral services that are focused on primary building skills and capabilities in
communication, social interaction and learning.

ROUTINE PATIENT COSTS FOR APPROVED CLINICAL TRIALS

Covered expenses shallinclude charges for “routine patient costs” incurred by a “qualified individual” participating
in an approved clinical trial. “Routine patient costs” do not include:

1. An investigational item, device or service;

2. An item or service provided solely to satisfy data collection and analysis needs, which are not used in the
direct clinical management of the patient; or,

3. A service that is clearly inconsistent with widely accepted and established standards of care fora particular
diagnosis.

“Life-threatening disease or condition” means any disease or condition from which the likelihood of death is probable
unless the course of the disease or condition is interrupted.

“Qualified Individual” means a covered person who is eligible to participate in an approved clinical trial according
to the trial protocol with respectto thetreatment of cancer or another “life-threatening disease or condition and either;

1. The referring health care professional has concluded that the covered person’s participation in such trial
would be appropriate; or,

2. The covered person provides medical and scientific information establishing that the covered person’s
participation in such trial would be appropriate.

“Routine patient costs” include all items and services consistent with the coverage provided by the Plan that is
typically covered for a covered person who is not enrolled in a clinical trial.

PODIATRY SERVICES

Covered expenses shallinclude surgical podiatry services, including incision and drainage of infected tissues of the
foot, removal of lesions of the foot, removal or debridement of infected toenails, surgical removal of nail root, and
treatment of fractures or dislocations of bones of the foot.

HEARING BENEFIT

Services of a licensed audiologist to determine and measure hearing loss are a covered expense. Prescription heanng
aids are a covered expense.

CHIROPRACTIC CARE

Covered expenses include initial consultation, x-rays and treatment.
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PATIENT EDUCATION

Covered expenses shall include medically necessary patienteducation programs including, but not limited to diabetic
education, lactation training and ostomy care. Covered expenses for patient education for contraception or lactation
training shall be considered under the subsection, Women's Preventive Services.

SURCHARGES

Any surcharge orassessment (by whatever name called) on covered expenses, required by state or federal law to be
paid by the Plan for services, supplies and/or treatments rendered by a health care provider shallbe a covered expense
subject to the covered person’s obligations under the Plan.

OUTPATIENT CARDIAC/ PULMONARY REHABILITATION PROGRAMS

Covered expenses shallinclude charges for qualified medically necessary outpatient cardiac/pulmonary rehabilitation
programs.

SLEEP DISORDERS

Covered expenses shall include charges for sleep studies and treatment of sleep apnea and other sleep disorders,
including charges for sleep apnea monitors.

ROUTINE VISION

Covered expenses shall include charges for routine vision examinations and eye refractions.

TELEMEDICINE SERVICES

Covered expenses shallinclude telemedicine services for medically necessarytreatment ofnon-emergency medical
conditions.
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PLAN EXCLUSIONS

The Plan will not provide benefits for any of the items listed in this section, regardless of medical necessity or
recommendation of a physician or professional provider.

1.

2.

10.

1.

12.

13.

14.

Charges for services, supplies or treatment for the reversal of surgical sterilization procedures.

Charges for services, supplies or treatment related to infertility and artificial reproductive procedures,
including, but not limited to: artificial insemination, invitro fertilization, surrogate mother (unless the
surrogate is a covered person, in which case expensesunder subsection Woman's Preventive Services and/or
Pregnancy, willbe covered in accordance with this Plan’s provisions), fertility drugs when used for treatment
of infertility, embryo implantation, or gamete intrafallopian transfer (GIFT).

Charges for treatment or surgery for sexual dysfunction or inadequacies.

Charges for hospital admission on Friday, Saturday or Sunday unless the admission is due to an emergency
medical condition, or surgery is scheduled within twenty-four (24) hours. [fneither situation applies, hospital
expenses will be payable commencing on the date of actual surgery.

Charges for inpatient room and board in connection with a hospital confinement primarily for diagnostic
tests, unless it is determined by the Plan that inpatient care is medically necessary.

Except as specified herein, charges for services, supplies or treatments which are primarily educational in
nature, charges for services for educational or vocational testing or training and work hardening progams
regardless of diagnosis or symptoms; charges for training or other forms of education.

Charges for marriage, career or legal counseling.
Charges for biofeedback therapy (except for an Acquired Brain Injury diagnosis).

Except as specifically stated in Medical Expense Benefit, Dental Services,charges for orin connection with
treatment of injury or disease of the teeth; oral surgery; treatment of gums or structures directly supporting
or attached to the teeth; removal or replacement of teeth; or dental implants.

Charges for vision therapy (orthoptics); eyeglasses or contact lenses, except as specified herein; dispensing
optician's services.

Charges forany eye surgery solely for the purpose of correcting refractive defects of the eye, such as near-
sightedness (myopia) and astigmatism including radial keratotomy by whatever name called; contactlenses
and eyeglasses required as a result of such surgery.

Except as medically necessary for the treatment of metabolic or peripheral-vascular illness, charges for
routine, palliative or cosmetic foot care, including, but not limited to treatment of weak, unstable, flat,
strained or unbalanced feet; subluxations of the foot; treatment of corns or calluses; non-surgical care of
toenails.

Charges for services, supplies or treatment which constitute personal comfort or beautification items, whether
ornot recommended by a physician, such as: television, telephone, air conditioners, air purifiers, humidifiers,
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electric heating units, orthopedic mattresses, blood pressure instruments, scales, elastic bandages, non-
hospital adjustable beds, exercise equipment.

Charges for nonprescription drugs, such as vitamins, cosmetic dietary aids, and nutritional supplements.
except as provided in, Routine Preventive Care/Wellness Benefits in accordance with United States
Preventive Services Task Force (USPSTF) recommendations and except as provided in Medical Expense
Benefit, Prescription Drugs.

Any prescriptionrefilled in excess of thenumber specified by the physician, or any refill dispensed after one
(1) year from the physician's original order. Dispensing limitation: the amount normally prescribed by a
Physician.

Charges for outpatient prescription drugs, except as specifically indicated in Medical Expense Benefit.

Charges for prescription drugs that are covered under the pharmacy benefit manager for the Prescription
Drug deductible or copay applicable thereto. Ouepatient prescription drugs are paid under the phharmacy
benefit manager and under no other provision of the Plan.

Charges for orthopedic shoes (except when they are an integral part of a leg brace, and the cost is included
in the orthotist's charge) and shoe inserts.

Expenses fora cosmetic surgery or procedureand all related services, exceptasspecifically stated in Medical
Expense Benefit, Cosmetic/Reconstructive Surgery.

Charges incurred as a result of, or in connection with, any procedure or treatment excluded by the Plan
which has resulted in medical complications, except for complications from a non-covered abortion as
specified herein.

Charges forservices, supplies or treatment primarily for weight reduction or treatment of obesity, including,
butnot limited to exercise programs or use of exercise equipment; special diets or diet supplements; a ppetite
suppressants; Nutri/System, Weight Watchers or similar programs; and hospital confinements for weight
reduction programs, except as specifically provided herein or as required by the United States Preventive
Services Task Force (USPSTF) A & B recommendations.

Charges for surgical weight reduction procedures and all related charges, even if resulting from morbid
obesity.

Charges forservices, supplies and treatment for smoking cessation programs, orrelated to the treatment of
nicotine addiction, including smoking deterrent patches, except as required by the United States Preventive
Services Task Force (USPSTF) A & B recommendations.

Charges for employmentphysical, sports physicals, preschool or school examinations, or any related charges,
such as premarital lab work, and other care not associated with treatment or dia gnosis of an illness or injury,
except as specified herein.

Charges related to acupuncture treatment.

Charges for non-surgical temporomandibular joint dysfunction (TMJ) procedures.

Charges for methods of treatment to alter vertical dimension.

Charges for custodial care, domiciliary care or rest cures.
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Charges fortravel oraccommodations, whether ornot recommended by a physician, except as specifically
provided herein.

Charges for wigs, artificial hairpieces, artificial hair transplants, or any drug - prescription or otherwise -used
to eliminate baldness or stimulate hair growth, except as specified herein.

Charges for expenses related to hypnosis.

Charges fortheexpenses of thedonor of anorgan ortissue for transplant to a recipient whoisnota covered
person under the Plan.

Charges for professional services billed by a professionalprovider whois an employee ofa hospital or any
other facility and who is paid by the hospital or other facility for the service provided.

Charges for environmental change including hospital or physician charges connected with prescribing an
environmental change.

Charges for room and board in a facility for days on which the covered person is permitted to leave (a
weekend pass, for example).

Charges for chelation therapy, except as treatment of heavy metal poisoning.
Charges for massage therapy, diversional therapy or recreational therapy.

Charges for procurementand storage of one's own blood, unless incurred within three (3) months priorto a
scheduled surgery.

Charges for holistic medicines or providers of naturopathy.

Charges for or related to the following types of treatment:
a. megavitamin therapy;
b. visual perceptual training.

Charges for structural changes to a house or vehicle.
Charges for exercise programs for treatment of any condition, except as specified herein.
Charges for immunizations required for travel.

Charges for drugs, devices, supplies, treatments, procedures or services that are considered
experimental/investigational by the Plan. The Plan will consider a drug, device, supply, treatment,
procedure or service to be “experimental” or “investigational”:

a. if, in the case of a drug, device or supply, the drug, device or supply cannot be lawfully marketed
without approval of the U.S. Food and Drug Administration and approval for marketing has not
been given at the time the drug, device or supply is furnished; or

b. if the drug, device, supply, treatment, procedure or service, or the patient’s informed consent
document utilized with respect to the drug, device, supply, treatment, procedure or service was
reviewed and approved by the treating facility’s institutional review board or otherbody serving a
similar function, or if federal law requires such review or approval; or
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c. if the plan sponsor (orits designee) determines in its sole discretion that the drug, device, supply,
treatment, procedure or service is the subject of on-going Phase I or Phase I clinical trials; is the
research, experimental study or investigational arm of on-going Phase III clinical trials, or is
otherwise under study to determine maximum tolerated dose, toxicity, safety or efficacy; or

d. if the plan sponsor (or its designee) determines in its sole discretion based on documentation in one
of the standard reference compendia or in substantially accepted peer-reviewed medical literature
that the prevailing opinion among experts regarding the drug, device, supply, treatment, procedure
or service is that further studies or clinicaltrials are necessary to determine its maximum tolerated
dose, toxicity, safety or efficacy.

Charges for any services, supplies or treatment not specifically provided herein.
Charges for private duty nursing.

Charges for services, supplies or treatment from any hospital owned or operated by the United States
government or any agency thereof or any government outside the United States, or charges for services,
treatment or supplies furnished by the United States government or any agency thereof or any govemment
outside the United States, unless payment is legally required.

Charges foraninjurysustained or illness contracted while on active-duty in military service unless payment
is legally required.

Charges forservices, treatment or supplies for treatment of illness or injury which is caused by or attributed
to by warorany actof war, participation in a riot, civil disobedience or insurrection. "War" means declared
orundeclared war, whether civil or international, or any substantial armed conflict between organized forces
of a military nature.

Charges in connection with any illness orinjury arising out of or in the course of any employment intended
for wage or profit, including self-employment.

Charges made for services, supplies and treatment which are not medically necessary for the treatment of
illness or injury, or which are not recommended and approved by the attending physician, except as
specifically stated herein, or to the extent that the charges exceed customary and reasonable amount,
qualifying payment amount (subject to the out-of-network rate) or the negotiated rate, as applicable.

Charges in connection with any illness or injury of the covered person resulting from or occurring duting
commission or attempted commission of a criminal battery or felony by the covered person if the covered
person is charged with such crime. This exclusion will not apply to an illness and/or injury sustained dueto
a medical condition (physical or mental) or domestic violence.

To the extentthatpayment under the Plan is prohibited by any law of any jurisdiction in which the covered
person resides at the time the expense is incurred.

Charges for services rendered and/or supplies received prior to the effective date or a fier the termination date
of a person's coverage, except as specifically provided herein.

Any services, supplies or treatment for which the coveredperson is not legally required to pay; or for which
no charge would usually be made; or for which such charge, if made, would not usually be collected if no
coverage existed; orto the extent the charge for the care exceeds the charge that would have been made and
collected if no coverage existed.
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Charges for services, supplies or treatment that are considered experimental/investigational, except as
specified herein.

Charges incurred outside the United States if the covered person traveled to such a location for the soke
purpose of obtaining services, supplies or treatment.

Charges forservices, supplies or treatmentrendered by any individual who isa close relative ofthe covered
person or who resides in the same household as the covered person or if the covered person provides
treatment for themselves.

Charges for services, supplies or treatment rendered by physicians or professional providers beyond the
scope of their license; for any treatment, confinement or service which is not recommended by or performed
by an appropriate professional provider.

Charges forillnesses or injuries suffered by a coveredperson dueto the action or inaction ofany party if the
covered person fails to provide information as specified in the section, Subrogation/Reimbursement.

Claims not submitted within the Plan’s filing limit deadlines as specified in the section, Claim Filing
Procedure.

Charges for completion of claim forms and charges associated with missed appointments.

This Plan will not pay forany charge which has beenrefused by anotherplancoveringthe coveredperson
asa penalty assessed due to non-compliance with that plan's rules and regulations, if shown on the primary
carrier's explanation of benefits.

Benefits which are payable under any separate plan sponsored by the employer, whether self-insured of fully-
insured, shallnot be payable as a benefit under this Plan andshallnot be eligible under the Coordination of
Benefits section.

Charges forservices, supplies, care or treatmentto a coveredperson foraninjurywhich occurred as a result
of'that coveredperson’sillegaluse of alcohol. Claims shallbe denied if the plan administrator has reason
to believe, based on objective evidence such as police reports or medical records of the covered person’s
illegal use of alcohol. Expenses will be covered forinjured covered persons other than the person illegally
using alcohol. This exclusion does not apply if the injury resulted from an act of domestic violence or an
underlying medical condition.
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ELIGIBILITY, ENROLLMENT AND
EFFECTIVE DATE

This section identifies the Plan's requirements for a person to participate in the Plan.

EMPLOYEE ELIGIBILITY

All full-time or part-time employees regularly scheduled to work at least thirty (30) hours per work week shall be
eligible to enroll for coverage under the Plan. This does not include temporary or seasonal employees working less
than an average of thirty (30) hours per work week over the employer’s measurement period.

If applicable under the Affordable Care Act,an employee ofthe employerwho is not currently working the mmimum
number of hours, but was working on average the minimum number of hours during the employer’s measurement
period andis eligible duringthe employer’s stability period, as documented by the employer and consistent with the
Affordable Care Act, applicable regulations and regulatory guidance, is eligible to enrollunder the Plan, provided the
employee isa member ofa class eligible for coverage and has satisfied any waiting period thatmay be required by the
employer. For assistance with enrollment, dependent verification, pending benefit events, please reach out to your
plan administrator at: 833-433-5272 (833-43-ELARA).

EMPLOYEE ENROLLMENT

An employee must file a written application (or electronic, if applicable) with the employer for coverage hereunder
within thirty (30) days of becoming eligible for coverage. The employee shall have the responsibility of timely
forwarding to the employer all applications for enrollment hereunder. If the employee failed to make timely
enrollment, the employee is considered a late enrollee and not eligible for coverage under the Plan until the next open
enrollment period unless the employee otherwise qualifies for special enrollment during the Plan year.

For assistance with enrollment, dependent verification, pending benefit events, please reach out to your plan
administrator at: 833-433-5272 (833-43-ELARA).

EMPLOYEE(S) EFFECTIVE DATE

An employer may require new employees to complete a one (1) month, less one (1)day, “reasonable and bona fide”
orientation period before the eligibility waiting period begins for the employer’s group health plan.

Eligible employees, as described in Employee Eligibility, are covered under the Plan on the first day of the month
coincident with or following completion of thirty (30) days of continuous full-time employment provided the
employee has enrolled for coverage as described in Employee Enrollment.

Part-time employees working thirty (30) +hours on average during first 90 days of employment. New hire part-time
employees who average thirty (30)+hours per week duringa twelve (12) month measurementperiod. Ongoing part-

time employees who average thirty (30) +hours per week duringa twelve (12) month measurement period. (these are
part-time employees that have been employed for longer than a year).

DEPENDENT(S) ELIGIBILITY

The following describes dependent eligibility requirements. The employer will require proof of dependent status.
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1. The term "spouse" means the spouse of the same or opposite sex of the employee under a legally valid existing
marriage, as defined by thestate in which the employee was legally married, unless courtordered separation
exists.

The term "domestic partner" means that the dependent:

Is the same or opposite sex as the employee; and

Is at least eighteen (18) years of age and competent to enter into a contract; and

Is not legally married or the domestic partner of another individual; and

Hasallowed atleast six (6) months to passsince the termination ofany previous same -sex domestic

partner; and

e. Has lived together as a couple with the employee in a shared residence for at leastsix (6) consecutive
months; and

f. Has submitted documentation, as required by the employer, to verify the interdependent

relationship with the employee including a joint affidavit with the employee that the relationship s

an exclusivemutual commitmentthatis the functional equivalent ofa marriage, thatis, the domestic

partner and employee:

i Are jointly responsible for each other for the necessities of life including each other's debts;
and

il Intend to remain in the relationship indefinitely; and

iii. Would enterinto a legal marriage if the opportunity were available; and have a greed that
in the event of dissolution of the domestic partnership there will be a substantially equal
division of any earning acquired during the partnership and of property acquired with those
eamings, i.e., there will be a division of property similar to that required ofa married couple
in the event of divorce.

ao o

2. The employee’s or domestic partner’s natural child, stepchild, legally adopted child, child placed for
adopftion, foster child,and a child forwhom the employee or covered spouse (includinga covered domestic
partner) has beenappointed legal guardian, through the end ofthe month in which the child reaches twenty-
six (26) years of age.

3. An eligible child shall also include any child of an employee or their covered spouse or covered domestic
partner 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 orderas being entitled to
enrollment for coverage underthe Plan. Such child shallbe referred to as an alternate recipient. Alternate
recipients are eligible for coverage only if the employee is also covered under the Plan. An application for
enrollmentmust besubmitted to the employerfor coverage under the Plan. The employer/plan administrator
shall establish written procedures for determining whether a medical child support order is a QMCSO or
NMSN and for administering the provision of benefits under the Plan pursuant to a valid QMCSO or NMSN.
Within a reasonable period after receipt of a medical child support order, the employer/plan administrator
shall determine whether such orderis a QMCSO, as defined in Section 609 of ERISA, ora NMSN, as defined
in 42 U.S.C.A §666 of the Child Support Performance and Incentive Act of 1998.

The employer/plan administrator reserves the right, waivable at its discretion, to seek clarification with
respect to the order from the court or administrative a gency which issued the order, up to and including the
right to seek a hearing before the court or agency.

4. A dependent child who was covered under the Planpriorto the end ofthe month in which the child reached
twenty-six (26) years of age and who lives with the employee, is unmarried, incapable of self-sustaining
employment and dependent upon the employee for support due to a mental and/or physical disability, will
remain eligible for coverage under the Plan beyond the date coverage would otherwise terminate.
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Proof of incapacitation for such dependent child who reaches age twenty-six (26) afier the effective date
shown on the first page of this Plan document must be provided within thirty-one (31) days of the date the
coverage would otherwise terminate.

Proof of incapacitation for any dependent child a fter a ge twenty-six (26) may be requested by the employer
or claims administrator, but notmorethan once every two (2) years. Eligibility may notbe continued beyond
the earliest of the following:

a. Cessation of the mental and/or physical disability;
b. Failure to furnish any required proof of mental and/or physical disability or to submit to any
required examination.

Every eligible employeemay enroll eligible dependents. However, if both the employee and their spouse or domestic
partner are employees, each individual may be covered as an employee. An employee cannot be covered as an
employee and a dependent. Eligible children may be enrolled as dependents of one spouse or domestic partner, but
not both.

For assistance with enrollment, dependent verification, pending benefit events, please reach out to your plan
administrator at: 833-433-5272 (833-43-ELARA).

DEPENDENT ENROLLMENT

An employee must file a written application (or electronic, if applicable) with the employer for coverage hereunder
for the employee's eligible dependents within thirty (30) days of becoming eligible for coverage; and within thity
(30) of marriage orthe acquiring of children or birth of a child. The employee shallhave the responsibility of timely
forwarding to the employer all applications for enrollment hereunder. [fthe employee failed to make timely enroliment
for the employee's eligible dependents, the dependents are considered late enrollees and not eligible for coverage
under the Plan until the next open enrollment period, unless the dependent otherwise qualifies for a special enrollment
duringthe Plan year. For assistance with enrollment, dependent verification, pending benefit events, pleasereach out
to your plan administrator at: 833-433-5272 (833-43-ELARA).

DEPENDENT(S) EFFECTIVE DATE

Eligible dependent(s), as described in Dependent(s) Eligibility, will become covered under the Plan on the later of
the dates listed below, provided the employee has enrolled them in the Plan within thirty (30) days of meeting the
Plan'’s eligibility requirements and any required contributions are made.

1. The date the employee's coverage becomes effective.

2. The datethedependentis acquired, provided the employeehas applied for dependent coverage within thity
(30) days of the date acquired.

3. Newborn children shall be covered from birth, provided the employee has applied for dependent coverage
within thirty (30) days of birth.

4, Coverage for a newly adopted or to be adopted child shall be effective on the date the child is placed for

adoption, provided the employee has applied for dependent coverage within thirty (30) days of the datethe
child is placed for adoption.
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SPECIAL ENROLLMENT PERIOD (OTHER COVERAGE)

An employee or dependent who did not enroll for coverage under this Plan because the employee or dependent was
covered under other group coverage or had health insurance coverage at the time the employee or dependent was
initially eligible for coverage underthis Plan, mayrequest a special enrollment period if the employee or dep endent
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 exhaustion of COBRA 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 of dependent.

6. Cessation of other coverage because employee or dependent no longer resides or works in the service area

and no other benefit package is available to the individual.

7. Cessation of dependent status under other coverage and dependent is otherwise eligible under employee’s
Plan.

Notwithstandingany provision of the Plan to the contrary, all benefits received by an individualunder any
benefit option, package or coverage under the Plan shallbe applied toward the applicable maximum benefit
paid by the Plan forany one coveredperson for suchoption, package orcoverage under the Plan,and alo
toward the maximum benefit under any other options, packages or coverages under the Plan in which the
individual may participate in the future.

The end of any extended benefits period, which has been provided due to any of the above, will also be considered a
loss of eligibility.

However, loss of eligibility doesnot 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
misrepresentation of a material fact in connection with the other coverage).

The employeeor dependentmustrequestthe special enrollmentand enrollno later than thirty (30) days from the date
of loss of other coverage.

The effective date of coverage as the result of a special enrollment shall be the first day of the month following the
loss of other coverage.

For assistance with enrollment, dependent verification, pending benefit events, please reach out to your plan
administrator at: 833-433-5272 (833-43-ELARA).

SPECIAL ENROLLMENT PERIOD (DEPENDENT ACQUISITION)

An employee who is currently covered ornotcovered under the Plan, butwho acquires a new dependent may request
a specialenrollmentperiod forthat employee, if applicable, his newly acquired dependent and the employee's spouse
or domestic partner, if not already covered under the Plan and otherwise eligible for coverage.
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For the purposes of this provision, the acquisition of a new dependent includes:

. Marriage or domestic partnership

o birth of a dependent child

. adoption or placement for adoption of a dependent child
o legal guardianship of a dependent child

o a foster child being placed with the employee

The employee must request the special enrollment within thirty (30) days of the acquisition of the dependent.
The effective date of coverage as the result of a special enrollment shall be:

1. in the case of marriage or domestic partnership, the first day of the first calendar month following the plan
administrator's receipt of the completed enrollment form;

2. in the case of a dependent's birth, the date of such birth;
3. in the case ofadoption or placement for adoption,the date of such adoption or placement for adoption;
4. in the case oflegal guardianship, the date on whichsuchchild is placed in the covered employee’s home

pursuant to a court order appointing the covered employee as legal guardian for the child;

5. in the case ofa foster childbeingplaced with the employee, on the date on which such child is placed with
the employee by an authorized placement agency or by judgment, decree or other order of a court of
competent jurisdiction.

For assistance with enrollment, dependent verification, pending benefit events, please reach out to your plan
administrator at: 833-433-5272 (833-43-ELARA).

SPECIAL ENROLLMENT PERIOD (CHILDREN'S HEALTH
INSURANCE PROGRAM (CHIP) REAUTHORIZATION ACT OF 2009)

The Plan intends to comply with the Children's Health Insurance Program Reauthorization Act of 2009.

An employeewho is currently covered ornot covered under the Plan may request a special enrollment period for that
employee, if applicable, and such employee's dependent. Special enrollment periods will be granted if:

1. the individual's loss of eligibility is due to termination of coverage undera state children's health insurance
program or Medicaid; or,

2. the individual is eligible for any applicable premium assistance under a state children's health insurance
program or Medicaid.

The employee or dependent mustrequestthe special enrollment and enrollno later than sixty (60) daysfrom the date
of'loss of othercoverage or from the date the individual becomes eligible for any applicable premium assistance.
The effective date of coverage as the result of this special enrollment period shall be the first day of the month
followingthe dateofloss of eligibility orthe first day ofthe month following the date the individual becomes eligible.
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OPEN ENROLLMENT

Open enrollment is the period designated by the employer during which the employee may change benefit plans or
enrollin the Plan if the employee did not do so when first eligible or does not qualify fora special enrollment period.
An open enrollment will be permitted once in each calendar year as designated by the employer.

During this open enrollment period, an employee and the employee's dependents who are covered under the Plan or
covered under any employer sponsored health plan may elect coverage or change coverage under the Plan. An
employee must make written application (or electronic, if applicable) as provided by the employer during the open
enrollment period to change benefit plans.

The effective date of coverage as the result of an open enrollment period will be the following January 1%

Except fora status change listed below, the open enrollment period is the only time an employee may change benefit
options or modify enrollment. Status changes include:

1.

10.

Change in status. A change in status shall include only:
a. Change in employee's legal marital status;

b. Change in number of dependent children or dependent spouse (events include birth; death;
adoption; and placement for adoption);

c. Change in employment status. Any of the following events that change the employment status of
the employee, dependent spouse or dependent child:

i termination or commencement of employment;

1l. strike or lockout;

ii. commencement of or return from an unpaid leave of absence;
v. change in worksite;

V. change in eligibility conditions that causes loss of coverage.

d. Dependent spouse or dependent child satisfies (or ceases to satisfy) dependent eligibility
requirements;

e. Change in residence of employee, spouse or dependent child .

Significant change in the cost of coverage under this Plan.

Cessation of required contributions.

Taking or returning from a leave of absence under the Family and Medical Leave Act of 1993.
Significant change in the health coverage of the employee, employee’s spouse or dependent child.

A Special Enrollment Period as mandated by the Health Insurance Portability and Accountability Act 0f'1996.

A court order, judgment or decree resulting from a divorce, legal separation, annulment or change in legal
custody that requires coverage for an employee’s dependent child or foster child.

Entitlementto Medicare or Medicaid, or enrollment in a state child health insurance program (CHIP).
A COBRA qualifying event.

Change in coverage under another employerplan (including a plan of the employer or of another employer)
if;
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a. The otherplanpermits participants to make an election change thatwould be permitted above; or
b. This Plan permits employees to makean election fora period of coverage that is different from the
period of coverage under the other plan.
11. Loss of coverage underany group health coverage sponsoredby a governmental or educational institution,
including:
a. A State’s children’s health insurance program (SCHIP);
b. A medical care program of an Indian Tribal government, the Indian Health Service, or a tribal
organization;
c. A State health benefits risk pool; or
d. A Foreign government group health plan.

For assistance with enrollment, dependent verification, pending benefit events, please reach out to your plan
administrator at: 833-433-5272 (833-43-ELARA).
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TERMINATION OF COVERAGE

Exceptasprovided in the Plan's Continuation of Coverage (COBRA), coverage will terminate on the earliest of the
following dates:

TERMINATION OF EMPLOYEE COVERAGE

1. The date the employer terminates the Plan and offers no other group health plan.

2. The date the employee ceases to meet the eligibility requirements of the Plan.

3. The date employment terminates, as defined by the employer's personnel policies.

4. The date the employee becomes a full-time, active-duty member of the armed forces of any country.
5. The date the employee ceases to make any required contributions.

TERMINATION OF DEPENDENT(S) COVERAGE

1. The date the employer terminates the Plan and offers no other group health plan.

2. The date the employee's coverage terminates.

3. The date such person ceases to meet the eligibility requirements of the Plan, except that for a dependent
child, termination shall be the last day of the month in which the dependent child reaches age twenty-six
(26).

4. The date the employee ceases to make any required contributions on the dependent's behalf.

5. The date the employee's dependent spouse or domestic partner becomes a full-time, active-duty member of

the armed forces of any country.
6. The date the Plan discontinues dependent coverage for any and all dependents.

7. The date the employee's dependent spouse or domestic partner becomes eligible as an employee.

FAMILY AND MEDICAL LEAVE ACT (FMLA)

Eligible Leave

An employee who is eligible forunpaid leave and benefits underthe terms of the Family and Medical Leave Act of
1993 (FMLA), as amended, has the right to continue coverage under the Plan forupto twelve (12) weeks, or (twenty-

six (26) weeks in certain circumstances). Employees should contact the employer to determine whether they are
eligible under FMLA.
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Contributions

Duringthis leave, the employerwill continue to pay the sameportion ofthe employee's contribution for the Plan. The
employee shall be responsible to continue payment for eligible dependent's coverage and any remaining employee
contributions. [fthe covered employee fails to make the required contribution duringa FMLA lea ve within thirty (30)
days after the date the contribution was due, the coverage will terminate effective on the date the contribution was
due.

Reinstatement

If coverageunderthe Plan was terminated duringanapproved FMLA leave, and the employee returns to a ctive work
immediately upon completion ofthatleave, Plancoverage willbe reinstated on the datethe employee returns to active
work as if coverage had not terminated, provided the employee makes any necessary contributions and enrolls for
coverage within thirty (30) days of his return to active work.

Repayment Requirement
The employer may require employees who fail to return from a leave under FMLA torepay any contributions paid by
the employer on the employee's behalf during an unpaid lea ve. This repayment will be required only if the employee's

failure to return from such leave isnot related to a "serious health condition," as defined in FMLA, or events beyond
the employee's control.

EMPLOYEE REINSTATEMENT

Employees and eligible dependents who lost coverage due toanapproved leave of absence, layoff, or termination of
employment with the employer are eligible for reinstatement of coverage as follows:

1. Reinstatement of coverage is available to employees and dependents who were previously covered under the
Plan.

2. Rehire or return to active service must occur within thirteen (13) weeks of the last day worked.

3. The employee mustsubmit the completed application for enrollment to the employer within thirty (30) days
of rehire or return to work.

4. Coverage shallbe effective from the date of rehire or return to work. Prior benefits and limitations, such as

deductible, Essential Health Benefits/non-Essential Health Benefits maximum benefit shallbe applied with
no break in coverage.

If the provisions of (1) through (3) above are not met, the Plan's provisions for eligibility and application for
enrollment shall apply.

An employee who returns to work more than thirteen (13) weeks following an approved leave of absence, layoff, or

termination of employment will be considered a new employee for purposes of eligibility and will be subject to all
eligibility requirements, including all requirements relating to the effective date of coverage.
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CONTINUATION OF COVERAGE

In orderto comply with federal regulations, the Plan includesa continuation of coverage option for certain individuals
whose coverage would otherwise terminate. The following is intended to comply with the Consolidated Omnibus
Budget Reconciliation Act of 1985 (COBRA), as amended. This continuation of coverage may be commonly refemed
to as "COBRA coverage" or "continuation coverage."

The coverage which may be continued under this provision consists of health coverage. It does not include life

insurance benefits, accidental death and dismemberment benefits, or income replacement benefits. Health coverage
includes: medical and prescription drug benefits as provided under the Plan.

QUALIFYING EVENTS

Qualifyingevents are any one ofthe following events that would cause a coveredperson to lose coverage under the
Plan orcauseanincrease in required contributions, evenif such loss of coverage or increase in required contributions
does not take effect immediately, and allow such person to continue coverage beyond the date described in
Termination of Coverage:

1. Death of the employee.

2. The employee's temination of employment (other than termination for gross misconduct), or reduction in
work hours to less than theminimum required for coverage under the Plan. This eventis referred to below
as an "18-Month Qualifying Event."

3. Divorce or legal separation from the employee.

4. The employee's entitlementto Medicare benefits under Title XVIII ofthe Social Security Act if it results
in the loss of coverage under this Plan.

5. A dependent child no longer meets the eligibility requirements of the Plan.

NOTIFICATION REQUIREMENTS

1. When eligibility for continuation of coverage results from a spouse beingdivorced or legally separated from
a covered employee, or a child's loss of dependent status, the employee or dependent must submit a
completed Qualifying Event Notification fomm to the plan administrator (or its designee) within sixty (60)

days of the latest of:

a. The date of the event;

b. The date on which coverage under the Plan is or would be lost as a result of that event; or
c. The date on which the employee or dependentis furnished with a copy ofthis Plan Document and

Summary Plan Description.

A copy of theQualifying Event Notification form is available from the plan administrator (or its designee).
In addition, the employee or dependent may be required to promptly provide any supporting documentation
asmay bereasonably requested for purposes of verification. Failure to provide such notice and any requested
supporting documentation will result in the person forfeiting their rights to continuation of coverage under
this provision.
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Within fourteen (14) days of the receipt of a properly completed Qualifying Event Notification, the plan
administrator (orits designee) willnotify the employee or dependent ofthat employee or dependent's rights
to continuation of coverage, and what process is required to elect continuation of coverage. This notice i
referred to below as "Election Notice."

2. When eligibility for continuation of coverage results from any qualifying event under the Plan other than the
ones described in Paragraph 1 above, the plan administrator (or its designee) will furnish an Election Notice
to the employee or dependent not later than forty-four (44) days after the date on which the employee or
dependent loses coverage under the Plan due to the qualifying event.

3. Inthe eventit is determined thatan individual seeking continuation of coverage (or extension of continuation
coverage) is not entitled to such coverage, the plan administrator (or its designee) will provide to such
individual an explanation as to why the individual is not entitled to continuation coverage. This notice i
referred to here as the "Non-Eligibility Notice." The Non-Eligibility Notice will be furnished in accordance
with the same time frame as applicable to the furnishing of the Election Notice.

4. In the eventan Election Notice is furnished, theeligible employee or dependenthassixty (60) days to decide
whetherto elect continued coverage. Each person who is described in the Election Notice and was covered
under the Plan on the day before the qualifying event has the right to elect continuation of coverage on an
individual basis, regardless of family enrollment. [fthe employee or dependent chooses to have continuation
coverage, thatemployee or dependent must advise the plan administrator (or its designee) of this choice by
returning to the plan administrator (or its designee) a properly completed Election Notice not later than the
last day of the sixty (60) day period. If the Election Notice is mailed to the plan administrator (or its
designee), it must be postmarked on or before the last day of the sixty (60) day period. This sixty (60) day
period begins on the later of the following;

a. The date coverage under the Plan would otherwise end; or
b. The date the personreceives the Election Notice from the plan administrator (or its designee).
5. Within forty-five (45) days after the date the personnotifies the plan administrator (or its designee) that the

person or designee has chosen to continue coverage, the person must make the initial payment. The initial
paymentwill be the amount needed to provide coverage from the date continued benefits begin, through the
last day of themonth in which theinitial paymentis made. Thereafter, payments for the continuation coverage
are to be made monthly, and are due in advance, on the first day each month.

COST OF COVERAGE

1. The Plan requires that covered persons pay the entire costs oftheir continuation coverage, plus a two percent
(2%) administrative fee. Except for the initial payment (see above), payments must be remitted to the plan
administrator (ot its designee) by or before the first day of eachmonth during the continuation period. The
payment must be remitted on a timely basis in order to maintain the coverage in force.

2. Fora person originally covered as an employeeoras a spouse, thecost of coverage is the amount applicable
to an employee if coverage is continued for that employee alone. Fora person originally covered asa chid
and continuing coverage independent of the family unit, the cost of coverage is the amountapplicable to an
employee.
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CONTINUATION COVERAGE AND MEDICARE

If an employee or dependent becomes entitled to Medicare prior to electing COBRA continuation coverage, such
employee or dependent may stillelect COBRA. Medicare is treated as the primary coverage and COBRA is treated
asthe secondary coverage, regardless of whetherthe employee or dependent has enrolled in Medicare coverage.

WHEN CONTINUATION COVERAGE BEGINS

When continuation coverage is elected and the initial payment is made within the time period required, coverage is
reinstated back to the date ofthe loss of coverage, so that no break in coverage occurs. Coverage for dependents
acquiredand properly enrolled during the continuation period begins in accordance with the enrollment provisions of
the Plan.

FAMILY MEMBERS ACQUIRED DURING CONTINUATION

A spouse ordependent child newly acquired during continuation coverage is eligible to be enrolled as a dependent.
The standard enrollment provision of the Plan applies to enrollees during continuation coverage. A dependent
acquired and enrolled after the original qualifying event, other than a child born to or placed for adoption with a
covered employee during a period of COBRA continuation coverage, is not eligible for a separate continuation if a
subsequent event results in the person's loss of coverage.

EXTENSION OF CONTINUATION COVERAGE

1. In the event any of the following events occur during the period of continuation coverage resulting from an
18-Month Qualifying Event, it is possible for a dependent'’s continuation coverage to be extended:

a. Death of the employee.
b. Divorce or legal separation from the employee.
c. The child's loss of dependent status.

Written notice of such event must be provided by submitting a completed Additional Extension Event
Notification form to the plan administrator (or its designee) within sixty (60) days of the latest of:

1 The date of that event;
il. The date on which coverage under the Plan would be lost as a result of that event if the first
qualifying event had not occurred; or
iil. The dateonwhich the employee or dependent is furnished with a copy of the Plan Document and

Summary Plan Description.

A copy of the Additional Extension Event Notification form is available from the plan administrator (or its
designee). In addition, the dependentmay be required to promptly provide any supporting documentation as
may be reasonably required for purposes of verification. Failure to properly provide the Additional Extension
Event Notification and any requested supporting documentation will result in the person forfeiting their rights
to extend continuation coverageunder this provision. Inno event willany extension of continuation coverage
extend beyond thirty-six (36) months from the later of the date of the first qualifying event orthe dateas of
which continuation coverage began.

Only a person covered prior to the original qualifying event, ora child born to or placed for adoption with a
covered employee during a period of COBRA coverage may be eligible to continue coverage through an
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extension of continuation coverage as described above. Any other dependent acquired during continuation
coverage is not eligible to extend continuation coverage as described above.

A person who loses coverage onaccount ofan 18-Month Qualifying Event may extend the maximum period
of continuation coverage from eighteen (18) months to up to twenty -nine (29) months in the event both of
the following occur:

a. That person (or another person who is entitled to continuation coverage on account ofthe same 18-
Month Qualifying Event) is determined by the Social Security Administration, under Title II or
Title XVI of the Social Security Act, to have been disabled before the sixtieth (60™) day of
continuation coverage; and

b. The disability status, as determined by the Social Security Administration, lasts at least until the
end of the initial eighteen (18) month period of continuation coverage.

The disabled person (orthe disabled person's representative) must submit written proof of the Social Security
Administration's disability determination to the plan administrator (or its designee) within the initial
eighteen (18) month period of continuation coverage andno later than sixty (60) days after the latest of:

i The date of the disability determination by the Social Security Administration;
1. The date of the 18-Month Qualifying Event;
1ii. The dateon whichthe personloses (or would lose) coverageunder the Plan as a result of the 18-
Month Qualifying Event; or
v. The date on which the person is furnished with a copy of the Plan Documentand Summary Plan
Description.

Should the disabled person fail to notify the plan administrator (orits designee) in writing within the time
frame described above, the disabled person (and others entitled to disability extension on account of that
person) will then be entitled to whatever period of continuation the disabled person (or others entitled to
disability extension on account of that person) would otherwise be entitled to, if any. The Plan may require
that theindividual pay onehundred and fifty percent (150%) of the cost of continuation coverage during the
additional eleven (11) months of continuation coverage. In the event the Social Security Administration
makes a final determination that the individual is no longer disabled, the individual must provide notice of
that final determination no later than thirty (30) days after the later of:

A. The date of the final determination by the Social Security Administration; or
B. The date onwhich the individual is furnished with a copy of the Plan Document and Summary Plan
Description.

END OF CONTINUATION

Continuation of coverage under this provision will end on the earliest of the following dates:

1.

Eighteen (18) months (or twenty-nine (29) months if continuation coverage is extended due to certain
disability status as described above) from the date continuation began because of an 18 -Month Qualifying
Event or the last day of leave under the Family and Medical Leave Act of 1993.

Twenty-four (24) months from the date continuation began because of the call-up to military duty.
Thirty-six (36) months from the date continuation began for dependents whose coverage ended because

of'the death ofthe employee, divorce or legal separation from the employee, or the child's loss of dep endent
status.
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4. The end of the period for which contributions are paid if the covered person fails to make a payment by
the date specified by the plan administrator (or its designee). In the event continuation coverage i
terminated for this reason, the individual will receive a notice describing thereason for the termination of
coverage, theeffective date oftemination, and any rights the individual may haveunder the Plan or under
applicable law to elect analternative group or individual coverage, such as a conversionright. This notice
is referred to below as an "Early Termination Notice."

5. The date coverage underthe Plan ends and the employer offers no other group health benefit plan. In the
event continuation coverage is terminated for this reason, the individual willreceive an Early Termination
Notice.

6. The datethe covered person first becomes entitled, a fter the date ofthe coveredperson's original election

of continuation coverage, to Medicare benefits under Title XVIII of the Social Security Act. In the event
continuation coverage is terminated for this reason, the individual will receive an Early Termination
Notice.

7. The datethe covered person first becomes covered under any other employer’s group health plan a fter the
original date of the covered person's election of continuation coverage.

8. For the spouse ordependent child of a covered employee who becomes entitled to Medicare priorto the
spouse’s or dependent’s election for continuation coverage, thirty-six (36) months from the date the
covered employee becomes entitled to Medicare.

SPECIAL RULES REGARDING NOTICES

1. Any notice required in connection with continuation coverage under the Plan must, at minimum, contain
sufficient information so that the plan administrator (orits designee)is able to determine from suchnotice
the employee and dependent(s) (if any), the qualifying event or disability, and the date on which the
qualifying event occurred.

2. In connection with continuation coverage under the Plan, any notice required to be provided by any
individual who is eitherthe employee or a dependent with respect to the qualifying event may be provided
by a representative acting on behalf ofthe employee or the dependent, and the provision ofthenotice by one
individual shall satisfy any responsibility to provide notice on behalf of allrelated eligible individuals with
respect to the qualifying event.

3. As to an Election Notice, Non-Eligibility Notice or Early Termination Notice:

a. A single notice addressed to both the employee and the spouse will be sufficient as to both
individuals if, on the basis of the most recent information available to the Plan, the spouse resides
at the same location as the employee; and

b. A single notice addressed to the employee, or the spouse will be sufficient as to each dependent
child of the employee if, on the basis of the most recent information available to the Plan, the
dependent child resides at thesamelocation as the individual to whom such notice is provided.

MILITARY MOBILIZATION

If an employee is called foractive-duty by the United States Armed Services (including the Coast Guard, the National
Guard orthe Public Health Service), the employee and the employee's dependent may continue their health coverages,
pursuant to the Uniformed Services Employment and Reemployment Rights Act (USERRA).
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When the leaveis less than thirty-one (3 1) days, the employee and the employee's dependent may not be required to
pay more thanthe employee's share, if any, applicable to that coverage. If the leave is thirty -one (3 1) days or longer,
then the plan administrator (or its designee) may require the employee and the employee's dependent to pay nomore
than one hundred and two percent (102%) of the full contribution.

The maximum length of the continuation coverage required under the Uniformed Services Employment and
Reemployment Rights Act (USERRA) is the lesser of:

1. Twenty-four (24) months beginning on the day that the leave commences, or

2. A period beginning on the daythat the leave began andending on the day afterthe employee fails to retum
to employment within the time allowed.

The period of continuation coverage under USERRA will be counted toward any continuation coverage period

concurrently available under COBRA. Uponreturn from active duty, the employee and the employee’s dependent will
be reinstated without a waiting period, regardless of their election of COBRA continuation coverage.

PLAN CONTACT INFORMATION

Questions concerning the Plan, including any available continuation coverage, can be directed to the plan
administrator (or its designee).

ADDRESS CHANGES

In orderto help ensure the appropriate protection of rights and benefits under the Plan, coveredpersons should keep
the plan administrator (or its designee) informed of any changes to their current addresses.
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MEDICAL CLAIM FILING PROCEDURE

A "pre-service claim" is a claim for a Plan benefit that is subject to the pre-certification rules, as described in the
section, Pre-Service Claim Procedure. All other claims for Plan benefits are "post-service claims" and are subjectto
the rules described in the section, Post-Service Claim Procedure.

POST-SERVICE CLAIM PROCEDURE

FILING A CLAIM

1. Claims should be submitted to the address stated in the section titled Summary Plan Description.
The date of receipt will be the date the claim is received by the claims administrator.
2. All claims submitted for benefits must contain all of the following:

Name of patient.

Patient's date of birth.

Name of employee.

Address of employee.

Name of employer and group number.

Name, address and tax identification number of provider.
Employee Member Identification Number.

Date of service.

Diagnosis and diagnosis code.

Description of service and procedure number.

Charge for service.

The nature of the accident, injury or illness being treated.

ST ER e ae o

3. All claims not submitted within twelve (12) months from the date the services were rendered will not be a
covered expense and will be denied.

The covered person may ask the health care provider to submit the claim directly to the claims administrator or to
the Preferred Provider Organization as outlined above, or the covered person may submit the bill with a claim form.
However, it is ultimately the covered person’s responsibility to make sure the claim for benefits has been filed.

NOTICE OF AUTHORIZED REPRESENTATIVE

The covered person may provide the plan administrator (or its designee) with a written authorization for an authorzed
representativeto represent and act on behalf of a covered person and consent to the release of information related to
the covered person to the authorized representative with respect to a claim for benefits or an appeal. Authorization
forms may be obtained from the Human Resource Department.

For assistance with enrollment, dependent verification, pending benefit events, please reach out to your plan
administrator at: 833-433-5272 (833-43-ELARA).
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NOTICE OF CLAIM

A claim for benefits should be submitted to the claims administrator within ninety (90) calendar days after the
occurrence or commencement of any services by the Plan, or as soon thereafter as reasonably possible.

Failure to file a claim within the time provided shall not invalidate or reduce a claim for benefits if: (1) it was not
reasonably possible to file a claim within thattime;and (2) thatsuch claim was furnished as soonas possible, butno
laterthan the timeframeto submit a claim stated in the sub-section titled, Filing a Claim unless the claimant is lega lly
incapacitated.

Notice given by oronbehalf ofa coveredperson or the covered person’sbeneficiary, if any, to the plan administrator
or to any authorized agent of the Plan, with information sufficient to identify the covered person, shall be deemed
notice of claim.

TIME FRAME FOR BENEFIT DETERMINATION

After a completed claim has been submitted to the claims administrator, and no additional information is required,
the claims administrator will generally complete its determination of the claim within thirty (30) calendar days of
receipt of the completed claim unless an extension is necessary due to circumstances beyond the Plan's control.

Aftera completed claim has been submitted to the claims administrator, and if additional information is needed for
determination of the claim, the claims administrator will provide the covered person (or authorized representative)
with a notice detailing information needed. The notice will be provided within thirty (30) calendar days of receipt of
the completed claim and will state thedateas of which the Plan expects to make a decision. The covered person will
have forty-five (45) calendar days to providethe information requested, and the Plan will complete its determination
of the claim within fifteen (15) calendar days of receipt by the claims administrator of the requested information.
Failure to respond in a timely and complete manner will result an adverse benefit determination.

NOTICE OF ADVERSE BENEFIT DETERMINATION

If the claim for benefits is denied, the plan administrator (or its designee) shall provide the covered person (or
authorized representative) with a written Notice of Adverse Benefit Determination within the time frames described
immediately above.

The Notice of Adverse Benefit Determination shall include an explanation of the denial, including:

1. Information sufficient to identify the claim involved.

2. The specific reasons for the adverse benefit determination, to include:
a. The denial code and its specific meaning, and
b. A description of the Plan’s standards, if any, used when denying the claim.

3. Reference to the Plan provisions on which the adverse benefit determination is based.

4. A description of any additional material or information needed and an explanation of why such material or
information is necessary.

5. A description of the Plan’s claim appeal procedure and applicable time limits.

6. A statement that if the covered person’s appeal (Referto Appealing an Adverse Benefit Determination ona

Post-Service Claim below) is denied, the covered person has the right to bring a civil action under section
502 (a) of the Employee Retirement Income Security Act of 1974.

7. Ifan internalrule, guideline, protocol or other similar criterion was relied upon, the Notice of Adverse Benefit
Determination will contain either:
a. A copy of that criterion, or
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b. A statementthat such criterion was relied upon and will be supplied free of charge, upon request.
8. [f the adverse benefit determination was based on medical necessity, experimental/investigational treatment
or similar exclusion or limit, the plan administrator (or its designee) will supply either:
a. An explanation ofthescientific or clinical judgment, applying the terms ofthe Plan to the covered
person’s medical circumstances, or
b. A statement that such explanation will be supplied free of charge, upon request.

APPEALING AN ADVERSE BENEFIT DETERMINATION ON A POST-
SERVICE CLAIM

A covered person, or the covered person’s authorized representative, may request a review of an adverse benefit
determination on a post-service claim by making written request to the claims administrator or Quantum Health
within one hundred eighty (180) calendar days from receipt of notification of the adverse benefitdetermination and
stating the reasons the covered person feels the claim should not have been denied.

The following describes the review process and rights of the covered person for a full and fair review:

1. The covered person has the right to submit documents, information and comments and to present evidence
and testimony.

2. The coveredperson has theright to access, free of charge, relevantinformation to the claim for benefits.

3. Before a final adverse benefit determination on appeal is rendered, the covered person willbe provided, free

of charge, with any new oradditional rationale or evidence considered, relied upon, or generated by the Plan
in connection with the claim. Such information will be provided as soon as possible and sufficiently in
advance ofthenotice of finalinternal adverse benefit determination. However there could be circumstances
where the new or additional evidence or rationale could be received so late that it would be impossblk to
provide to the coveredperson in time to have a reasonable opportunity to respond. In these circumstances,
the period for providing notice of final determination on appeal will be tolled until the earliest of the following

dates:
a. The date the covered person responds to the new or additional rationale or evidence; or
b. Three (3) weeks from the datethenew or additional rationale or evidence wasmailed to the covered
person.
4. The review takes into account all information submitted by the coveredperson,evenif it was not considered
in the initial benefit determination.
5. The review will not afford deference to the original adverse benefit determination.
6. The review will not be performed by:
a. The individual who originally denied the claim, nor
b. Subordinate to the individual who originally denied the claim.
7. If the original adverse benefit determination was, in whole or in part, based on medical judgment:
a. The review will consult with a professional provider who has appropriate training and experience
in the field involving the medical judgment; and
b. The professional provider will be neither:
i An individual who was consulted in connection with the original adverse benefit
determination, nor
il. A subordinate of any other professional provider who was consulted in connection with
the original adverse benefit determination.
8. Ifrequested, thereview will identify the medical or vocational expert(s) who gave advice in connection with

the original adverse benefit determination, whether or not the advice was relied upon.

NOTICE OF BENEFIT DETERMINATION ON APPEAL

The plan administrator (or its designee) shall provide the covered person (or authorized representative) with a written
notice of the appeal decision within sixty (60) calendar days of receipt of a written request for the appeal.

80



Docusign Envelope ID: 955B97A0-F7E7-4DOF-B53C-4F8673EDC4A9

o BlueCross BlueShield
@ of lllinois

If the appealis denied, the Notice of Appeal Decision will contain an explanation of the Decision, including:

1. The specific reasons for the adverse benefit determination.

2. Reference to specific Plan provisions on which the adverse benefit determination is based.

3. A statement thatthe coveredperson has theright to access, free of charge, relevant information to the chim
for benefits.

4. A statement of the coveredperson’s right to request an external review and a description of the process for
requesting such a review.

5. A statement that if the covered person’s appeal is denied, the covered person has the right to bring a civil
action under section 502 (a) of the Employee Retirement Income Security Act of 1974.

6. If an internal rule, guideline, protocol or other similar criterion was relied upon, the Notice of Appeal
Decision will contain either:
a. A copy of that criterion, or
b. A statementthat such criterion was relied upon and will be supplied free of charge, upon request.

7. If the adverse benefit determination was based on medical necessity, experimental/investigational treatment
or similar exclusion or limit, the plan administrator (or its designee) will supply either:
a. An explanation of the scientific or clinical judgment, applying the terms of the Plan to the

claimant’s medical circumstances, or

b. A statement that such explanation will be supplied free of charge, upon request.

FOREIGN CLAIMS

Inthe eventa covered person incurs a covered expensein a foreign country, the coveredperson shallbe responsile
for submitting the claim form, provider invoice and any documentation required to process the claim in the English
language to the claims administrator before payment of any benefits due are payable.

PRE-SERVICE CLAIM PROCEDURE

QUANTUM HEALTH’S CARE COORDINATION PROCESS

CARE COORDINATION PROGRAM

To best assist covered persons with navigation of the healthcare system, this Plan includes a “Care Coordination
Program” provided by Quantum Health. The Care Coordination Program is intended to help covered persons better
understand their available health benefits, obtain quality healthcare and services in the most appropriate setting, reduce
unnecessary medical costs, and allow early identification of complex medical conditions using “Care Coordinators,”
“Medical Management Standards” and “Care Management.” The Care Coordinators are available to covered persons
and their providers for information, help, and guidance, and canbe reached toll-free by calling Quantum Health’s Care
Coordinators at 1-866-920-1963.

THE CARE COORDINATORS

Quantum Health provides a single pointof contact through “Care Coordinators” or “Patient Service Representatives”
for covered persons and providers to help the covered person with navigation through their individual healthcare
journey, including, but not limited to:

1. Answering questions about eligibility, Plan benefits and coverage levels;

2. Locating providers based on network status and an individual covered person’s needs;
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3. Outreachingto covered persons and educating them about the benefits ofusing preferred providers and other
resources available under this Plan;

4. Identifying and educating covered persons about availability of community resources;

5. Initiating and coordinating referrals;

6. Identifying covered persons who may benefit from Care Management;

7. Facilitating pre-certification determinations as “pre-service” and concurrent care claims in accordance with

this Plan’s Medical Claim Filing Procedures*,

8. Advisingon claim and appeal status, how-to-understand explanations of benefits (“EOBs”) and health care
bills, and
9. Other general customer service functions on behalf of this Plan.

*Asan added courtesy, if a coveredperson orprovider inquiries aboutcoverage fora service thatwould generally be
subjectto a medical judgmentreview in a “post-service claim” as defined under this Plan, the Care Coordinators will
offer an opportunity for a “pe-determination.” Pre-determinations are not considered “claims” under this Plan’s
Medical Claim Filing Procedures and are generally suggested for servicesbeing rendered in an office or an outpatient
setting where medical judgment may be involvedand there is no pre-certification requirement under this Plan. This
allows the coveredperson and provider to better estimate coverage levels for services under this Plan prior to incurnng
the expenseandto provide the covered person with an opportunity to seek andreceive care from a preferred provider
or facility and maximize benefits under this Plan. To find out if a potential service requires pre-certification or is
eligible fora pre-determination, the covered person should reach outto the Care Coordinators at 1-866-920-1963.

If the covered person has any questions about their benefits under this Plan, they should reach out to
the Care Coordinators at 1-866-920-1963.

THE COVERED PERSON’S ROLE IN CARE COORDINATION

Covered persons playa vitalrole in the Care Coordination process. To maximize benefits available under this Plan,
the coveredperson should become familiar with and follow the Care Coordination processes outlined below and any
other applicable Plan provisions. Please note that failure to comply with requirements under this Plan can result in
significant benefit reductions, which may include penalties, higher copays and cost sharing, balancebilling or denials
of coverage for certain services. When in doubt, contact the Care Coordinators at 1-866-920-1963.

1. Use Preferred Providers where Possible to Reduce Out-of-Pocket Costs.

This Plan offers a broad network of providers and the benefits under this Plan may be more generous when
a covered person receives services from a preferred provider (aka, “in-network”). To find in-network
providers, please visit the Plan’s website at www.quantum-health.com or call the Care Coordinators at
1-866-920-1963. The section Schedule of Benefits and the Summary of Benefits and Coverage (“SBC”)
provided by the employer identify the coverage differences between services provided in-network and out-
of-network. Generally, receiving services from nonpreferred providers (aka, “out-of-network’) will result
in increased financial responsibility and could result in balance billing by the provider for many non-
emergency services as otherwise explained in this Plan.

2. Designate an In-Network Primary Care Physician.

While not required, to maximize benefits under this Plan and streamline the coordination of care, covered
persons are strongly encouraged to designate an in-network Primary Care Physician (PCP). A successful
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healthcare journey generally begins with a PCP who maintains a relationship with the covered person,
coordinates with the Plan and other providers and supplies ongoing general healthcare evaluation, guidance,
and care management.

Covered persons are encouraged to begin all healthcare events or inquiries with a call or visit to ther
designated PCP. Because the PCP takes part in Care Coordination, they will help with submission of pre-
certification requests and may receiveupdates from this Plan to enable the PCPto supply ongoing healthcare
guidance.

Ifthe coveredperson has trouble findinga PCP, the Care Coordinators can supply a list of in-netwotk PCPs
based on individual needs. Care Coordinators: 1-866-920-1963.

3. Understand what Services Require Pre-Certification.

To provide Care Coordination and to maximize benefits payable under this Plan, the following care, services,
and procedures mustbe authorized before they are provided (“pre-certification”) under this Plan’s Medical
Management Standards (also commonly referred to as utilization review).

Services Requiring Pre-Certification
(In-Network and Out-of-Network)

Medical/Surgical Services Mental Health/Substance Use Disorder Services
o Inpatient Hospital Admissions (Inpatient) o Inpatient Hospital Admissions (Inpatient)
e Non-Emergency Medical Condition air e Non-Emergency Medical Condition air
ambulance transport (Qutpatient) ambulance transport (Qutpatient)

e  Skilled Nursing Facility Admissions (Inpatient) | e Residential Treatment Facility Admissions

1 tient
e  Hospice Care (Inpatient and Outpatient) (Inpatient)

Partial H italizati Outpatient
e Organ, Tissue and Bone Marrow Transplants * artial Hospitalization (Quipatient)
(Inpatient) e Intensive Outpatient Services (Qutpatient)

e  OQutpatient Services provided in a Hospital Setting | ¢  Observation over 23 hours (Qutpatient)
(Outpatient)

o Ambulatory Surgical Facility (Outpatient)
e Home Health (Qutpatient)

e Diagnostics MRI/MRA/PET (Qutpatient)

e  Genetic Testing (Qutpatient)

e  Oncology Services — Chemotherapy, Radiation
and Clinical Trials (Qutpatient)

e Dialysis (Qutpatient)

e  Durable Medical Equipment over $1,500
(Outpatient)
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Understand the Pre-Certification Process.

a.

Timing of Request.

Pre-certificationrequests should be made to the Care Coordinators at least three business days before
a scheduled service, treatment, procedure, inpatient admission or any other service requiring pre-
certification except in the following circumstances:

L For an emergency medical condition hospital admission or outpatient procedure,
notification to the Care Coordinators should be made on or before the next business day after
the admission or procedure. For the purposes of this subsection only, emergency medical
condition is defined as a procedure that has not been previously scheduled and cannot be
delayed without harming the covered person’s health.

ii. Notification should be made upon a covered person’s identification as a potential organ or
tissue transplant recipient.

1ii. Maternity admission notifications should be submitted thirty (30) days before the expected
delivery date.

Submission of a Request.

Coveredpersons areultimately responsible for ensuring thatall pre-certifications are a pproved and
on file prior to the provision of serviceto maximize benefits under this Plan. Most pre-certification
requests are submitted to the Care Coordinators by a designated PCP, other PCP, or other healthcare
provider via this Plan’s provider portal, facsimile or by calling the Care Coordinators:
1-866-920-1963 as listed on the back of the covered person’s identification card.

Evaluation of the Request.

Submitted pre-certification requests are considered pre-service claims and are reviewed to
determine if the requested service is: (a) specifically covered or excluded under the terms of this
Plan or (b) considered experimental/investigational and (c) is medically necessary under the Plan’s
Medical Management Standards discussed below. Depending onthe request, the Care Coordnators
may contactthe requesting provider and/or treating provider to obtain additional clinical information
to support the request and will suspend the claim for forty-five (45) days to allow the provider to
send the information. At the end of the forty-five-day period, the claim will be denied as an
administrative denial if the information is not provided.

Ongoing Courses of Treatment.

Inpatient hospital stays, other institutional admissions, and ongoing courses of treatment are
regularly monitored by Quantum to evaluate continued medical necessity and appropriate level of
ongoing care or site of care, if necessary, under the Medical Management Standards discussed
below. Quantum Health will communicate regularly with attending providers, discharge planners
of facilities, the covered person and/or their family to monitor the covered person’s progress and
expect and initiate planning for discharge needs.

If an already-approved course of treatment is reduced or terminated or is an ongoing course of
treatment in a claim involving urgent care, the claim shall be treated as a concurrent care clhim
underthis Plan’s Medical Claim Filing Procedures. Otherwise, it shallbe treatedas a pre-service
or post-service claim as applicable.

Understand the Impact of Failure to Request Pre-Certification.

If Quantum Health declines to grant the full pre-certification requested, benefits for days not certified as
medically necessary shall be denied.
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However, a covered person willnot be penalized for failure to obtain pre-certificationif a prudent layperson,
who has an average knowledge of health and medicine, could reasonably expect that the absence of
immediate medical attention would jeopardize the life orlong-term health oftheindividual. Covered persons
who receive care onthis basis should contact the Care Coordinators no later thantwo (2) business days after
receiving care or a hospital admittance.

6. Understand that Participation in the Program is not a Guarantee of Benefits.

Quantum Health strives to supply accurate and up-to-date information about provider network status, benefit
estimates and Plan coverage through the Program. However, engagement with the Care Coordinators for
any reason, including pre-determinations, isnota guarantee of benefits. Covered persons arestillresponsible
foreducating themselves onthebenefits available to them (under this Plan and asotherwise provided by the
plan sponsor, or by other community resources).

Further, pre-certification approvals issued by Quantum Health mean that the medical condition, services, and
care settings meetthe Medical Management Standardsadopted by this Plan. The approvals do not guarantee
that the service will be a covered benefit at the time the claim is submitted for processingasa post-service
claim, that the covered person is eligible for such benefits, that other benefit conditions such as copays,
deductibles, coinsurance, or out-of-pocket limits have been satisfied or that the covered person will not be
subject to balance billing where services are provided by an out-of-network provider. Final determinations

of coverage and eligibility forbenefits aremade by this Plan when the claim is submitted for payment.
THE PLAN’S MEDICAL MANAGEMENT STANDARDS

Determinations involving medical judgment (i.e., experimental/investigational and medical necessity) that require
interpretation of clinical information are reviewed by a clinicianunder the terms of this Plan andthe clinical review
criteria approved by the plan administrator. 1f the clinician is not able to justify coverage based on the established
criteria or no applicable criteria is available, it is referred to a medical director for review using the general clinical
review criteria, medical director criteria oris referredtoa “Peer Reviewer.” A Peer Revieweris a staff medical director
or an independent reviewer but will be a Doctor of Medicine or a Doctor of Osteopathic Medicine or in the same
licensure category as the ordering provider.

If an initial adverse benefit determination is pending orissued by Quantum Health based on medicaljudgment, the
ordering provider may request a peer-to-peer conversation with the Peer Reviewer to discuss the determination and
supply more information that may support coverage. The peer-to-peer must be requested by the ordering provider
prior to the covered person (or authorized representative) filing an appeal under this Plan’s Medical Claim Filing
Procedure.

COMPLIANCE WITH THE MENTAL HEALTH PARITY AND
ADDICTION EQUITY ACT

The Mental Health Parity and Addiction Equity Act and regulations issued thereunder (‘“MHPAEA”) generally require
that the Plan may notimposea financial requirement or treatment limitation on any mental health disorder/substance
use disorder benefits offered under the Plan unless the requirement or treatment limitation meets certain requirements,
as documented by a comparative analysis.

Certain components of the Care Coordination Program, including the pre-certification and concurrent care review
requirements and the use of other “Medical Management Standards” (medical judgment determinations of medical
necessity, medical appropriateness and designation as experimental/investigational treatment to make benefit
determinations) are generally considered non-quantitative treatment limitations (NQTL’s) under MHPAEA.

The Care Coordination Program is intended to be compliant with the MHAEA in its design and application because:

1. The Plan’s pre-certification and concurrent carereview and Medical Management Standards are reasonably
designed to detect or prevent fraud, waste and abuse.
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2. The processes, strategies, evidentiary standards and other factors used to design the pre-certification,
concurrent care review and Medical Management Standards requirements for mental health disorder or
substance use disorder benefits in each classification are comparable to and no more restrictive than those
processes, strategies, evidentiary standards, or other factors used to design the pre-certification, concurrent
carereview and Medical Management Standards to substantially allof the medicaland surgical benefits in
the same classification as reflected above.

3. The clinical criteria applied by the Plan under the Medical Management Standards as written and in operation
for medical/surgical and mental health disorder/substance use disorder benefits are generally recognized
independentprofessional medical or clinicalstandards (generally, InterQual, the Plan’s medical criteria and
Quantum Health medical director criteria consistent with generally accepted standards of care).

4. The Plan’s pre-certification, concurrent care review and Medical Management Standards, as written and in
operation, are not applied to mental health disorder or substance use disorder benefits in any classification
more restrictively or more stringently than and are impartially applied comparably to the pre-certification,
concurrent care review and Medical Management Standards applied to substantially all medical/surgical
benefits in the same classification.

CARE MANAGEMENT

Quantum Health’s Approach to Care Management

Quantum Health uses a primary nurse model for chronic condition as well as acute condition management. This
enhanced approach supplies one nurse to address clinical needs for all chronic and acute issues.

Our primary nurse model has three foundational drivers for change:

1. Humanistic: Help covered persons with acuteand chronic needs by assigninga Personal Care Guide (PCG)
to the coveredperson and their family anda heightened attentionto psychosocialissues thatcan negatively
affect health, quality of life and financial outcomes.

2. Clinical: Identify and prioritize covered persons in need of clinical outreach. Improve adherence to quality
measures for preventive health and management of chronic conditions.

3. Financial: Identify and outreach to coveredpersons at risk for future high costs while encouraging preventive
care and chronic condition management to improve health and reduce costs.

Initial Outreach and Intake

During outreach, the PCG will discuss the covered person's treatment, perform a physical assessment, perform a
medication reconciliation to ensure there are no duplications or interactions, perform a depression screening with
subsequent referrals to EAP or preferred providers, as well as focus on the physical and emotional needs of the
covered person.

The PCG will look at the covered person’s barriers to care and individual needs. In addition to the depression
screening, they willevaluate the coveredperson’s financial issues, knowledge deficits, and any cultural barriers.

The PCG nurse will consult with the covered person, their family (if requested), the attending physician, and other
members of the covered person’s treatment team to aid in facilitating/implementing proactive plans of care which
supply the mostappropriate health care and services in a prompt, efficientand cost-effective manner. They help with
benefits, incidental health care issues, becoming healthier, finding resources or navigating an unexpected healthcare
journey.
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Ongoing Support

Conversations with the covered person would occur atleast monthly, if not more often, and continueuntil the covered
person’s health goals and needs are met.

The primary PCGnurse will align with the covered person and be the single point of contact them, their family and
caregivers, and providers. Each coveredperson’s journey is different, and thetypes of services provided by the PCG
will differ based on the condition managed and the needs of the individual covered person, but genemally the PCG

nurse will:

1. Provide comprehensive benefit education/utilization support;

2. Drive PCP designation and steerage to preferred providers;

3. Encourage provider involvement;

4. Deliver pre-certification help;

5. Perform pre-admission, pre-discharge, and post-discharge engagement;

6. Coordinate for utilization review and discharge planning;

7. Identify gaps in care and alleviate clinical, financial, and humanistic barriers;

8. Coordinate second opinions, drive utilizationto other third-party vendor tools, and introduce community

resources; and

9. Perform behavioral health screening.
NOTICE OF AUTHORIZED REPRESENTATIVE

The covered person may provide the plan administrator (or its designee) with a written authorization for an authorized
representativeto represent and act on behalf of a covered person and consent to release of informationrelated to the
covered person to theauthorized representative with respect to a claim for benefits or an appeal. Authorization foms
may beobtained from the Human Resource Department. Notwithstanding the foregoing, requests for pre-certification
and other pre-service claimsorrequestsby a person or entity other than the covered person may be processed without
a written authorization if the request or claim appears to the plan administrator (or its designee) to come from a
reasonably appropriate andreliable source (e.g., physician’s office, individuals identifying themselves as immediate
relatives, etc.).

For assistance with enrollment, dependent verification, pending benefit events, please reach out to your plan
administrator at: 1-833-433-5272 (1-833-43-ELARA).

TIME FRAME FOR PRE-SERVICE CLAIM DETERMINATION

1. In the event the Plan receives from the covered person (or authorized representative) a communication that
fails to follow the pre-certification procedure as described above but communicates at least thename ofthe
covered person, a specific medical condition or symptom, and a specific treatment, service or product for
which prior approvalis requested, the covered person (or the authorized representative) will be orally notified
(and in writing if requested), within five (5) calendar days of the failure of the proper procedure to be
followed.
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After a completed pre-certification request for non-urgent care has been submitted to the Plan, and if no
additional information is required, the Plan will generally complete its determination of the claim within a
reasonable period of time, but no later than fifteen (15) calendar days from receipt of the request.

Aftera pre-certification request fornon-urgent care has been submitted to the Plan,and if an extension of
time to make a decision is necessary due to circumstances beyond the control of the Plan, the Plan will,
within fifteen (15) calendar days from receipt of the request, provide the covered person (or authorized
representative) with a notice detailing the circumstances and the date by which the Plan expects to render a
decision. If the circumstances include a failure to submit necessary information, th e notice will specifically
describe the needed information. The covered person will have forty-five (45) calendar days to providethe
information requested, and the Plan will complete its determination of the claim no later than fifteen (15)
calendar days after receipt by the Plan of the requested information. Failure to respond in a timely and
complete manner will result in an adverse benefit determination.

CONCURRENT CARE CLAIMS

If an extension beyond the original certification is required, the covered person (or authorized representative) shall
callthe Health Care Management Organization for continuation of certification.

If a covered person (or authorized representative) requests to extend a previously approved hospitalization or an
ongoing course of treatment, and;

1.

2.

The request involves non-urgent care, then the extension request must be processed within fifteen (15)
calendar days after the request was received.
The inpatient admission or ongoing course of treatment involves urgent care, and

a. Therequestisreceived atleast twenty-four (24) hours beforethe scheduled end ofa hospitalization
or course of treatment, then the request must be ruled upon, and the coveredperson (or authorized
representative) notified as soonaspossible taking into consideration medical exigencies but no later
than twenty-four (24) hours after the request was received; or

b. The request is received less than twenty-four (24) hours before the scheduled end of the
hospitalization or course of treatment, then therequestmust be ruled upon, and the covered person
(or authorized representative) notified as soon as possible but no later than seventy -two (72) hours
after the request was received; or

c. The request is received less than twenty-four (24) hours before the scheduled end of the
hospitalization or course of treatment and additional information is required, the covered person (or
authorized representative) will be notified within twenty-four (24) hours of the additional
informationrequired. The coveredperson (or authorized representative) has forty-eight (48) hours
to provide such information (may be oral unless written is requested). Upon timely response, the
covered person (or authorized representative) will be notified as soonas possible but no later than
forty-eight (48) hours after receipt of additional information. Failure to submit requested
information timely will result in an adverse benefit determination of such request.

If the Health Care Management Organization determines that the hospital stay or course of treatment should be
decreased or terminated before the end of the fixed number of days and/or treatments, or the fixed time period that
was previously approved, then the Health Care Management Organization shall:

1.

2.

Notify the covered person of the proposed change, and

Allow the coveredperson to file anappealand obtain a decision, before the end ofthe fixed number of days
and/or treatments, or the fixed time period that was previously approved.
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If, at the end of a previously approved hospitalization or course of treatment, the Health Care Management
Organization determines that continued confinement is no longer medically necessary, additional days will not be
certified. (Referto Appealing an Adverse Benefit Determination of a Denied Pre-Service Claim discussion below.)

NOTICE OF ADVERSE BENEFIT DETERMINATION ON A PRE-
SERVICE CLAIM

If a pre-certification request is denied in whole or in part, the plan administrator (or its designee) shall provide the
covered person (or authorized representative) with a written Notice of an Adverse Benefit Determination on a Pre-
Service Claim within the time frames above.

The Notice of Adverse Benefit Determination on a Pre-Service Claim shall include an explanation of the denial,

including:
1. Information sufficient to identify the claim involved.
The specific reasons for the denial, to include:
a. The denial code and its specific meaning, and
b. A description of the Plan’s standards, if any, used when denying the claim.
3. Reference to the Plan provisions on which the adverse benefit determination is based.
4. A description ofany additional material or information needed and an explanation of why such material or
information is necessary.
5. A description of the Plan’s claim appeal procedure and applicable time limits.
6. A statement that if the covered person’s appeal (Referto Appealing an Adverse Benefit Determination on

a Pre-Service Claimbelow) is denied, the covered person has theright to bringa civil action under section
502 (a) of the Employee Retirement Income Security Act of 1974.

7. If an internal rule, guideline, protocol or other similar criterion was relied upon, the Notice of Adverse
Benefit Determination on a Pre-Service Claim will contain either:
a. A copy of that criterion, or
b. A statement thatsuch criterion was relied upon and will be supplied free of charge, uponrequest.
8. If the adverse benefit determination was based on medical necessity, experimental/investigational
treatment or similar exclusion or limit, the plan administrator (or its designee) will supply either:
a. An explanation ofthe scientific or clinical judgment, applying theterms of the Plan to the covered
person’s medical circumstances, or
b. A statement that such explanation will be supplied free of charge, upon request.

APPEALING AN ADVERSE BENEFIT DETERMINATION OF A DENIED
PRE-SERVICE CLAIM

The “named fiduciary” for purposes of an appeal of an adverse benefit determination of a pre-service claim, as
described in U. S. Department of Labor Regulations 2560.503-1 (issued November 2 1, 2000), is the Pharmacy Benefit
Manager for prescription drug claims when prior authorization is required.

A covered person (or authorized representative) may request a review of an adverse benefit determination of a Pre-
Service claim by makinga verbal or written request to the named fiduciary or Quantum Health within one hundred
eighty (180) calendar days from receipt of notification of the adverse benefit determination and stating the reasons
the coveredperson feels the claim shouldnot havebeendenied. 1fthe coveredperson (or authorized representative)
wishes to appeal the adverse benefit determination when the services in question have already been rendered, such
an appeal will be considered as a separate post-service claim. (Refer to Post-Service Claim Procedure discussion
above.)
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The following describes the review process and rights of the covered person for a full and fair review:

1.

2.

8.

The coveredperson hasthe right to submit documents, information and comments and to present testimony.
The coveredperson has theright to access, free of charge, relevantinformation to the claim for benefits.

Before a final determination on appeal is rendered, the covered person willbe provided, free of charge, with
any new oradditional rationale or evidence considered, relied upon, or generated by the Plan in connection
with the claim. Such information will be provided as soon as possible and sufficiently in advance of the
notice of finalinternal determination to give the covered person an opportunity to respond. The period for
providing notice of final determination on appeal will be tolled until the earliest of the following dates:

a. The date the covered person responds to the new or additional rationale or evidence; or
b. Three (3) weeks from the datethenew or additional rationale or evidence wasmailed to the covered
person.

The review takes into account all information submitted by the coveredperson,evenif it was not considered
in the initial benefit determination.

The review will not afford deference to the original adverse benefit determination.
The review will not be performed by:

a. The individual who originally denied the claim, nor
b. Subordinate to the individual who originally denied the claim.

If the original adverse benefit determination was, in whole or in part, based on medical judgment:

a. The review will consult with a professional provider who has appropriate training and experience
in the field involving the medical judgment.
b. The professional provider will be neither:

L An individual who was consulted in connection with the original adverse benefit
determination, nor

ii. A subordinate of any other professional provider who was consulted in connection with
the original adverse benefit determination.

Ifrequested, thereview will identify the medical or vocational expert(s) who gave advice in connection with
the original adverse benefit determination, whether or not the advice was relied upon.

NOTICE OF PRE-SERVICE DETERMINATION ON APPEAL

The plan administrator (or its designee) shall provide the coveredperson (or authorized representative ) with a written
Notice of Appeal Decision assoonaspossible, but not later than thirty (30) calendar days from receipt of the appeal
(not applicable to urgent care claims).

If the appealis denied, the Notice of Appeal Decision will contain an explanation of the decision, including:

1.
2.
3.

The specific reasons for the adverse benefit determination.

Reference to specific Plan provisions on which the adverse benefit determination is based.

A statementthat the covered person has the right to access, free of charge, relevantinformation to the chim
for benefits.

A statementof the covered person’s right to requestanexternal review and a description ofthe process for
requesting such a review.
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5. A statement that if the covered person’s appealis denied, the covered person has the right to bring a civil
action under section 502 (a) of the Employee Retirement Income Security Act of 1974.
6. If an internal rule, guideline, protocol or other similar criterion was relied upon, the Notice of Appeal
Decision will contain either:
a. A copy of that criterion, or
b. A statement thatsuch criterion was relied upon and will be supplied free of charge, uponrequest.
7. If the adverse benefit determination was based on medical necessity, experimental/investigational
treatment or similar exclusion or limit, the plan administrator (or its designee) will supply either:
a. An explanation of the scientific or clinical judgment, applying the terms of the Plan to the
claimant’s medical circumstances, or
b. A statement that such explanation will be supplied free of charge, upon request.

POST-SERVICE AND PRE-SERVICE CLAIM EXTERNAL APPEALS
PROCEDURE

EXTERNAL APPEAL

A covered person, or the covered person’s authorized representative, may request a review of an adverse benefit
determination appealif the claim determination involves medical judgment; whether items or services are subject to
the requirements specified in numbers 1. through 6. in the subsection Nonpreferred Provider, under the section,
Preferred Provider and Nonpreferred Provider; or a rescission by making written request to the claims administrator
within four (4) months of receipt ofnotification of the finalinternal adverse benefit determination. Medical judgment
includes, but is not limited to:

Medical necessity;

Appropriateness;

Experimental or investigational treatment;
Health care setting;

Level of care; and

Effectiveness of a covered expense.

Sk Wb =

If there is no corresponding date four (4) months after the date of receipt of such a notice, then the request must be
made by the first day of the fifth month following the receipt of the notice of final internal adverse benefit
determination. {Note: If the date of receipt of the notice is October 30, because there is no February 30, the request
must be filed by March 1, or the next day if March 1* falls on a Saturday, Sunday or Federal holiday.}

RIGHT TO EXTERNAL APPEAL

Within five (5) business days of receipt ofthe request, the claims administrator will perform a preliminary review of
the request to determine if the request is eligible for external review, based on confirmation that the final internal
adverse benefit determination was the result of:

1. Medical judgment;

2. Whether items or services are subject to the requirements specified in numbers 1. through 6. in the
Nonpreferred Provider subsection, under the Preferred Provider or Nonpreferred Provider section; or

3. Rescission of coverage under this Plan.
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NOTICE OF RIGHT TO EXTERNAL APPEAL

The plan administrator (or its designee) shall provide the coveredperson (or authorized representative ) with a written
notice of the decision as to whether the claim is eligible for external review within one (1) business day after
completion of the preliminary review.

The Notice of Right to External Appeal shall include the following:

1. The reason for ineligibility and the availability of the Employee Benefits Security Administration at
1-866-444-3272 if the request is complete but not eligible for external review.
2. If the request is incomplete, the information or materials necessary to make the request complete and the

opportunity forthe covered person to perfect the external review request by the later of the following:

a. The four (4) month filing period; or
b. Within the forty-eight(48) hour timeperiod following the covered person’s receipt of notification.

INDEPENDENT REVIEW ORGANIZATION

For external reviews by an Independent Review Organization (IRO), such IRO shall be accredited by URAC or a
similar nationally recognized accrediting organization and shall be assigned to conduct the external review. The
assigned IRO will timely notify the covered person in writing of the request’s eligibility and acceptance for extemal
review.

NOTICE OF EXTERNAL REVIEW DETERMINATION

The assigned IRO shall provide the plan administrator (or its designee) and the covered person (or authorzed
representative) with a written notice of the final external review decision within forty-five (45) days afterreceipt of
the external review request.

The Notice of Final External Review Decision fromthe IROis binding on the covered person,the Plan and claims
administrator, except to the extent that other remedies may be available under State or Federal law.

EXPEDITED EXTERNAL REVIEW

The plan administrator (orits designee) shallprovide the covered person (or authorized representative) the right to
request an expedited external review upon the covered person’s receipt of either of the following;

1. An adverse benefit determination involving a medical condition for which the timeframe noted above for
completion of an internal appeal would seriously jeopardize the health or life of the covered person or the
covered person’s ability to regain maximum function and the covered person has filed an intemal appeal
request.

2. A final internal adverse benefit determination involving a medical condition for which the timeframe for
completionof a standard external review would seriously jeopardizethe health orlife of the coveredperson
or the covered person’s ability to regain maximum function or if the final internal adverse benefit
determination involves any of the following:

a. An admission,

b. Availability of care,

c. Continued stay, or

d. A health care item or service for which the covered person received emergency services but has

not yet been discharged from a facility.

92



Docusign Envelope ID: 955B97A0-F7E7-4DOF-B53C-4F8673EDC4A9

o BlueCross BlueShield
@ of lllinois

Immediately upon receipt of the request for Expedited External Review, the Plan will do all of the following:

1. Perform a preliminary review to detenmine whether the request meets the requirements in the subsection,
Right to External Appeal.
2. Send notice ofthe Plan’s decision, as described in the subsection, Notice of Right to External Appeal.

Upon determination that a request is eligible for external review, the Plan will do all of the following:

1. Assign an IRO as described in the subsection, Independent Review Organization.
Provide all necessary documents or information used to make the adverse benefit determination or final
adverse benefit determination to the IRO either by telephone, facsimile, electronically or other expeditious
method.

The assigned IRO will provide notice of final external review decision as expeditiously as the covered person’s
medical condition or circumstances require, but in no event more than seventy-two (72) hours after receipt of the
expedited external review request. The notice shall follow the requirements in the subsection, Nofice of External
Review Determination. If the notice of the expedited external review determination was not in writing, the assigned
IRO shall provide the plan administrator (or its designee) and the covered person (or authorized representative)
written confirmation of its decision within forty-eight (48) hours after the date of providing that notice.
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COORDINATION OF BENEFITS

The Coordination of Benefits provision is intended to prevent duplication of benefits. It applies when the covered
personisalso covered by any Other Plan(s). Whenmorethan one coverage exists, one plannomally pays its benefits
in full, referred to asthe primary plan. The Other Plan(s), referred to as secondary plan, pays a reduced benefit. When
coordination ofbenefits occurs, the total benefit payable by allplans will not exceed onehundred percent (100%) of
"allowable expenses." Only the amount paid by this Plan willbe charged against the Essential Health Benefits/non-
Essential Health Benefits maximum benefit.

The Coordination of Benefits provision applies whether ornot a claim is filed under the Other Plan(s). If another plan
provides benefits in the form of services rather than cash, the reasonable value ofthe servicerendered shall be deemed
the benefit paid.

DEFINITIONS APPLICABLE TO THIS PROVISION

"Allowable Expenses" means any reasonable, necessary, and customary expenses incurred while covered under this
Plan,partorallof which would be covered under this Plan. Allowable Expenses donotinclude expenses contained

in the "Exclusions" sections of this Plan.

When this Plan is secondary, "Allowable Expense" will include any deductible or coinsurance amounts not paid by
the Other Plan(s).

This Plan is not eligible to be elected as primary coverage in lieu of automobile benefits. Paymentsfrom automobile
insurance will always be primary and this Plan shall be secondary only.

When this Plan is secondary, "Allowable Expense" shall notinclude any amount thatis not payable under the primary
plan as a result of a contract between the primary plan and a provider of service in which such provider a grees to
accept a reduced payment and not to bill the covered person for the difference between the provider's contracted
amount and the provider's regular billed charge.

"Other Plan" means any plan, policy or coverage providing benefits or services for, or by reason of medical, dental or
vision care. Such Other Plan(s) do not include flexible spending accounts (FSA), health reimbursement accounts
(HRA), health savings accounts (HSA), or individual medical, dental or vision insurance policies. "Other Plan" alo
doesnot include Tricare, Medicare, Medicaid ora state child health insurance program (CHIP). Such Other Plan(s)
may include, without limitation:

1. Group insurance or any other arrangement for coverage for coveredpersons in a group, whether on an insured
or uninsured basis, including, but not limited to, hospital indemnity benefits and hospital reimbursement-
type plans;

2. Hospital ormedical service organization ona group basis, group practice, and other group prepayment plans

oron an individual basis having a provision similar in effect to this provision;

3. A licensed Health Maintenance Organization (HMO);

4. Any coverage for students which is sponsored by, or provided through, a school or other educational
institution;

5. Any coverage under a government program and any coverage required or provided by any statute;
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6. Group automobile insurance;
7. Individual automobile insurance coverage;
8. Individual automobile insurance coverage based upon the principles of "No-fault" coverage;
9. Any plan orpolicies funded in whole orin part by anemployer, or deductions made by anemployer from a

person's compensation or retirement benefits;

10. Labor/managementtrusteed, union welfare, employer organization, or employee benefit organization plans.
"This Plan" shallmeanthat portion of the employer's Plan which provides benefits thatare subjectto this provision.

"Claim Determination Period" means a calendar year or that portion of a calendar year during which the covered
person for whom a claim is made has been covered under this Plan.

EFFECT ON BENEFITS

This provision shall apply in determining the benefits for a covered person for each claim determination period for
the Allowable Expenses. [f this Plan is secondary, the benefits paid under this Plan may be reduced so thatthe sum
of benefits paid by all plans does not exceed 100% of total Allowable Expenses.

Ifthe rules set forth below would require this Plan to determineits benefits before such Other Plan, then the benefits
of such Other Plan will be ignored for the purposes of determining the benefits under this Plan.

ORDER OF BENEFIT DETERMINATION

Except as provided below in Coordination with Medicare, each plan will make its claim payment according to the
first applicable provision in the following list of provisions which determine the order of benefit payment:

1. No Coordination of Benefits Provision
If the Other Plan contains no provisions for coordination of benefits, then its benefitsshallbe paid beforeall
Other Plan(s).

2. Member/Dependent

The plan which covers the claimantdirectly pays before a plan that covers the claimant as a dependent.

3. Dependent Children of Parents not Separated or Divorced
The plan covering the parent whose birthday (month and day) occurs earlierin the yearpays first. The plan

coveringthe parent whosebirthday falls later in the year pays second. Ifboth parents have the same birthday,
the plan that covered a parent longer pays first. A parent's year of birth is not relevant in applying this rule.

4. Dependent Children of Separated or Divorced Parents
When parents are separated or divorced, the birthday rule does not apply, instead:

a. If a court decreehas given one parent financial responsibility for the child's health care, the plan of
that parent pays first. The plan of the stepparent married to that parent, if any, pays second. The
plan of the other natural parent pays third. The plan ofthe spouse of the other natural parent, if any,
pays fourth.

b. In the absenceof such a court decree, the plan of the parent with custody pays first. The plan of the
stepparent married to the parent with custody, if any, pays second. The planof the parent without
custody pays third. Theplan of the spouse of the parent without custody, if any, pays fourth.
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5. Active/Inactive
The plan coveringa person as anactive (notlaid offorretired) employee oras that person's dependent pays
first. The plan covering that person as a laid off or retired employee, or as that person's dependent pays
second.

6. Longer/Shorter Length of Coverage
Ifnone of the above rules determine the order of benefits, the plan coveringa person longer pays first. The
plan covering that person for a shorter time pays second.

COORDINATION WITH MEDICARE

Individuals may be eligible for Medicare Part Aatno costif they: (i)are age 65 or older, (ii) have been determined
by the Social Security Administration to be disabled, or (iii) have end stage renal disease. Participation in Medicare
Part B and Dis available to all individuals who make application and pay the full cost of the coverage.

1. When an employee becomes entitled to Medicare coverage (due to age or disability) and is still actively at
work, the employee may continue health coverage under this Plan at the same level of benefits and
contribution rate that applied before reaching Medicare entitlement.

2. When a dependent becomesentitled to Medicare coverage (due toage or disability) and the employee s still
actively at work, the dependent may continue health coverage under this Plan at the same level of benefits
and contribution rate that applied before reaching Medicare entitlement.

3. [fthe employee and/or dependent are also enrolled in Medicare (due toage or disability), this Plan shall pay
as the primary plan. If, however, the Medicare enrollmentis dueto end stage renal disease, the Plan’s primary
paymentobligation willend atthe end ofthe thirty (30) month “coordination period” as provided in Medicare
lawand regulations. Ifthe employee and/or dependent does not elect Medicarebutis otherwise eligible due
to end stage renal disease, benefits will be paid as if Medicare has been elected and this Plan will pay
secondary benefits upon completion of the thirty (30) month “coordination period.”

4. Notwithstanding Paragraphs 1 to 3 above, if the employer (including certain affiliated entities that are
considered the same employer for this purpose) has fewer than one hundred (100) employees, when a covered
dependent becomes entitled to Medicare coverage due to total disability, as determined by the Social
Security Administration, and the employee is actively-at-work, Medicare will pay as the primary payer for
claims of the dependent and this Plan will pay secondary.

5. Ifthe employee and/or dependent elect to discontinue health coverage under this Plan and enroll under the
Medicare program, no benefits will be paid under this Plan. Medicare will be the only payor.

This section is subject to the terms of the Medicare laws and regulations. Any changes in these related laws and
regulations will apply to the provisions of this section.

LIMITATIONS ON PAYMENTS

In no event shall the covered person recover under this Plan and all Other Plan(s) combined more than the total
Allowable Expenses offered by this Plan and the Other Plan(s). Nothing contained in this section shall entitle the
covered person to benefits in excess of the total Essential Health Benefits/non-Essential Health Benefits maxinmum
benefit of this Plan during the claim determination period. The covered person shall refund to the employer any
excess it may have paid.
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RIGHT TO RECEIVE AND RELEASE NECESSARY INFORMATION

For the purposes of determining the applicability of and implementing the terms of this Coordination of Benefits
provision, the Plan may, without the consent of or notice to any person, release to or obtain from any insurance
company or any other organization any information, regarding other insurance, with respect to any covered person.
Any person claiming benefits under this Plan shall furnish to the employer such information as may be necessary to
implement the Coordination of Benefits provision.

FACILITY OF BENEFIT PAYMENT

Whenever payments which should havebeen made under this Plan in accordance with this provision have been made
underany Other Plan, the employer shallhave theright, exercisable alone and in its sole discretion, to pay overto any
organization making such other paymentsany amounts it shall determine to be warranted in order to satisfy the intent
of this provision. Amounts so paid shall be deemed to be benefits paid under this Plan and, to the extent of such
payments, the employer shall be fully discharged from liability.

AUTOMOBILE ACCIDENT BENEFITS

The Plan’s liability forexpenses arising out of an automobile accidentshall always be secondary to any automobile
insurance, irrespective of the type of automobile insurance law that is in effectin the covered person’s state of
residence. Currently, there are three (3) types of state automobile insurance laws.

1. No-fault automobile insurance laws
2. Financial responsibility laws
3. Other automobile liability insurance laws

No Fault Automobile Insurance Laws. In no event will the Plan pay any claim presented by or on behalf of an
employee forlost wages ora coveredperson for medical benefits that would havebeen payable under an automobile
insurance policy but for an election made by the principal named insured under the automobile policy that reduced
covered levels and/or subsequent premium. This is intended to exclude, as a covered expense, an employee's lost
wages or a covered person's medical expenses arising from an automobile accident that are payable under an
automobile insurance policy or that would have been payable under an automobile insurance policy but for such an
election.

1. In the event an employee shall incur lost wages or a covered person incurs medical expenses as a result of
injuries sustained in an automobile accident while “covered by an automobile insurance policy,” as an
operatorof the vehicle, as a passenger, orasa pedestrian, benefits will be further limited to medical expenses,
that would in no event be payable under the automobile insurance; provided however that benefits payable
due to a required deductible under the automobile insurance policy willbe paid by the Plan up to the amount
equalto that deductible.

2. For the purposes of this section the following people are deemed “covered by an automobile insurance
policy.”
a. An owner or principal named insured individual under such policy.
b. A family member of an insured person for whom coverage is provided under the terms and
conditions of the automobile insurance policy.
c. Any otherpersonwho, except for the existenceof the Plan, would be eligible formedical expense

benefits under an automobile insurance policy.
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Financial Responsibility Laws. The Plan will be secondary to any potentially applicable automobile insurance even
if the state’s “financial responsibility law” does not allow the Plan to be secondary.

Other Automobile Liability Insurance. If the state does not have a no-fault automobile insurance law ora “financial
responsibility” law, the Plan is secondary to automobile insurance coverage or to any other person or entity who
caused the accident or who may be liable for the employee’s lost wages or covered person's medical expenses pursuant
to the general rule for Subrogation/Reimbursement.
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SUBROGATION/REIMBURSEMENT

The Plan is designed to only pay covered expenses for which payment is not available from anyone else, including
any insurance company or another health plan. In orderto helpa coveredperson in a timeof need, however, the Plan
may pay covered expenses that may be or become the responsibility of another person, provided that the Plan later
receives reimbursement for those payments (hereinafter called “Reimbursable Payments”).

Therefore, by enrolling in the Plan, as well as by applying for payment of covered expenses, a covered person is
subject to,andagrees to, the following terms and conditions with respect to the amount of covered expenses paid by
the Plan:

1. Assignment of Rights (Subrogation). The covered person automatically assigns to the Plan any rights the
covered person mayhave to recoverallor part of the same covered expenses from any party, including an
insurer or another group health program (except flexible spending a ccounts, health reimbursementaccounts
and health savings accounts), but limited to the amount of Reimbursable Payments made by the Plan. This
assignment includes, without limitation, the assignment of a right to any funds paid by a third party to a
covered person orpaid to another for the benefit of the covered person. This assignment applies on a first-
dollarbasis (i.e., has priority over otherrights), applies whether the funds paid to (or for the benefit of) the
covered person constitute a full ora partialrecovery, and even applies to fundsactually orallegedly paid for
non-medical or dental charges, attorney fees, or other costs and expenses. This assignment also allows the
Planto pursue any claim that the covered person may have, whether ornot the covered person chooses to
pursue thatclaim. By this assignment, the Plan’s right to recover from insurers includes, without limitation,
such recoveryrights a gainstno-fault auto insurance carriers in a situation where no third party may beliable,
and from any uninsured or underinsured motorist coverage.

2. Equitable Lien and other Equitable Remedies. The Plan shall have an equitable lien against any rights the
covered person may have to recover the same covered expenses from any party, including an insurer or
another group health program, but limited to the amount of Reimbursable Payments made by the Plan. The
equitable lien also attaches to any right to payment from workers’ compensation, whether by judgment or
settlement, where the Plan has paid covered expenses prior to a determination that the covered expenses
arose out of and in the course of employment. Paymentby workers’ compensation insurers or the employer
will be deemed to mean that such a determination has been made.

This equitable lien shall also attach to any money or property thatis obtained by anybody (including, butnot
limited to, the covered person,the covered person’s attorney, and/or a trust) as a result of an exercise of the
covered person’s rights of recovery (sometimesreferred to as “proceeds”). The Plan shall also be entitled to
seek any other equitable remedy a gainst any party possessing or controlling such proceeds. At the discretion
of the plan administrator, the Plan may reduce any future covered expenses otherwise available to the
covered person under the Plan by anamount up to thetotalamount of Reimbursable Payments made by the
Plan that is subject to the equitable lien.

This and any other provisions of the Plan concering equitable liens and other equitable remedies are
intended to meet the standards for enforcement under ERISA that were enunciated in the United States
Supreme Court’s decision entitled, Great-West Life & Annuity Insurance Co. v. Knudson, 534 US 204
(2002). The provisions ofthe Plan concerning subrogation, equitable liens and other equitable remedies are
also intended to supersede the applicability of the federal common law doctrines commonly referred to as the
“make whole” rule and the “common fund” rule.

3. Assisting in Plan’s Reimbursement Activities. The covered person has an obligation to assist the Plan to
obtain reimbursement of the Reimbursable Payments that it has made on behalf of the covered person, and
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to providethe Plan with any information concerning the covered person’s other insurance coverage (whether
through automobile insurance, other group health program, or otherwise) and any other person or entity
(includingtheir insurer(s)) that may be obligated to provide payments or benefits to or for the benefit of the
covered person. The coveredperson is required to (a) cooperate fully in the Plan’s (or any Plan fiduciary’s)
enforcement of the terms of the Plan, including the exercise of the Plan’s right to subrogation and
reimbursement, whether a gainst the covered person or any third party, (b) not do anything to prejudice those
enforcement efforts orrights (such as settlinga claim against another party without includingthe Plan asa
co-payee for the amount of the Reimbursable Payments and notifying the Plan), (c) sign any document
deemed by the plan administrator to be relevant to protecting the Plan’s subrogation, reimbursement or
other rights, and (d) provide relevant information when requested. The term “information” includes any
documents, insurance policies, police reports, or any reasonable requestby the plan administrator or claims
administrator to enforce the Plan’s rights.

The plan administrator has delegated to the claims administrator for medical claims the right to perform ministerial

functions required to assert the Plan's rights with regard to such claims and benefits; however, the plan administrator
shall retain discretionary authority with regard to asserting the Plan's recovery rights.
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GENERAL PROVISIONS

ADMINISTRATION OF THE PLAN

The Plan is administered through the Human Resources Department of the employer. The employer is the plan
administrator. The plan administrator shall have full charge of the operation and management of the Plan. The
employer has retained the services of an independent claims administrator experienced in claims review.

The employer is the named fiduciary of the Plan. The employer maintains discretionary authority to interpret the
terms of the Plan, including but not limited to, determination of eligibility for and entitlement to Plan benefits in
accordance with the terms of the 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.

For assistance with enrollment, dependent verification, pending benefit events, please reach out to your plan
administrator at: 833-433-5272 (833-43-ELARA).

APPLICABLE LAW

All provisions ofthe Plan shallbe construed and administered in a manner consistent with the requirements under the
Employee Retirement Income Security Act of 1974 (ERISA), as amended.

ASSIGNMENT

Coverage and the covered person’s rightsunderthis Plan maynot be assigned. A direction to pay a provider is not
an assignment of any right under this Plan or of any legal or equitable right to institute any court proceeding.

Payment of Benefits

Benefits will be processed as soon as the necessary proof to support the claim is received. Written proof must be
provided for all benefits. All covered health benefits are payable to the covered person. However, the Plan has the
right to pay any health benefits to the service provider. This will be done unless the coveredperson has told the claims
administrator otherwise by the time the coveredperson files the claim and a reasonable amount oftime for the claims
administrator to process the covered person’s request.

Preferred providers normally billthe Plan directly. If services, supplies or treatments have been received from such
a provider, benefits are automatically paid to thatprovider. The coveredperson's portion of the negotiated rate, after

the Plan's payment, will then be billed to the covered person by the preferred provider.

The Plan will pay benefits to the responsible party of an alternate recipient as designated in a Qualified Medical
Child Support Order (QMCSO) or National Medical Support Notice (NMSN).

Additional Provisions
The Plan’s, plan sponsor’s, claims administrator’s failure to im plement or insist upon compliance with any provision

of'this Plan atany given time or times, shallnotconstitutea waiver of theright to implement or insist upon compliance
with that provision at any other time or times.
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BENEFITS NOT TRANSFERABLE

Except as otherwise stated herein, no person other than an eligible covered person is entitled to receive benefits
under the Plan. Such right to benefits is not transferable.

CLAIM EDITS

Claim edits derived from nationally recognized standards, including but not limited to: CPT, HCPCS, ICD-10 and
modifiers, maybe applied to covered expensesto ensure appropriate valid code relationshipsand to identify bundling
and unbundling scenarios. As a result, covered expenses may be reduced.

CLERICAL ERROR

No clerical error on the part of the employer or claims administrator shall operate to defeat any of the rights,
privileges, services, or benefits ofany employee or any dependent(s) hereunder, nor create or continue coverage which
would not otherwise validly become effective or continue in force hereunder. An equitable adjustment of contributions
and/or benefits willbe madewhenthe error ordelay is discovered. However, if more than six (6) months has elapsed
prior to discovery ofany error, any adjustmentof contributions shallbe waived. No party shallbe liable for the failure
of any other party to perform.

CONFORMITY WITH STATUTE(S)

Any provision of the Plan which is in conflict with statutes which are applicable to the Plan is hereby amended to
conform to the minimum requirements of said statute(s).

EFFECTIVE DATE OF THE PLAN

The effective date of the modifications contained herein is January 1, 2026.

FRAUD OR INTENTIONAL MISREPRESENTATION

If the covered person or anyone actingon behalf of a covered person makes a false statement on the application for
enrollment, or withholds information with intent to deceive oraffect the acceptance of the enrollment application or
the risks assumed by the Plan, or otherwise misleads the Plan, the Plan shall be entitled to recover its damages,
including legalfees, from the coveredperson, or from any other personresponsible for misleading the Plan, and from
the person for whom the benefits were provided. Any fraud or intentional misrepresentation of a material fact onthe
part of the covered person or an individual seeking coverage on behalf of the individual in making application for
coverage, or any application for reclassification thereof, or for service thereunder is prohibited and shall render the
coverage under the Plan null and void.

FREE CHOICE OF HOSPITAL AND PHYSICIAN

Nothing contained in the Plan shallin any way ormanner restrict or interfere with the right of any person entitled to
benefits hereunder to select a hospital orto make a free choice of the attending p hysician or professional provider.
However, benefits will be paid in accordance with the provisions ofthe Plan, and the covered person may have higher
out-of-pocket expenses if the covered person uses the services of a nonpreferred provider.
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INCAPACITY

If, in the opinion ofthe employer, a covered person forwhom a claim has beenmadeis incapable of furnishing a valid
receipt of payment due that coveredperson and in the absence of written evidence to the Plan of the qualification of
a guardian or personal representative forthat covered person’s estate, the employer may on behalfof the Plan, athis
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 the Plan's obligation to the
extent of such payment.

INCONTESTABILITY

All statements made by the employerorby the employee covered under the Plan shallbe deemed representations and
not warranties. Such statements shallnot void orreduce the benefits underthe Plan orbe used in defense to a claim
unless they are contained in writing and signed by the employer or by the covered person, as the case may be. A
statement made shall not be used in any legal contest unless a copy of the instrument containing the statement is or
has been furnished to the other party to such a contest.

INFORMATION AND RECORDS

You agree thatit is yourresponsibility to insure thatany provider, other Blue Cross and Blue Shield Plan, insurance

company, employee benefit association, government body or program, any other person or entity, having knowledge

of orrecordsrelatingto (a)anyillness or injury for which a claim or claims for benefits are made under the Plan, (b)
any medical history whichmight be pertinent to suchillness, injury, claim or claims, or (c) any benefits or indemnity

on account of such illness or injury or on account of any previous illness or injury which may be pertinent to such

claim or claims, furnish to the claim administrator or its agent, and agree that any such provider, person or other
entity may furnish to the claim administrator or its agent, at any time upon its request, any and all information and
records (including copies of records) relating to such illness, injury, claim or claims. In addition, the claim
administrator may furnish similar information andrecords (or copies of records) to providers, Blue Cross and Blue

Shield Plans, insurance companies, governmental bodies or programs or other entities providing insurance-type
benefits requesting the same. [tis also yourresponsibility to furnish the claim administrator and/or your employer or
group administrator information regarding your or your dependents becoming eligible for Med icare, termination of
Medicare eligibility orany changes in Medicare eligibility status in order that the claim administrator be able to make
claim payments in accordance with MSP laws.

LEGAL ACTIONS

The decision by the plan administrator/claims administrator on review will be final, binding, and conclusive, and
will be afforded the maximum deference permitted by law. All claim review procedures provided for in this Plan
Documentmust be exhausted before any legal or equitable action is brought. Notwithstanding any other state or federal
law,any andalllegalactions to recover benefits, whether a gainstthe Plan, plan administrator/claims administrator,
any other person or fiduciary, or their employees, must be filed within one (1) year from the date all claim review
procedures provided for in this Plan Document have been exhausted.

LIMITS ON LIABILITY

Liability hereunder is limited to the services and benefits specified, and the employer shall not be liable for any
obligation of the covered person incurred in excess thereof. The employer shall not be liable for the negligence,
wrongfulact, oromission of any physician, professional provider, hospital, or other institution, or their employees,
or any other person. The liability of the Plan shall be limited to the benefits payable under the Plan and shall not
include any liability for suffering or general damages.
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LOST DISTRIBUTEES

Any benefit payable hereunder shall be deemed forfeited if the plan administrator is unable to locate the covered
person to whom payment is due, provided, however, that such benefits shall be reinstated if a claim is made by the
covered person forthe forfeited benefits within the timeprescribed in the applicable Claim Filing Procedure section
of this document.

MEDICAID ELIGIBILITY AND ASSIGNMENT OF RIGHTS

The Plan will not take into account whether anindividualis eligible for, or is currently receiving, medical assistance
under a state plan for medical assistance as provided under Title XIX of the Social Security Act ("State Medicaid
Plan") eitherin enrolling that individualas a covered person orin determining ormaking any payment of benefis to
that individual. The Plan will pay benefits with respect to such individual in accordance with any assignment ofrights
made by or on behalf of such individual as required under a state Medicaid plan pursuant to § 1912(a)(1)(A) of the
Social Security Act. To the extent payment has been made to such individual under a state Medicaid Plan and this
Planhasa legalliability to makepayments for the same services, supplies or treatment, paymentunder the Plan 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, supplies or treatment under the Plan.

NOTICES

Any information ornotice which you furnish to the claim administrator underthe Plan as described herein must be
in writing and sent to Blue Cross and Blue Shield of Illinois at its offices at 300 East Randolph, Chicago, Illinois
60601 (unless anotheraddress has been stated in this Plan fora specific situation). Any information ornotice which
the claim administrator furnishes to youmust be in writing and sent to youat youraddress asit appears on the claim
administrator’s records or in care of your employer and if applicable, in the case ofa Qualified Medical Child Support
Order, to the designated representative as it appears on the claim administrator’s records. The claim administrator
may also provide such notices electronically to the extent permitted by applicable law.

PHYSICAL EXAMINATIONS REQUIRED BY THE PLAN

The Plan, at its own expense, shall ha ve theright to require an examination ofa person covered under the Plan when
and as often as it may reasonably require during the pendency of a claim.

PLAN IS NOT A CONTRACT

The Plan shallnotbe deemedto constitutea contractbetween the employer and any employee ortobe a consideration
for, oran inducement or condition of, the employmentof any employee. Nothing in the Plan shallbe deemed to give
any employee the right to be retained in the service of the employer orto interfere with the right of the employer to
terminate the employment of any employee at any time.

PLAN MODIFICATION AND AMENDMENT

The employer may modify or amend the Plan from time to time at its sole discretion, and such amendments or
modifications which affect covered persons will be communicated to the covered persons. Any such amendments
shallbe in writing, setting forththe modified provisions of the Plan, the effective date ofthe modifications, and shall
be signed by the employer's designee.

Such modification oramendment shallbe duly incorporated in writing into the master copy of the Plan on file with
the employer, or a written copy thereofshall be deposited with such master copy ofthe Plan. Appropriate filing and
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reporting of any such modification oramendment with governmental authorities, if applicable, and to covered persons
shall be timely made by the employer.

PLAN TERMINATION

The employerreserves theright to terminate the Plan at any time. Upon termination, the rights ofthe covered persons
to benefits are limited to claims incurred up to the date of termination. Any termination of the Plan will be
communicated to the covered persons.

PRIOR PLAN COVERAGE

Employees and dependents who are covered underthe employer's prior plan as of the day immediately priorto the
effective date of this Plan shall be covered hereunder, provided they have elected coverage under this Plan. Employees
who havenot satisfied the prior plan's waiting period shall become effective under this Plan upon completing the
waiting period of the prior plan.

PRONOUNS

All personal pronouns used in the Plan shallincludeeither gender unless the context clearly indicates to the contrary.

RECOVERY FOR OVERPAYMENT

If this Plan pays benefits for covered expenses incurred by youoryourdependents and it is found that the payment
was more thanit should have been, orit was madein error (“Overpayment”), this Plan or the claim administrator has
the right to obtain a refund of the Overpaymentamount from: (i) the personto, or for whom, such benefits were paid,
or (i) any insurance company or plan, or (iii) any other persons, entities, or organizations, including, but not limited
to preferred providers or nonpreferred providers.

If no refund is received, this Plan and/or claim administrator (either in its capacity as insurer or administrator) has
the right to deduct any refund for any Overpayment due up to an amount equal to the Overpayment, from:

a. Any future benefit payment made to any person or entity under this Plan, whether for the same or
a different member; or

b. Any futurebenefit payment made to any person or entity under another Blue Cross and Blue Shield
administered ASO benefit program; or

c. Any futurebenefit payment made to any person or entity under another Blue Cross and Blue Shield
insured group benefit plan or individual policy; or

d. Any future benefit payment, or other payment, made to any person or entity; or

e. Any future benefit payment owed to one or more preferred providers or nonpreferred providers.

Further, the claim administrator has the right to reduce your benefit plan’s payment to a Provider by the amount
necessary torecover another plan’s Overpaymentto the same Provider and to remit the recovered amount to the other
plan.

REIMBURSEMENT PROVISION

Notwithstanding anything to the contrary under this Plan document, if a covered person incurs expenses for illness
or injury that occurred due to negligence of a third party and benefits are provided for covered services described n
this Plan, the covered person agrees:

1. the claims administrator has the rights to reimbursement for all benefits the claims administrator provided
from anyand all damages collected from the third party for those same expenses whether by action at law,
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settlement, or compromise, by the covered person or their legalrepresentativeas a result of illnessor injury,
in the amount of the total covered expenses or provider’s claim charge for covered services for which the
claims administrator has provided benefits to the covered person, reduced by any network adjustments or
otheradjustments (e.g., average discount percentage (“ADP’)) applicable to the covered person’s claim or
claims.

2. the claims administrator is assigned the right to recover from the third party, or his or her insurer, to the
extent of the benefits the claims administrator provided for that illness or injury.

The claims administrator shall have the right to first reimbursement outof all funds the coveredperson, ortheir legal
representative, are or were able to obtain for the same expenses for which the claims administrator has provided
benefits as a result of that illness or injury.

The covered person is required to furnish any information or assistance or provide any documents that the claims
administrator may reasonably require in order to obtain our rights under this provision. This provision applies whether
or not the third party admits liability. (See provisions of this Plan regarding “Claims Administrator’s Separate
Financial Arrangements with Providers and other Entities.”)

SEVERABILITY

Should any part of this Plan subsequently be invalidated by a court of competent jurisdiction, the remainder of the
Plan shall be given effect to the maximum extent possible.

STATUS CHANGE

If an employee or dependenthas a statuschange while covered under this Plan (i.e., dependent to employee, COBRA
to active) and no interruption in coverage has occurred, the Plan will provide continuouscoverage with respect to any
deductible(s), coinsurance and Essential Health Benefits/non-Essential Health Benefits maximum benefit.

TIME EFFECTIVE

The effective time with respect to any dates used in the Plan shallbe 12:01 a.m. as may be legally in effect at the
address of the plan administrator.

WORKERS' COMPENSATION NOT AFFECTED

This Plan is not in lieu of, and does not a ffect any requirement for, coverage by Workers' Compensation Insurance.
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HIPAA PRIVACY

The following provisions are intended to comply with applicable Plan amendment requirements under Federal
regulation implementing Section 264 ofthe Health Insurance Portability and Accountability Act of 1996 (HIPAA).

DISCLOSURE BY PLAN TO PLAN SPONSOR

The Plan may take the following actions only upon receipt of a Plan amendment certification:
1. Disclose protected health information to the plan sponsor.

2. Provide for or permit the disclosure of protected health informationto the plan sponsor by a health insurance
issuer or HMO with respect to the Plan.

USE AND DISCLOSURE BY PLAN SPONSOR

The plan sponsor may use or disclose protected health information received from the Plan to the extent not
inconsistent with the provisions of this HIPAA Privacy section or the privacy rule.

OBLIGATIONS OF PLAN SPONSOR

The plan sponsor shall have the following obligations:
1. Ensure that:

a. Any agents (including a subcontractor) to whom it provides protected health information received
from the Plan agree to the same restrictions and conditions that apply to the plan sponsor with
respect to such information; and

b. Adequate separation between the Plan and the plan sponsor is established in compliance with the
requirement in 45 C.F.R. 164.504(f)(2)(iii).

2. Not use or further disclose protected health information received from the Plan, other than as permitted or
required by the Plan documents or as required by law.

3. Not use or disclose protected health information received from the Plan:
a. For employment-related actions and decisions; or
b. In connection with any other benefit or employee benefit plan of the plan sponsor.
4, Report to the Plan any use or disclosure of the protected health information received from the Plan that i

inconsistent with the use or disclosure provided for of which it becomes aware.

5. Make available protected health information received from the Plan, as and to the extent required by the
privacy rule:

a. For access to the individual;

b. Foramendmentand incorporate any amendments to protected health information received from the
Plan; and

c. To provide an accounting of disclosures.
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Make its internal practices, books, and records relating to the use and disclosure of protected health
informationreceived from the Plan available to the Secretary ofthe U.S. Department of Health and Human
Services for purposes of determining compliance by the Plan with the privacy rule.

Return or destroy all protected health information received from the Plan that the plan sponsor stillmaintains
in any form and retain no copies whenno longerneeded for the purpose for which the disclosureby the Plan
was made, butif suchreturn or destruction is not feasible, limit furtherusesand disclosuresto those purposes
that make the return or destruction of the information infeasible.

Provide protected health information only to those individuals, under the control of the plan sponsor who
perform administrative functions for the Plan; (i.e., eligibility, enrollment, payroll deduction, benefit
determination, claim reconciliation assistance), and tomake clear to such individuals that they are not to use
protected health information for any reason other than for Plan administrative functions nor to release
protected health information to an unauthorized individual.

Provide protected health information only to those entities required to receive the information in order to
maintain the Plan (i.e., claim administrator, case management vendor, pharmacy benefit manager, claim
subrogation, vendor, claim auditor, network manager, stop-loss insurance carrier, insurance
broker/consultant, and any other entity subcontracted to assist in administering the Plan).

Provide an effective mechanism for resolving issues of noncompliance with regard to the items mentioned
in this provision.

Reasonably and appropriately safeguard electronic protected health information created, received,
maintained, or transmitted to or by the plan sponsor on behalf of the Plan. Specifically, such safeguarding
entails an obligation to:

a. Implement administrative, physical, and technical safeguards that reasonably and approprately
protect the confidentiality, integrity, and availability of the electronic protected health information
that the plan sponsor creates, receives, maintains, or transmits on behalf of the Plan;

b. Ensure thatthe adequate separation as required by 45 C.F.R. 164.504(f)(2)(iii) is supported by
reasonable and appropriate security measures;

c. Ensure that any agent, including a subcontractor, to whom it provides this information agrees to
implement reasonable and appropriate security measures to protect the information; and

d. Report to the Plan any security incident of which it becomes aware.

EXCEPTIONS

Notwithstanding any other provision of this HIPAA Privacy section, the Plan (or a health insurance issuer or HMO
with respect to the Plan) may:

1.

Disclose summary health information to the plan sponsor if the plan sponsor requests it for the purpose of:

a. Obtaining premium bids from health plans for providing health insurance coverage under the Plan;
or
b. Modifying, amending, or terminating the Plan;

Disclose to the plan sponsorinformation on whether the individual is participating in the Plan, or is enrolled
in or has disenrolled from a health insurance issuer or HMO offered by the Plan;

Use or disclose protected health information:

a. With (and consistent with) a valid authorization obtained in accordance with the privacy rule;
b. To carry out treatment, payment, or health care operations in accordance with the privacy rule; or
c. As otherwise permitted or required by the privacy rule.
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BW NHHC HOLDCO, INC. dba Elara Caring
Privacy Officer
3010 LBJ Freeway
Suite 1100
Dallas, TX 75234
1-833-433-5272
www.elara.com

NOTICE OF PRIVACY PRACTICES
Effective Date of this Notice: Same as the effective date on the cover page of this Plan

This notice describes how medical information about you may be used and disclosed and how you can get access to this
information. Please review it carefully.

YOUR RIGHTS

You have the right to:

Get a copy of your health and claims records

Correct your health and claims records

Request confidential communication

Ask us to limit the information we share

Get a list of those with whom we’ve shared your information

Get a copy of this privacy notice

Choose someone to act for you

File a complaint if you believe your privacy rights have been violated

Fa@mo ao o

YOUR CHOICES

You have some choices in the way that we use and share information as we:
a.  Answer coverage questions from your family and friends
b. Provide disaster relief
c.  Market our services and sell your information

OUR USES AND DISCLOSURES

We may use and share your information as we:

Help manage the health care treatment you receive

Run our organization

Pay for your health services

Administer your health plan

Help with public health and safety issues

Do research

Comply with the law

Respond to organ and tissue donation requests and work with a medical examiner or funeral director
Address workers’ compensation, law enforcement, and other government requests

Respond to lawsuits and legal actions

T EFER Mo a0 ow

YOUR RIGHTS

When it comes to your health information, you have certain rights. This section explains your rights and some of our
responsibilities to help you.

Get a copy of health and claims records

a. You can ask to see or get a copy of your health and claims records and other health information we have about
you. Ask us how to do this.
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b. We will provide acopy or asummary of your health and claims records, usually within 30 days of your request.
We may charge a reasonable, cost-based fee.

Ask us to correct health and claims records

a.  Youcan ask us to correct your health and claims records if you think they are incorrect or incomplete. Ask us how
to do this.
b. We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications

a.  Youcan ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different
address.
b. We will consider all reasonable requests, and must say “yes” if you tell us you would be in danger if we do not.

Ask us to limit what we use or share

a.  You can ask us not to use or share certain health information for treatment, payment, or our operations.
b. We are not required to agree to your request, and we may say “no” if it would affect your care.

Get a list of those with whom we’ve shared information

a.  Youcan ask for alist (accounting) of the times we’ve shared your health information for six years prior to the date
you ask, who we shared it with, and why.

b. We will include all the disclosures except for those about treatment, payment, and health care operations, and
certain other disclosures (such as any youasked us to make). We’ll provide one accountinga year for free but will
charge a reasonable, cost-based fee if you ask for another one within 12 months.

Get a copy of this privacy notice

You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We wil
provide you with a paper copy promptly.

Choose someone to act for you

a. If you have given someone medical power of attorney or if someone is your legal guardian, that person can
exercise your rights and make choices about your health information.
b.  We will make sure the person has this authority and can act for you before we take any action.

File a complaint if you feel your rights are violated

a.  You can complain if you feel we have violated your rights by contacting us using the information on page 1.

b.  You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by
sendinga letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1 -877-696-6775, or visiting
www.hhs.gov/ocr/privacy/hipaa/complaints/.

c.  We will not retaliate against you for filing a complaint.

YOUR CHOICES

For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we
share your information in the situations described below, talk to us. Tell us what you want us to do, and we will follow your
instructions.

In these cases, you have both the right and choice to tell us to:

a.  Share information with your family, close friends, or others involved in payment for your care
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b. Share information in a disaster relief situation

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your
information if we believe it is in your best interest. We may also share yourinformation when needed to lessen a serious and
imminent threat to health or safety.

In these cases we never share your information unless you give us written permission:

a. Marketing purposes
b. Sale of your information

OUR USES AND DISCLOSURES

How do we typically use or share your health information?
We typically use or share your health information in the following ways.
Help manage the health care treatment you receive
We can use your health information and share it with professionals who are treating you.
Example: A doctor sends us information about your diagnosis and treatment plan so we can arrange additional services.
Run our organization
a.  We can use and disclose your information to run our organization and contact you when necessary.

b. We are not allowed to use genetic information to decide whether we will give you coverage and the price of that
coverage. This does not apply to long term care plans.

Example: We use health information about you to develop better services for you.
Pay for your health services

We can use and disclose your health information as we pay for your health services.

Example: We share information about you with your dental plan to coordinate payment for your dental work.
Administer your plan

We may disclose your health information to your health plan sponsor for plan administration.

Example: Your company contracts with us to provide a health plan, and we provide your company with certain statistics to
explain the premiums we charge.

How else can we use or share your health information?

We are allowed or required to share your information in other ways — usually in ways that contribute to the public good, such as
public health and research. We have to meet many conditions in the law before we can share your information for these purposes.
For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public health and safety issues
We can share health information about you for certain situations such as:

a. Preventing disease
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Helping with product recalls

Reporting adverse reactions to medications

Reporting suspected abuse, neglect, or domestic violence
Preventing or reducing a serious threat to anyone’s health or safety

o oo o

Do research
We can use or share your information for health research.
Comply with the law

We will share information about you if state or federal laws require it, including with the Department of Health and Human
Services if it wants to see that we’re complying with federal privacy law.

Respond to organ and tissue donation requests and work with a medical examiner or funeral director

a.  We can share health information about you with organ procurement organizations.
b. We can share health information with a coroner, medical examiner, or funeral director when an individual dies.

Address workers’ compensation, law enforcement, and other government requests
We can use or share health information about you:

For workers’ compensation claims

For law enforcement purposes or with a law enforcement official

With health oversight agencies for activities authorized by law
For special government functions such as military, national security, and presidential protective services

po o

Respond to lawsuits and legal actions

We can share health information about you in response to a court or administrative order, or in response to a subpoena.

OUR RESPONSIBILITIES

a. We are required by law to maintain the privacy and security of your protected health information.

b. We will let you know promptly if a breach occurs that may have compromised the privacy or security of your
information.

c.  We must follow the duties and privacy practices described in this notice and give you a copy of it.

d. We will notuse or share your information other than as described here unless you tell us we can in writing, If you
tell us we can, you may change your mind at any time. Let us know in writing if you change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

CHANGES TO THE TERMS OF THIS NOTICE

We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will be
available upon request, on our web site, and we will mail a copy to you.
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DEFINITIONS

Certain words and terms used herein shallbe definedas follows and are shown in bold and italics throughout the
document:

Accident
An unforeseen event resulting in injury.

Acquired Brain Injury

Acquired brain injury shallmean a neurological insult to the brain, which is not hereditary, congenital, or
degenerative. The injury tothe brain has occurred after birth and results in a change in neuronal activity, which
results in an impairment of physical functioning, sensory processing, cognition, or psychosocial behavior.

Adverse Benefit Determination

Adverse benefit determination shallmean any of the following:

A denial in benefits.

A reduction in benefits.

A rescission of coverage, even if the rescission does not impact a current claim for benefits.

A termination of benefits.

A failure to provide or make payment (in whole or in part) fora benefit, including any such denial, reduction,

termination, or failure to provide or make payment that is based on a determination of a covered person’s

eligibility to participate in the Plan.

6. A denial, reduction, or termination of, or a failure to provide or make payment (in whole or in part) for, a
benefit resulting from the application of any utilization review.

7. A failure to coveran item or service for which benefits are otherwise provided becauseit is determined to be

experimental/investigational or not medically necessary or appropriate.

DR e

Affordable Care Act

The Patient Protection and Affordable Care Act,as amended by the Health Care and Education Reconciliation Act of
2010 and all applicable regulations and regulatory guidance.

Air Mileage Rate

A contracted rate expressed in dollars per loaded mile (statute miles not nautical miles) flown.

Alternate Recipient

Any child of an employee ortheir spouse who is recognized in a Qualified Medical Child Support Order (QM CSO)
orNational Medical Support Notice (NM SN) which has been issued by any court judgment, decree, or order as being
entitled to enrollment for coverage under the Plan.

Ambulatory Surgical Facility

A facility provider with an organized staff of physicians which has been approved by the Joint Commission on the
Accreditation of Healthcare Organizations, or by the Accreditation Association for Ambulatory Health, Inc., or by
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Medicare; orthat has a contract with the Preferred Provider Organization as a preferred provider. An ambulatory
surgical facility is a facility that:

1. Haspermanent facilities and equipment for the purpose of performing surgical procedures on an outpatient
basis;
2. Provides treatment by or under the supervision of physicians and nursing services whenever the covered

person is in the ambulatory surgical facility;
3. Does not provide inpatient accommodations; and
4. Isnot, otherthan incidentally, a facilityusedas an office or clinic for the private practice of a physician.
Anesthesia Conversion Factor
A median contracted rate expressed in dollars per unit.
Applied Behavioral Analysis (ABA)

A type of intensive behavioral therapy in which individuals trained in objective observation, evidence-based
assessment, data collection, and functional analyses utilize these data to produce meaningful changes in human
behavior.

Approved Clinical Trial

A Phase I, Phase 11, Phase II1, or Phase I'V clinical trial that is conducted in relation to the prevention, detection, or
treatmentofcancer or other” life-threatening disease or condition” and is further described in a ccordance with federal
law and applicable federal regulations.

Autism Spectrum Disorder

A condition related to brain development that affects how a person perceives and socializes with others, causing
problems in social interaction and communication. This disorder also includes limited and repetitive behavior.

Average Discount Percentage (“ADP”)

A percentage discount determined by the claims administrator that will be applied to a provider’s covered expense
forcovered services rendered to covered persons by hospitals and certain other health care facilities for purposes of
calculating coinsurance amounts, deductibles, out-of-pocket maximums and/or any benefit maximums. The A DP will
often vary from claim-to-claim. The ADP applicable to a particular claim for covered expenses is the ADP, current
on the date the covered expense is rendered, that is determined by the claims administrator to be relevant to the
particular claim. The ADP reflects the claims administrator’s reasonable estimate of average payments, discounts
and/or other allowances that will result from its contracts with hospitals and other facilities under circumstances
similarto those involved in the particular claim, reduced by anamount notto exceed 15% ofsuch estimate, to reflect
related costs. (See provisions of this Plan document regarding “Claims Administrator’s Separate Financial
Arrangements with Providers and other Entities.””) Indetermining the A DP applicable to a particular claim, the claims
administrator will take into account differences among hospitals and other facilities, the claims administrator’s
contracts with hospitals and other facilities, the nature of the covered expenses involved and other relevant factors.
The ADP shall not apply to covered expenses when benefits under this Plan are secondary to Medicare and/or
coverage under any other group program.
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Base Unit

For an anesthesia service code, base units are specified in the most recent edition (as of the date of service) of the
American Society of Anesthesiologists Relative Value Guide.

Birthing Center

A facilitythatmeets professionally recognized standards and complies with all licensing and other legal requirements
that apply.

Certified IDR Entity

An entity responsible for conducting payment determinations, through the Federal independent dispute resolution
process, that has been certified by the Secretaries of Labor, Health and Human Services and the Treasury.

Chiropractic Care

Services as provided by a licensed Chiropractor, M.D., or D.O. for manipulation or manual modalities in the treatment
of the spinal column, neck, extremities or other joints, other than for a fracture or surgery.

Claims Administrator
Refer to the Summary Plan Description (SPD) section of this document.
Close Relative

The employee's spouse, children, brothers, sisters, or parents; or the children, brothers, sisters or parents of the
employee's spouse.

Coinsurance

The benefit percentage of covered expenses payable by the Plan for benefits that are provided under the Plan. The
coinsurance is applied to covered expenses after the deductible(s) have been met, if applicable.

Complications of Pregnancy

A disease, disorder or condition whichis diagnosed as distinct from pregnancy but is adversely affected by or caused
by pregnancy. Some examples are:

1. Intra-abdominal surgery (but not elective Cesarean Section).
2. Ectopic pregnancy.

3. Toxemia with convulsions (Eclampsia).

4. Pernicious vomiting (hyperemesis gravidarum).

5. Nephrosis.

6. Cardiac Decompensation.

7. Missed Abortion.

8. Miscarriage.
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These conditions are not included: false labor; occasional spotting; rest during pregnancy even if prescribed by a
physician; moming sickness; or like conditions that are not medically termed as complications of pregnancy.

Concurrent Care

A request by a covered person (or their authorized representative) to the Health Care Management Organization
priorto the expirationof a covered person’s current course oftreatment to extend such treatment OR a determination
by the Health Care Management Organization to reduce or terminate an ongoing course of treatment.

Confinement

A continuousstay in a hospital, treatment center, skilled nursing facility, hospice, or birthing centerdue to an illness
or injury diagnosed by a physician. Later stays shall be deemed part of the original confinement unless there was
either complete recovery during the interim from the illness orinjury causingthe initial stay, orunless the latter stay
results from a cause or causes unrelated to the illness or injury causing the initial stay.

Continuing Care Patient

A covered person who, with respect to a preferred provider is:

1. Undergoing a course of treatment for a serious and complex condition from the preferred provider;
2. Undergoing a course of institutional or inpatient care from the preferred provider;

3. Scheduled to undergo nonelective surgery from the preferred provider, including postoperative care;
4. Pregnant and undergoing a course of treatment for the pregnancy from the preferred provider; or

5. Determinedto be teminally ill with a life expectancy of6 months or less and is receiving treatment for such

illness from the preferred provider.

Contracted Rate

The totalamount (including cost sharing) that plans administered by claim administrator is contractually a greed to
pay a preferred provider for covered expenses.

Copay

A cost sharing arrangement whereby a covered person pays a set amount to a provider for a specific service at the
time the service is provided.

Cosmetic Surgery

Surgery for the restoration, repair, or reconstruction of body structures directed toward altering appearance.
Cost Sharing

The amounta coveredperson is responsible for paying for covered expenses. Costsharing includes applicable copays,

coinsuranceand deductible. Costsharing does notinclude balance billing by nonpreferred providers, or the costof
items or services that are not covered expenses.
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Covered Expenses

Medically necessary services, supplies or treatments thatare recommended or provided by a physician, professional
provider or covered facility for the treatment of an illness or injury and that are not specifically excluded from
coverage herein. Covered expenses shall include specified preventive care services.

Covered Person

A person who is eligible forcoverage underthe Plan,orbecomes eligible ata later date, and for whom the coverage
provided by the Plan is in effect.

Custodial Care

Care provided primarily for maintenance of the covered person, or which is designed essentially to assist the covered
person in meeting his activities of daily living and which is not primarily provided for its therapeutic value in the
treatment of an illness or injury. Custodial care includes, but is not limited to help in walking, bathing, dressing,
feeding, preparation of special diets and supervision over self-administration of medications. Such services shall be
considered custodial care without regard to the provider by whom or by which they are prescribed, recommended or
performed.

Room and board and skilled nursing services are not, however, considered custodial care (1) if provided dunng
confinement in an institution for which coverage is a vailable under the Plan, and (2) if combined with other medically
necessary therapeutic services, under accepted medical standards, which can reasonably be expected to substantially
improve the covered person's medical condition.

Customary and Reasonable Amount

The customary and reasonable amount will be (a) in the case of a health care provider, other than a professional
provider, which does not have a written agreement with the claims administrator or another Blue Cross and/or Blue
Shield Plan to provide care to covered persons, or is not designated as a preferred provider by any Blue Cross and/or
Blue Shield Plan at the time covered services are rendered, the following amount:

1. the lesser of (unless otherwise required by applicable law or arrangement with the nonpreferred provider) (a)
the provider’s billed charges, and (b) an amount determined by the claims administrator to be approximately
100% ofthe base Medicare reimbursementrate, excluding any Medicare adjustment(s) which is/are based on
information on the claim; or

2. if there is no base Medicare reimbursement rate available for a particular covered service, or if the base
Medicare reimbursement amount cannot otherwise be determined under subsection (i) above based upon the
information submitted ontheclaim, the lesser of (unless otherwise required by applicable law or arrangement
with the nonpreferred provider) (a) the provider’s billed charges and (b) an amount determined by the claims
administrator tobe 150% of the negotiated rate thatwould apply if the services were rendered by a prefemed
professional provider on the date of service; or

3. if the base Medicarereimbursement amountand the customary and reasonable amount cannot be determined
under subsections (i) or (i) above, based upon the information submitted on the claim, then the amount will be
50% of the provider’s billed charges (unless otherwise required by applicable law or arrangement with the
nonpreferred provider), provided, however, that the claims administrator may limit such amountto the lowest
contracted rate that the claims administrator has with a preferred provider for the same or similar services
baseduponthetype of provider and the information submitted on the claim, as of January 1 of the same year
that the covered services are rendered to the covered person.

The claims administrator will utilize the same claim processing rules, edits or methodologies that it utilizes in processing
preferred provider claims for processing claims submitted by nonpreferred providers which may also alter the
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customary and reasonable amount for a particular service. In the event the claims administrator does not have any
claim edits, rules or methodologies, the claims administrator may utilize the Medicare claim rules or edits that are used
by Medicare in processing the claims. The customary and reasonable amount willnot include any additional payments
that may be permitted under the Medicare laws or regulations which are not directly attributable to a specific claim,
including, butnot limited to, disproportionate share payments and graduate medical education payments. In the event the
customary and reasonable amount does not equate to the nonpreferred provider’s claim charge, the covered person
will be responsible for the difference between such amount and the claim charge, along with any applicable copay,
coinsurance and deductible amount(s).

Any change to the Medicare reimbursement amount will be implemented by the claims administrator within one
hundred and ninety (190) daysa fter the effective date that such changeis implemented by the Centers for Medicaid and
Medicare Services, or its successor.

The customary and reasonable amount will be (b) in the case of nonpreferred professional providers, the lesser of
(unless otherwise required by applicable law or arrangement with nonpreferred providers):

1. the provider’s claim charge, or;

2. the claims administrator’s customary and reasonable amount. Except as otherwise provided in this section,
the customary and reasonable amount is developed from base Medicare reimbursements and represents
approximately 100% of the base Medicare reimbursement rate and will exclude any Medicare adjustment(s)
which is/are based on information on the claim. Notwithstanding the preceding sentence, (1) the customary and
reasonable amount for home health care covered services will be 50% of the nonpreferred professional
provider’s standard claim charge for such covered services, (2) the customary and reasonable amount for
ambulanceservices provided by providers (other than providers that bill through a preferred provider, which
use a negotiatedrate) willbe such provider’s billed charge, and (3) the customary and reasonable amount for
other unsolicited providers will be the same as the negotiated rate.

When a Medicare reimbursementrate is not available for a covered service oris unable to be determined based on the
information submitted on the claim, the customary and reasonable amount for nonpreferred professional providers will
be 100% of the claims administrator’s rate for such covered services according to its current schedule of maximum
allowances. If there is no rate according to the schedule of maximum allowances, then the customary and reasonable
amount will be 25% of claim charges.

The claims administrator will utilize the same claim processing rules, edits or methodologies that it utilizes in processing
preferred professional provider claims for processing claims submitted by nonpreferred professional providers which
may also alter the customary and reasonable amount for a particular covered service. In the event the claims
administrator does nothave any claim edits, rules or methodologies, the claims administrator may utilize the Medicare
claim rules or edits that are used by Medicare in processing such claims. The customary and reasonable amount wil
not include any additional paymentsthat may be pemitted under the Medicarelaws or regulations which are not directly
attributable to a specific claim, including, but not limited to, disproportionate share payments and graduate medical
education payments. Inthe event the customary and reasonable amount does not equate to the nonpreferred professional
provider’s claim charge, the covered person will be responsible for the difference between such amount and the claim
charge, along with any applicable copay, coinsurance and deductible amount(s).

Any change to the Medicare reimbursement amount will be implemented by the claims administrator within one
hundredandninety (190) daysa fter the effective date that such changeis implemented by the Centers for Medicaid and
Medicare Services, or its Successor.

Dentist
A Doctor of Dental Medicine (D.M.D.), a Doctor of Dental Surgery (D.D.S.), a Doctor of Medicine (M.D.), or a

Doctorof Osteopathy (D.O.), otherthana close relative ofthe covered person, who is practicing within the scope of
that Doctor's license.
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Dependent

Refer to the Eligibility, Enrollment and Effective Date, Dependent(s) Eligibility section for what constitutes a
dependent.

Durable Medical Equipment

Medical equipment which:

1. Can withstand repeated use;

2. Is primarily and customarily used to serve a medical purpose;
3. Is generally not used in the absence of an illness or injury;

4. Is appropriate for use in the home.

All provisions of this definition mustbe metbefore an item can be considered durable medical equip ment. Durable
medical equipment includes, but is not limited to crutches, wheelchairs, hospital beds, etc.

Effective Date

The date ofthe Plan or the date on which the covered person's coverage commences, whichever occurs later.
Emergency Medical Condition

A medical condition, including a mental health disorder or substance use disorder, manifesting itself by acute
symptoms of sufficient severity (including severe pain) so that a prudent layperson, who possesses an average

knowledge of healthand medicine, could reasonably expectthe absence of immediate medical attention to result in:

1. Placing the covered person's life (or with respect to a pregnant covered person, the health of the covered
person or the pregnant covered person's unborn child) in serious jeopardy, or

2. Causing serious impairment to bodily functions, or

3. Causing serious dysfunction of any bodily organ or part.

Emergency Services

1. With respect to an emergency medical condition, a medical screening examination that is within the

capability of the emergency department of a hospital or of an independent fireestanding emergency
department, including ancillary services routinely available to the emergency department to evaluate such
emergency medical condition, and such further medical examination and treatment, to the extent they are
within the capabilities of the staff and facilities available at a hospital or an independent freestanding
emergency department, as are required to stabilize the patient; and

2. Additional items and services,
a. For which benefits are provided or covered under this Plan; and
b. That are furnished by a nonpreferred provider (regardless of the department of the hospital or

independent freestanding emergency department in which such items or services are furnished)
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after the covered person is stabilized and as part of outpatient observation or an inpatient or
outpatient stay withrespectto the visit in which the services provided by the emergency department
are furnished; however, such items and services shall not be included as emergency services if:

i The attending physician or treating provider determines that the covered person is able
to travel usingnonmedical transportation or nonemergency medical transportation to an
available preferred provider or facility located within a reasonable travel distance, taking
into account the individual’s medical condition;

1. Notice and Consent Criteria is satisfied, as specified in section, Preferred Provider or
Nonpreferred Provider,undernumber 6. of subsection Nonpreferred Provider; and

iii. The covered person (or an authorized representative) is in a condition to receive the
notice and consent described in the Notice and Consent Criteria as determined by the
attending emergency physician or treating provider using appropria te medical judgment,
and to provide informed consent in accordance with applicable law.

Employee

A person directly involved in the regular business of and compensated for services, as reported on the individuals
annual W-2 form, by the employer, who is regularly scheduled to work notless than the hours per work week as listed
in the section titled Eligibility, Enroliment and Effective Date, Employee Eligibility on a full-time status basis.
Employer

The employer is BW NHHC Holdco, Inc. dba Elara Caring.

Essential Health Benefits

Those benefits identified by the U.S. Secretary of Health and Human Services, including benefits for covered expenses
incurred for the following services:

1. Ambulatory patient services;

2. Emergency services;

3. Hospitalization;

4. Maternity and newbormn care;

5. Mental health and substance use disorder services, including behavioral health treatment;
6. Prescription drugs;

7. Habilitative services, rehabilitative services and habilitative and rehabilitative devices;
8. Laboratory services;

9. Preventive and wellness services and chronic disease management;

10. Pediatric services, including oral and vision care.
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Experimental/Investigational

Services, supplies, drugs and treatment which do not constitute accepted medical practice properly within the range
of appropriate medical practice under the standards of the case and by the standards of a reasonably substantial,
qualified, responsible, relevant segment of the medical community or government oversight agencies at the tine
services were rendered.

The claims administrator, employer/plan administrator, or their designee must make an independent evaluation of
the experimental/non-experimental standings of specific technologies. The claims administrator, employer/plan
administrator or their designee shall be guided by a reasonable interpretation of Plan provisions and information
provided by qualified independent vendors who havealso reviewed the informationprovided. The decisions shallbe
madein good faithandrendered following a factual background investigation ofthe claim and the proposed treatment.
The claims administrator, employer/plan administrator or their designee will be guided by the following examples
of experimental services and supplies:

I. If the drugordevice cannotbe lawfully marketed withouta pproval ofthe U.S. Food and Drug Administration
and approval for marketing has not been given at the time the drug or device is furnished; or

2. Ifthe drug, device, medical treatment or procedure, was notreviewed and approved by the treating facility’s
nstitutional review board or otherbody servinga similar function, or if federal law requires such review or
approval; or

3. If “reliable evidence” shows that the drug, device, medical treatment or procedure is the subject of on-going
Phase I orPhase Il clinicaltrials, is in the research, experimental, study or investigational arm of on-going
Phase Il clinicaltrials, oris otherwise under study to determine its maximum tolerated dose, its toxicity, its
safety, or its efficacy as compared with a standard means of treatment or diagnosis; or

4. If “reliable evidence” shows that prevailing opinion among expertsregarding the drug, device, medical
treatment or procedure is that further studies or clinical trials are necessary to determine its maximum
tolerated dose, its toxicity, its safety, or its efficacy as compared with standard means of treatment or
diagnosis.

“Reliable evidence” shallmean only published reports and articles in the authoritative medical and scientific literature;

the written protocol or protocols used by the treating facility or the protocol(s) of another facility studying substantially

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

Facility

A healthcare institution which meets all applicable state or local licensure requirements.

Final Internal Adverse Benefit Determination

An adverse benefitdetermination thathas beenupheld by this Plan atthe conclusion of the internal claim and appeal
process, or an adverse benefit determination with respect to which the internal claim and appeal process has been
deemed exhausted.

Foster Child

A child who is placed with the employee, covered spouse or domestic partner by an authorized placement agency or
by judgment, decree, or other order of any court of competent jurisdiction.
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Full-time

Employees who are regularly scheduled to work not less than the hours per work week as listed in the section titled
Eligibility, Enrollment and Effective Date, Employee Eligibility.

Generic Drug

A prescription drugthat is generally equivalent to a higher-priced brand name drug with the same use and metabolic
disintegration. The drug must meet all Federal Drug Administration (FDA) bioavailability standards and be dispensed
accordingto the professional standards of a licensed phammacist or physician and must be clearly designated by the
pharmacist or physician as generic.

Habilitative and Rehabilitative Devices

Medically necessary devices that are designed to assist a covered person in acquiring, improving, or maintaining,
partially or fully, skills and functioning for daily living. Such devices include, but are not limited to, durable medical
equipment, orthotics, prosthetics, and low vision aids.

Habilitative Services

Medically necessary health careservices thathelp a coveredperson keep, learn orimproveskills and functioning for
daily living. Examples of habilitative services include therapy fora dependentchild who isnot walkingor talking at
the expected age. These services may include physical and occupational therapy, speech-language pathology and other
medically necessary services for people with disabilities in a variety of inpatient and/or outpatient settings.
Habilitative services that are not medically necessary, for example when therapyhas reachedanendpointand goals
have been reached, will not be a covered expense.

Health Care Management

A process of evaluating if services, supplies or treatment are medically necessary and appropriateto help ensure cost-
effective care.

Health Care Management Organization

The individual or organization designated by the employer for the process of evaluating whether the service, supply,
or treatment is medically necessary. The Health Care Management Organization may be contacted by calling the
telephone number for pre-certification found on the covered person’s 1D card.

Home Health Aide Services

Services which may be provided by a person, other than a Registered Nurse, which are medically necessary for the
proper care and treatment of a person.

Home Health Care
Includes the following services: private duty nursing, skilled nursing visits, hospice and IV Infusion therapy.
Home Health Care Agency

An agency or organization which meets fully every one of the following requirements:
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Itis primarily engaged in and duly licensed, if licensing is required, by the appropriate licensing authority,
to provide skilled nursing and other therapeutic services.

Ithasa policy established by a professional group associated with the agency or organizationto govem the
services provided. This professional group must include at least one physician and at least one Registered
Nurse. It must provide for full-time supervision of such services by a physician or Registered Nurse.
It maintains a complete medical record on each covered person.

It has a full-time administrator.

It qualifies as a reimbursable service under Medicare.

Hospice

An agency that provides counseling and medical services and may provide room and board to a terminally ill covered
person and which meets all of the following tests:

1. It provides service twenty-four (24) hours-per-day, seven (7) days a week.

2. It is under the direct supervision of a physician.

3. It has a Nurse coordinator who is a Registered Nurse.

4. It has a social service coordinator who is licensed.

5. Itis an agency that has as its primary purpose the provision of hospice services.
6. It has a full-time administrator.

7. It maintains written records of services provided to the covered person.

8. It is licensed if licensing is required.

Hospital

An institution which meets the following conditions:

1.

Itis licensed and operated in accordance with thelaws ofthe jurisdictionin which it is located which pertain
to hospitals.

It is engaged primarily in providing medical care and treatment to ill and injured persons on an inpatient
basis at the covered person's expense.

It maintains on its premises all the facilities necessary to provide for the diagnosis and medical and surgical
treatment of an illness orinjury; andsuch treatment is provided by orunder the supervision of a physician
with continuous twenty-four (24 ) hour nursing services by orunder the supervision of Registered Nurses.

It qualifies as a hospital and is accredited by the Joint Commission on the Accreditation of Healthcare

Organizations. This condition may be waivedin the case of treatment foran emergency medical condition
in a hospital outside of the United States.
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5. It must be approved by Medicare. This condition may be waived in the case of treatment for an emergency
medical condition in a hospital outside of the United States.

Underno circumstances will a hospital be, other than incidentally,a place forrest, a place forthe aged, ora nursing
home.

Hospital shall include a facility designed exclusively for physical rehabilitative services where the covered person
received treatment as a result of an illness or injury.

The term hospital, when used in conjunction with inpatient confinement for mental health disorders or substance
use disorders, willbe deemed to include an institution which is licensed asa mental hospital or substance use disorder
rehabilitation and/or detoxification facility by the regulatory authority havingresponsibility for such licensing under
the laws of the jurisdiction in which it is located.

Illness

A bodily disorder, disease, physical sickness, or pregnancy ofa coveredperson. Illness also includes a mental health
disorder and substance abuse disorder.

Incurred or Incurred Date
With respect to a covered expense, the date the services, supplies or treatment are provided.
Independent Freestanding Emergency Department

A health care facility thatis geographically sepamate and distinct and licensed separately from a hospital under
applicable State law and provides emergency services.

Injury

A physicalharm ordisability which is the result of a specific incident caused by external means. The physical haimm
or disability must haveoccurred atanidentifiable timeand place. Injury does not include illness or infection of a cut
or wound.

Inpatient

A confinement of a coveredperson in a hospital, hospice, or skilled nursing facility as a registered bed patient, for
twenty-three (23) or more consecutive hours and for whom charges are made for room and board.

Intensive Care

A service which is reserved for critically and seriously ill covered persons requiring constant audio-visual surveillance
which is prescribed by the attending physician.

Intensive Care Unit

A separate, clearly designated servicearea which is maintained within a hespital solely for the provision of intensive
care. It must meet the following conditions:

1. Facilities for special nursing care not available in regular rooms and wards of the hospital,

2. Special life-saving equipment which is immediately available at all times;
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3. At least two beds for the accommodation of the critically ill; and
4. At least one Registered Nurse in continuous and constant attendance twenty -four (24) hours-per-day.

This term does not include care in a surgical recovery room butdoes include cardiac care unit or any such other similar
designation.

Intensive Outpatient Treatment

An outpatient substance use disorder program that operates a minimum of (3) three hours perday at least (3) three
days per week, which includes an individualized treatment plan consisting of assessment, counseling; crisis
intervention, and activity therapies or education.

Late Enrollee

A covered person who did not enroll in the Plan when first eligible or as the result of a special enrollment period.
Layoff

A period of time during which the employee, at the employer's request, does notwork forthe employer, but which is
of a stated or limited duration and after which time the employeeis expected toreturn to full-time, active work. Layoff§
will otherwise be in accordance with the employer's standard personnel practices and policies.

Leave of Absence

A period of time during which the employee does not work, but which is of a stated duration a fter which time the
employee is expected to return to active work.

Maximum Benefit [for Essential Health Benefits/non-Essential Health Benefits]

Any one of the following, or any combination of the following Essential Health Benefits/non-Essential Health
Benefits:

1. The maximum amount paid by the Plan for any one covered person during the entire time the covered person
is covered by the Plan.

2. The maximum amount paid by the Plan for any one covered person for a particular covered expense. The
maximum amount can be for:

a. The entire time the covered person is covered under the Plan, or
b. A specified period of time, such as a calendar year.
3. The maximum number as outlined in the Plan as a covered expense. The maximum number relates to the
number of:
a. Treatments during a specified period of time, or
b. Days of confinement, or
c. Visits by a home health care agency.

The maximum benefittfor Essential Health Benefits and non-Essential Health Benefits is tracked separately.
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Measurement Period

The period of time, as determined by the employer and consistent with Federal law, regulation and guidance, utilized
by the employer to determine whether a variable hour employee worked on average thirty (30) hours per week for the
employer.

Median Contracted Rate

Therate calculated by arranging in order from leastto greatestall of the contracted rates in a geographic area for the
same or similaritem or service thatis provided by a provider or facility in the same or similar specialty or facility type
and selectingthe middle number. If there are an even number of contracted rates, the median contractedrate is the
average of the middle two contracted rates. Median contracted rates are:

calculated separately for CPT code modifiers 26 (professional component) and TC (technical component);
based on an anesthesia conversion factor for each anesthesia service code;

based on air mileage service codes (A0435 and A0436) for airambulance services; and

calculated separately for each service code-modifier, when contracted rates vary based on application of a
modifier.

ao o

Medically Necessary (or Medical Necessity)

Service, supply or treatment which is determined by the claims administrator, employer/plan administrator (or its
designee) to be:

1. Appropriate and consistent with the symptoms and provided for the diagnosis or treatment of the covered
person’s illness or injury and which could not have been omitted without adversely affecting the covered
person’s condition or the quality of the care rendered; and

2. Supplied or performed in accordance with current standards of medical practice within the United States; and

3. Not primarily for the convenience of the covered person or the covered person’s family or professional
provider; and

4. Is an appropriate supply or level of service that safely can be provided; and

5. Is recommended or approved by the attending professional provider.

The fact thata professional provider may prescribe, order, recommend, perform or approve a service, supply or
treatment does not, in and of itself, make the service, supply or treatment medically necessary and the claims
administrator, employer/plan administrator (or its designee), may request and rely uponthe opinion of a physician
orphysicians. The determination ofthe claims administrator, employer/plan administrator (or its designee) shall be
final and binding.

Medicare

The programs established by Title XVIII known as the Health Insurance 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 both programs; and Part D, Medicare Prescription Drug Benefit, including any
subsequent changes or additions to those programs.

Mental Health Disorder

An emotional or mental condition characterized by abnormal functioning of the mind or emotions. Diagnosis and
classifications of these conditions will be determined based on standard DSM (diagnostic and statistical manual of

126



Docusign Envelope ID: 955B97A0-F7E7-4DOF-B53C-4F8673EDC4A9

o BlueCross BlueShield
@ of lllinois

mentaldisorders) or the current edition of International Classification of Diseases, published by the U.S. Department
of Health and Human Services.

Named Fiduciary for Post-Service Claim Appeals

Prescription Drugs

Capital Rx
Named Fiduciary for Pre-Service Claim Appeals

Prescription Drugs

Capital Rx
Negotiated Rate

The rate the preferred providers have contracted to accept as payment in full for covered expenses of the Plan.

Nonparticipating Pharmacy

Any pharmacy, includinga hospitalpharmacy, physician or other organization, licensed to dispense prescription
drugs which does not fall within the definition of a participating pharmacy.

Nonpreferred Provider

A physician, hospital, or other health care provider who does not have an agreement in effect with the Preferred
Provider Organization at the time services are rendered.

Nurse

Alicensed personholding the degree Registered Nurse (R.N.), Licensed Practical Nurse (L.P.N.), Licensed Vocational
Nurse (L.V.N.) or Doctorate of Nursing Practice (D.N.P.) who is practicing within the scope of their license.

Out-of-Network Rate
The final payment amount under this Plan for covered expenses from a nonpreferred provider is:

1. Subject to number 3. below, in a State that hasin effect an applicable specified State law, the amount
determined in accordance with such law.

2. Subject to number 3. below, if no applicable specified State law:
a. Subject tonumber 2.b. below, the agreed amount if the nonpreferred provider and this Plan agree
on an amount of payment (including if the amount agreed upon is the initial amount paid by this
Plan or is agreed through negotiations); or

b. The amount determined by the certified IDR entity.

3. In a State thathas an all-payer model agreement that applies to this Plan, the provider, and theitem or service,
the amount that the State approves under the all-payer model agreement for that item or service.
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Outpatient

A covered person shall be considered to be an outpatient if the covered person is treated at:

1. A hospital as other than an inpatient;
2. A physician's office, laboratory or x-ray facility; or
3. An ambulatory surgical facility; and

The stay is less than twenty-three (23) consecutive hours.
Partial Confinement

A period of at least six (6) hours but less than twenty-four (24) hours perday of active treatment up to five (5) days
per week in a facility licensed or certified by the state in which treatment is received to provide one or more of the

following:

1. Psychiatric services.

2. Treatment of mental health disorders.
3. Substance use disorder treatment.

It may include day, early evening, evening, night care, or a combination of these four.

Participating Pharmacy

Any pharmacy licensed to dispense prescription drugs which is contracted with the pharmacy benefit manager.
Pharmacy Benefit Manager

The pharmacy benefit manager is Capital Rx.

Physical Status Modifier

The standard modifier describing the physical status of the patient used to distinguish between various levels of
complexity of an anesthesia service provided expressed as a unit with a value between zero (0) and three (3).

Physician

A Doctorof Medicine (M.D.) ora Doctor of Osteopathy (D.O.), otherthana closerelative of the covered person who
is practicing within the scope of his license.

Placed For Adoption

The datethe employee assumes legal obligation for the total or partial financial supportof a child during the adoption
process.
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Plan

"Plan" refers to the benefits and provisions for payment of same as described herein. The Plan is the BW NHHC
Holdco, Inc. dba Elara Caring Employee Benefit Plan.

Plan Administrator

The plan administrator is responsible for the day-to-day functions and management of the Plan. The plan
administrator is the employer.

Plan Sponsor

The plan sponsor is BW NHHC Holdco, Inc. dba Elara Caring.

Preferred Provider

A physician, facility or other health care provider who has an agreement in effect with the Preferred Provider
Organization atthetimeservices are rendered. Preferred providers agree to acceptthe negotiated rate as payment in
full.

Preferred Provider Organization

The organization, designated by the plan administrator, who selects and contracts with certain hospitals, p hysicians,
and other health care providers to provide services, supplies and treatment to covered persons at a negotiated rate.
The Preferred Provider Organization’s name and/or logo is shown on the front of the covered person’s 1D card.
Pregnancy

The physical state which results in childbirth or miscarriage.

Primary Care Physician (PCP)

A licensed Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.) who is a general or family practitioner,
pediatrician, gynecologist/obstetrician or general internist and has contracted with the network to render services,
supplies and treatment to covered persons and to assist in managing the care of covered persons.

Prior Plan

Any plan of group accident and health benefits provided by the employer (or its predecessor) foran employee group
which has been replaced by coverage under this Plan.

Privacy Rule

Health Insurance Portability and Accountability Act of 1996 (HIPAA) and its implementing regulation conceming
privacy of individually identifiable health information, as published in 65 Fed. Reg. 82461 (Dec. 28, 2000) and as
modified and published in 67 Fed. Reg. 53181 (Aug. 14,2002).

Professional Provider

A licensed physician; surgeon; or any other licensed practitioner required to be recognized by state law, if applicable,
and performing services within the scope of such license, who is not a family member.
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Provider

Any hospital, health care facility, laboratory, person, or entity duly licensed to render covered expenses to a covered
personor any other provider of medical or dental services, products, or supplies which are covered expenses.

Qualified Prescriber

A physician,dentist or other health care practitioner other thana closerelative ofthe covered personwho may, in the
legal scope of their license, prescribe drugs or medicines.

Qualifying Payment Amount

For items or services furnished during 2022, the median contracted rate on January 31,2019;
Foritems orservices furnished after 2022, the median contracted ratein the immediately preceding year;

For items or services for which there is insufficient information to calculatethe median contracted rate, the
qualifying payment amount will be calculated by identifying the rate that is equal to the median of the
negotiated rates for the same or similar item or service provided in the geographic region in the year
immediately precedingthe yearin which the item orservice is furnished detemrmined through the use of any
eligible database;

Theamountina.,b.,or c. aboveisincreased forinflation in accordance with the CPI-U published by the Bureau of
Labor Statistics of the Department of Labor.

d.

For items orservices furnished during 2022 and billed under a new service code where there is insufficient
information to calculate the median contracted rates, a reasonably related service code that existed in the
immediately preceding year will be identified.

i If the Centers for Medicare & Medicaid Services has establisheda Medicare payment rate for the
item or service billed under thenew service code, the qualifying payment amount will be calculated
by first calculating the ratio of the rate that Medicare pays for the new service code compared to
the rate that Medicare pays for the related service code. This ratio is then multiplied by the
qualifying paymentamount for the related service code forthe yearin which theitem orservice i
fumished.

i. [fthe Centers for Medicare & Medicaid Services hasnotestablisheda Medicare payment rate for
the item or service billed under the new service code, the qualifying payment amount will be
calculated by first calculating theratio ofthe ratethat this Plan reimburses for the new service code
comparedto the ratethis Plan reimburses for the related service code. This ratio is then multiplied
by the qualifying payment amount for the related service code.

For items or services furnished after 2022 and billed under a new service code, the qualifying payment
amount described in letter d. above will be increased for inflation in accordance with the percentage increase
in the CPI-U published by federal regulators.

For anesthesia services furnished during 2022, the median contracted rate for the anesthesia conversion
factor on January 31, 2019, increased for inflation in accordance with the increase in the CPI-U published
by federal regulators (referred to as the indexed median contracted rate for the anesthesia conversion
Sfactor), multiplied by the sum of the base unit, time unit (measured in 15-minute increments or a fraction
thereof), and p hysical status modifierunit. For anesthesia services furnished during 2023 or later, the indexed
median contracted rate for the anesthesia conversion factor will be based on the same or similar item or
service in the immediately preceding year.
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g Forairambulance servicesbilled usingair mileage service codes (A0435 and A0436), the median contracted
rate increased for inflation in accordance with the increase in the CPI-U published by federal regulators
(referred to as the indexed median air mileage rate), multiplied by the number of loaded miles (the number
of miles a patient is transported in the air ambulance vehicle). The qualifying payment amount for other
service codes associated with air ambulance services is calculated consistent with a. through e above.

h. For any other items or services where payment is determined by multiplying a contracted rate by another
unit value, the qualifying payment amount for such items or services will be based on a calculation
methodology similar to f. and g. above.

Recognized Amount

With respect to covered expenses furnished by a nonpreferred provider:

a. Subjectto letter c. of this definition, in a State thathas in effect anapplicable specified Statelaw, the amount
determined in accordance with such law;

b. Subject to letterc. of this definition, in a State that does nothave in effect an applicable specified State law,
the lesser of:

i The provider’s actual charge; or
i. The qualifying payment amount;
c. In a State thathas an all-payer model agreement that applies to this Plan, the provider, and theitem or service,

the amount that the State approves under the all-payer model agreement for that item or service.
Reconstructive Surgery

Surgicalrepair of abnormal structures of thebody, caused by congenital defects, developmental abnormalities, trauma,
infection, tumors or disease.

Rehabilitative Services

Medically necessary health care services that help a coveredperson get back, keep, orimproveskills fordaily living
thathave beenlost orimpaired after sickness, injury, or disability. These services assist individuals in improving or
maintaining, partially or fully, skills and functioning for daily living. Rehabilitative services include, but are not
limited to, physical therapy, occupational therapy, speech-language pathology and audiology, and psychiatric
rehabilitation.

Relevant Information

Relevant information, when used in connection with a claim for benefits or a claim appeal, means any document,
record or other information:

1. Relied on in making the benefit determination; or
That was submitted, considered or generated in the course of making a benefit determination, whether or not
relied upon; or

3. That demonstrates compliance with the duties to makebenefit decisions in accordance with Plan documents
and to make consistent decisions; or
4. That constitutes a statementofpolicy or guidance forthe Plan concerning the denied treatment or benefit for

the covered person’s diagnosis, even if not relied upon.
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Required By Law

The same meaningastheterm “required by law” as defined in 45 CFR 164.501, to the extent not preempted by ERISA
or other Federal law.

Retail Clinic

A clinic whose primary functionis to provide limited routine medical services in a retail-based store location staffed
with licensed professional providers.

Room and Board

Room andlinen service, dietary service, including meals, special diets and nourishments, and general nursing service.
Room and board does not include personal items.

Routine Examination

A comprehensive history and physical examination which would include services as defined in Medical Expense
Benefit, Routine Preventive Care/Wellness Benefit.

Semiprivate

The daily room and board charge which a facility applies to the greatest number of beds in its semiprivate rooms
containing two (2) or more beds.

Serious and Complex Condition

Inthe caseof an acuteillness, a condition that is serious enough to require specialized medical treatmentto avoid the
reasonable possibility of death or permanent harm. Inthe case of a chronic illness or condition, a condition that:

1. Is life-threatening, degenerative, potentially disabling, or congenital; and
2. Requires specialized medical care over a prolonged period of time.

Skilled Nursing Facility

An institution, or distinct partthereof, operated pursuantto law and one whichmeets all of the following conditions:

1. It is licensed to provide, and is engaged in providing, on an inpatient basis, for persons convalescing from
illness orinjury, professional nursing services, and physical restoration services to assist covered persons to
reach a degree of body functioning to permit self-care in essential daily living activities. Such services must

berenderedbya Registered Nurseorbya Licensed Practical Nurse under the direction of a Registered Nurse.

2. Its services are provided for compensation from its covered personsand under the full-time supervision ofa
Pphysician or Registered Nurse.

3. It provides twenty-four (24) hour-a-day nursing services.

4. It maintains a complete medical record on each covered person.

5. Itis not, otherthan incidentally, a place forrest,a place forthe aged, ora placeforcustodial or educational
care.

132



Docusign Envelope ID: 955B97A0-F7E7-4DOF-B53C-4F8673EDC4A9

o BlueCross BlueShield
@ of lllinois

6. It is approved and licensed by Medicare.

This term shall also apply to expenses incurred in an institution referring to itself as an extended care facility,
convalescent nursing facility, or any such other similar designation.

Stability Period

The period of timeas determined by the employer and consistent with Federal law, regulation and guidance, after the
measurement period has been completed.

Stabilize

To provide medical treatment ofan emergency medical condition as necessary, to assure within reasonable medical
probability, that no material deterioration of the condition is likely to result from or occur during the transfer of the
covered person froma facility, including delivery with respect to a pregnant woman who is having contractions.

Substance Use Disorder

Any disease or condition that is classified as a substance use disorder in the current edition of the Intemational
Classification of Diseases or the Diagnostic and Statistical Manual of Mental Disorders published by the American
Psychiatric Association, in effectat the time services are rendered. The factthat a disorder is listed in the Intemational
Classification of Diseases or the Diagnostic and Statistical Manual of Mental Disorders, or any other publication does
not mean that treatment of the disorder is covered by this Plan.

Telemedicine Services

Telephone or web-based video consultations and health information provided by a state licensed physician. Such
services include telebehavioral health or mental health disorder health services provided by a physician or other
licensed provider.

Telemedicine Services Vendor

The telemedicine services vendor is P360.

Total Disability or Totally Disabled

The employeeis prevented from engaging in the employee'sregular, customary occupation dueto illness or accident,
and is performing no work of anykind for compensation or profit; ora dependent is prevented from engagingin all
of the normal activities of a person of like age and sex who is in good health due to illness or accident.

Treatment Center

1. An institution which does not qualify as a hospital, but which does provide a program of effective medical
and therapeutic treatment for substance use disorders, and

2. Where coverage of such treatment is mandated by law, has been licensed and approved by the regulatory
authority having responsibility for such licensing and approvalunder the law, or

3. Where coverage of such treatment is not mandated by law, meets all of the following requirements:
a. Itis establishedand operated in accordance with the applicable laws of the jurisdiction in which it
is located.
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It provides a program of treatment approved by the physician.

c. Ithasormaintains a written, specific, and detailed regimenrequiring full-time residence and full-
time participation by the covered person.

d. It provides at least the following basic services:
1. Room and board
i, Evaluation and diagnosis
iii. Counseling
v. Referral and orientation to specialized community resources.

Urgent Care

An emergency medical condition or an onsetof severe pain thatcannot be managed withoutimmediate treatment.
Urgent Care Center

A facility whichis engaged primarily in providing minor emergency and episodic medical care and which has:

1. a board-certified physician, a Registered Nurse (RN) and a registered x-ray technician in attendance at all
times;
2. has x-ray and laboratory equipment and life support systems.

An urgent care center may include a clinic located at, operated in conjunction with, or which is part of a regular
hospital.

Variable Hour Employee

An employee as defined by Federal law, regulation and guidance.
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APPENDIX A
PROGRAMS AND SERVICES

HINGE

Hinge is a digital musculoskeletal solution that provides a covered person with access to personalized care and
coaching, andeducational tools to assist the covered person with their chronic back andjointpain. With thehelp ofa
personal coachand physical therapist, the coveredperson can access focused exercise therapy and feedback through
the Hinge app.

The covered person will receive the following after signing up for this program:

1. Wearable sensors to guide stretches that can connect to the Hinge Health app and give the covered person
live feedback on their positioning during stretches and exercises.

2. Personalized exercise therapy three (3) times each week that guides the covered person through fifteen (15)
minute sessions that increase in difficulty as the covered person progresses.

3. Unlimited one-on-one health coaching via text, email orcallthat is tailored to the covered person’s goals.

A covered person may access the Hinge solution at www.myBlueElementIL.com.
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APPENDIX B

ATTENTION: Ifyou speaka differentlanguage, language assistance services are available to you free of charge.
Call 1-866-920-1963.

Espafiol (Spanish)
ATENCION: sihablaespafiol, tiene a su disposicionservicios gratuitos deasistencia lingiiistica. Llame al 1-866-
920-1963.

Bl (Chinese)
HE WREEHAEES S, BVLUABREEESEIRE., FHE 1-866-920-1963.

Tiéng Viét (Vietnamese) N ~ )
CHUY: NéubannoiTiéng Viét, c6 cac dich vu ho tro ngén ngit mien phidanh cho ban. Goiso 1-866-920-1963.

3] (Korean)

Fol: o] B ALGIA LS, Q0] A QMM A8 T o] §3H4 5 AL LI T 1-866-920-19638 0.5
SEEERES

Tagalog (Tagalog — Filipino)
PAUNAWA: Kungnagsasalitaka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walangbayad. Tumawagsa 1-866-920-1963.

Pycckuii (Russian)
BHUMAHME: Ecimm Bbl TOBOpUTEHA PYCCKOM SI3BIKE, TO BaM JOCTYIHEI OCIUIATHEIE yCITyTH TIEpeBOia. 3BOHHUTE
1-866-920-1963.

in ») (Arabic)
oSl s anall Caila & 5) 3691-029-668-1 & ol laally Gl j1 554 salll ac Lusal) cilana (8 Axlll S CanticuiS 1y 24k sala

Kreyol Ayisyen (French Creole)
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis ¢d poulangkidisponib gratis pou ou. Rele 1-866-920-1963.

Francais (French)
ATTENTION: Sivous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez
le 1-866-920-1963.

Polski (Polish)

UWAGA: Jezelimowisz po polsku, mozesz skorzystac z bezplatnej pomocy jezykowej. Zadzwon pod numer 1 -
866-920-1963.

Portugués (Portuguese)
ATENCAOQ: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-866-920-1963.

Italiano (Italian)

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-866-920-1963.

Deutsch (German)
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer: 1-866-920-1963.
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H AGE (Japanese)
HEEFE: HAREZ SO 56, BRIOSIEEZ TR W72 97, 1-866-920-1963 £ T, &R
T IEE LTI,

Ao ol 1-866-920-1963 L .adh (e at) B Laddi (5 50 g8 ) &) a0 ) SO i€ e S8 w8 gl 4 SIida gl
&t Hindi)

- —. - b - - - . s
ST %0 1% AT 257 Fr9 2 A7 A1 o7 g | SO AT Far suersd 2
1-866-920-1963 1% AT v |

<Luytintili (Armenian)

NFGUALNRE8NFG Bt fununid tp hugtiptt, wyw akq wy fwp Jupnn &b mpudunny by (iqujub
wewlgnipub Swnuynipnibbtin: Qubquhwnbp [1-866-920-1963 ]

d1%2Udl (Gujarati)
YUatl: Al AN oAl cllcdcll &l, Al (A:9es Gl UslaA A dAHIRL M2 GUuds 8.

E-Slﬂ‘l. 5 :":1 1-866-920-1963

Hmoob (Hmong)

LUS CEEV: Yogtiaskojhaislus Hmoob, covkevpab txoglus, muaj kevpabdawb rau koj. Hu rau 1-866-920-
1963.

33,30 (Urdu) ) o
1-866-020-1963. S IS - s il (0 e ot S 310 LS () oSl 55 e S 5 o K11k

()

&1 (Cambodian)
[Uwsg: 1I0ASMEASUNW MANISI NN SWigsAMman

(=4
INWESAS WU AMGEISINUUITH MY 51 1801 1:866-920-1963
Yarst (Punjabi)

Ih“" 3] TL‘C':@: ﬁg‘ﬂcl']"h—_rrg‘l Q’&éé, I I ﬁg H'-'J'FE:" ﬁﬁréd'é E-E"T]:!Gd @LH‘SHLI é_l
1866.920-1063 3 TS |

9IRST_(Bengali)

TR FPel: T A GRAT, PAT Fele MEH, ©RE (BT OF] T2 GG ST alitm] (&
PP | g66.920-1963

w7 (Yiddish)

VDI HREOX 119 »I9 DYDINIWO 271 TRIDW TOX IND IRAIRD (WIVT L PR UV TR DI AR IR1-866-920-1963.
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AMCE  (Amharic)
MAFOF: PILGIA 3L ATICT NPT PTCII° ACAS SCETE N1 ALLINPT FHIEAPA: @F TLhiAd-
FBPVC LM 0 1.866-920-1963.

A g (Thai
Bow: FAMUNAMEN MyAEINsa TduansTumaanens l6nWs Tns 1-866-920-1963.

Oroomiffa (Oromo)
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa a faanii, kanfaltiidhaanala, niargama. Bilbilaa
1-866-920-1963.

Ilokano (Tlocano)
PAKDAAR: Nu saritaemtillocano, tiserbisyo para tibaddangtilengguahenga awananbayadna, ketsidadaan para
kenyam. Awagan ti 1-866-920-1963.

w9990 (Lao)

2 ' & o o ' @ 2 4 o ' } o o 2 1
TU0IV: 1709 WIVCIMWIFI 290, NIVVSNM FOBCTDGMWIFY, Losticyan, ccuvSwon v, ns 1-866-
920-1963.

Shqip (Albanian)
KUJDES: Nése flitni shqip, pérju ka né dispozicion shérbime té asistenc€s gjuhésore, pa pagesé. Telefononiné 1 -
866-920-1963.

Srpsko-hrvatski (Serbo-Croatian)

OBAVIJESTENJE: Ako govorite srpsko-hrvatski, usluge jezi¢ke pomoéi dostupnesu vam besplatno. Nazovite 1 -
866-920-1963.

Ykpainceka (Ukrainian)
YBAT'A! Skmio Bu po3MOBIISIETe YKPATHCHKOK MOBOTO, BU MOXKETE 3BEPHYTHCS 10 0€3KOIMITOBHOT CITYKOU MOBHO1
minTpuMki. Tenegonyiite 3a HoMepoM 1-866-920-1963.

ﬁqﬁﬂgﬁegali!
eI et aIser 9 areelg=o ¥ TIEH FET 9 e GEEw Few T 396 T | B

ié = 1-866-920-1963

Nederlands (Dutch)
AANDACHT: Alsu nederlands spreekt, kunt u gratis gebruikmaken van de taalkundige diensten. Bel 1-866-920-
1963.

unD (Karen)

OEJCIESOEJDJE— {:%}ﬁmﬁl ('Dé 0%5@903. éul%l:l ('I%SEPCFJ.:IQ'.@'I'.GJ'I C)‘ECD%’JR5CD£@' ;’:UJ@'Q‘D%CJQ%%CB'L éﬁ
1-866-920-1963

Gagana fa'a Samoa (Samoan)

MOLOU SILAFIA: Afaietetautala Gagana fa'a Samoa, o looiaiauaunaga fesoasoan, e faifua e leaise totogi,
mo oe, Telefonimai: 1- 866-920-1963.

Kajin Majol (Marshallese)
LALE: Ne kwdj konono Kajin Majol, kwomaroii bok jerbalin jipaii ilo kajinne am ejjelok wonaan. Kaalok 1-866-
920-1963.
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Roménd (Romanian)
ATENTIE: Daca vorbitilimbaromana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunatila I -
866-920-1963.

Foosun Chuuk (Trukese)
MEI AUCHEA: Ika ieifoosun fonuomw: Foosun Chuuk, iwe en meitongeniomw kopwe angei aninisin chiakku,
ese kamo. Kori 1-866-920-1963.

Tonga (Tongan)
FAKATOKANGA’I: Kapau ‘okuke Lea-Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau faiatu ha tokoni

ta’etotongi, pea teke lava ‘o ma’uia. Telefonimail-866-920-1963.

Bisaya (Bisayan)
ATENSYON: Kungnagsultika og Cebuano, aduna kay magamit nga mga serbisyo satabang sa lengguwahe, nga
walay bayad. Tawagsa 1-866-920-1963.

Ikirundi (Bantu — Kirundji)
ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisizo gufasha mundimi, ku buntu. Woterefona 1-866-
920-1963.

Kiswahili (Swahili)
KUMBUKA: Tkiwa unazungumza Kiswa hili, unaweza kupata, huduma za lugha, bila malipo. Piga simu 1-866-920-
1963.

Bahasa Indonesia (Indonesian)
PERHATIAN: Jika Anda berbicara dalam Bahasa Indonesia, layananbantuanbahasa akan tersedia secara gratis.
Hubungi 1-866-920-1963.

Tiirkce (Turkish)
DIKKAT: Eger Tiitkce konusuyor iseniz, dil yardimi hizmetlerinden {icretsiz olarak yararlanabilirsiniz. 1-866-920-
1963 irtibat numaralarini arayin.

258 (Kurdish)
s sy Ao Ay 3 52 ey 3a (Ole) el SISl )5S A (anSendudd (53558 ile jan AR 1 J3R13866-920-1963
A5

Sentd ((Teluga)
36 DA WwEDHF B> LV PTPA ATEFEIBID) OB, D FELH Benrd eral LBFALS DB

eSorT ©DI0N.

Thuonjan (Nilotic — Dinka)
PID KENE: Na ye jam né Thuopjan, ke kuony yenékoc waar thook atskuka l1éu yok abacke cin wénh cuaté piny.
Yuopé 1-866-920-1963

1-866-920-1963

Norsk (Norwegian)
MERK: Hvis du snakker norsk, er gratis sprakassistansetjenester tilgjengelige for deg. Ring 1-866-920-1963.

Catala (Catalan)
ATENCIO: Siparleu Catala, teniu disponible un serveid”ajuda lingiiistica sense cap carrec. Truqueu al1-866-920-
1963.

AMnvikd (Greek)
MMPOZOXH: Av piddte eMnvikd, ot d1dbeon cog Ppiokoviat vanpesiec YAOGGIKNG VITOGTNPLENGS, 01 0Toieg
nopEyovtal dwpedv. Karéote 1-866-920-1963.

Igbo asusu (Ibo)
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Ige nti: O buru na asu Ibo asusu, enyemaka diri gi site na call 1-866-920-1963.

¢dé Yoruba (Yoruba)
AKIYESI: Tio ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin o. E pe ero ibanisoro yi 1-866-920-1963.

Lokaiahn Pohnpei (Pohnpeian)

Ni songen mwohmw ohte, komw pahn sohteanahne kawehwe mesen nting me koatoantoal kan ahpw wasa me
ntingie [Lokaiahn Pohnpei] komw kalangan oh ntingidieng ni lokaiahn Pohnpei.

Call 1-866-920-1963.

Deitsch (Pennsylvania Dutch)
Wann du [Deitsch (Pennsylvania German/ Dutch)] schwetzscht, kannschtdu mitaus Koschte ebber gricke, ass dihr
helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-866-920-1963.

ho‘okomo ‘Glelo (Hawaiian)
E NANA MAI: Ina ho‘opuka ‘oe ika ‘6lelo [ho‘okomo ‘dlelo], loa‘a ke kokua manuahiia ‘oe.
E kelepona ia 1-866-920-1963.

Adamawa (Fulfulde)
MAANDO: To a waawi [Adamawa], e woodiballooji-ma to ekkitaaki wolde caahu. Noddu 1-866-920-1963.

tsalagi gawonihisdi (Cherokee)
Hagsesda: iyuhno hyiwoniha [tsalagi gawonihisdi]. Call 1-866-920-1963.

I linguahén Chamoru (Chamorro)
ATENSION: Yanggen un tungo6 [I linguahén Chamoru], i setbision linguahé gaige para hagu dibatde ha .
Agangl 1-866-920-1963.

hice (Assyrian)
«odalnon (adu o (GIARR MR\ ( Qdumad WA L ahwY (Y I iday
1-866-920-1963

i L (die durhaes wiEls Riios acaly

39285 (Burmese)

oao%a:::ilgelé - %ma@s‘j Q0E D0 {|e§POMDs 0% G-iiﬁi?-iilﬂm(ﬂml D203 %(?%él 3aa§| oag:::ga’a@og
80)8e-::::::sao)@1(73@-:::?036]@&3" (ﬁiﬁ:@%d]og 1—866—920—19630?3/L e-::::::sacz:a%d]n

Diné Bizaad (Navajo)

Dii baa ako ninizin: Dil zaad bee yanilti’go Diné Bizaad. saad bee dka’anida’awo déé’, t'aa

Juk'eh, ¢i na holg, koji” hodiilmbh:

1-866-920-1963

Basdo-widu-po-nyd (Bassa)
D¢ denia kedyédégbo: D jit ké m [Basdd-wudu-po-nys]jui ni, nif, a wudu ka ko do po-pod 6éinm gbo kpaa. P4 1-
866-920-1963.

Chahta (Choctaw)
ANOMPA PA PISAH: [Chahta] makilla ish anompolihokma, kvna hosh Nahollo Anompa ya pipilla hosh chi
tosholahinla. Atoko, hattak yvmma im anompoli chi bvnnakmvt, holhtina pa payah: 1-866-920-1963.
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BW NHHC Holdco, Inc. DBA Elara Caring has caused this BW NHHC Holdco, Inc. dba Elara Caring Employee
Benefit Plan (Plan)to takeeffectas of January 1,2026, at Dallas, TX. This is a revision of the Plan previously adopted
January 1,2025. I have read the document herein and certify the document reflects the terms and conditions of the
employee welfare benefit plan as established by BW NHHC Holdco, Inc. DBA Elara Caring.

DocuSigned by:

kndina Kainis 5/11/2026

BY: B1CAR0SRASEA4EC DATE:




