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NOTICE: If you or your family members are covered by more than one health care plan, you may not be able to
collect benefits from both plans. Each plan may require you to follow its rules or use specific doctors and hospitals,
and it may be impossible to comply with both plans at the same time. Read all of the rules very carefully, including

the Coordination of Benefits section, and compare them with the rules of any other plan that covers you or your

family.
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INTRODUCTION

This document is a description of South Central Ohio Insurance Consortium Health Benefit Plan for Employees of
New Lexington City Schools (the Plan). No oral interpretations can change this Plan.

Coverage under the Plan will take effect for an eligible Employee and designated Dependents when the Employee
and such Dependents satisfy the Waiting Period and all the eligibility requirements of the Plan.

The Employer fully intends to maintain this Plan indefinitely. However, it reserves the right to terminate, suspend,
discontinue or amend the Plan at any time and for any reason,

Changes in the Plan may occur in any or all parts of the Plan including benefit coverage, maximurns, exclusions,
limitations, definitions, eligibility and the like.

For Plan Years that begin on or after January 1, 2014, to the extent that an item or service is a covered benefit under
the Plan, the terms of the Plan shall be applied in a manner that does not discriminate against a health care provider
who is acting within the scope of the providet's license or other required credentials under applicable State law. This
provision does not preclude the Plan from setting limits on benefits, including cost sharing provisions, frequency
limits, or restrictions on the methods or seftings in which treatments are provided and does not require the Plan to
accept all types of providers as a Provider.

Failure to follow the eligibility or enrollment requirements of this Plan may result in delay of coverage or no coverage
at all. Reimbursement from the Plan can be reduced or denied because of certain provisions in the Plan, such as
coordination of benefits, subrogation, exclusions, timeliness of COBRA elections, utilization review or other cost
management requirements, lack of Medical Necessity, lack of timely filing of claims or lack of coverage. These
provisions are explained in summary fashion in this document; additional information is available from the Plan
Administrator at no extra cost.

The Plan will pay benefits only for the expenses incurred while this coverage is in force. No benefits are payable for
expenses incurred before coverage began or after coverage terminated. An expense for a service or supply is incurred
on the date the service or supply is furnished.

If the Plan is terminated, amended, or benefits are eliminated, the rights of Covered Persons are limited to Covered
Charges incurred before termination, amendment or elimination.

This document summarizes the Plan rights and benefits for covered Employees and their Dependents and is divided
into the following parts:

Eligibility, Funding, Effective Date and Termination. Explains eligibility for coverage under the Plan, funding of
the Plan and when the coverage takes effect and terminates.

Schedule of Benefits. Provides an outline of the Plan reimbursement formulas as well as payment limits on certain
services.

Benefit Descriptions. Explains when the benefit applies and the types of charges covered.
Defined Terms. Defines those Plan terms that have a specific meaning,
Claim Provisions. Explains the rules for filing claims and the claim appeal process.

Continuation Coverage Rights Under COBRA. Explains when a person's coverage under the Plan ceases and the
continuation options which are available.




ELIGIBILITY, FUNDING, EFFECTIVE DATE
AND TERMINATION PROVISIONS

A Plan Participant should contact the Claims Administrator to obtain additional information, free of charge, about
Plan coverage of a specific benefit, treatment, test or any other aspect of Plan benefits or requirements.

ELIGIBILITY
Eligible Classes of Employees. The following Classes of Employees:

N An employee of the Group who meets the eligibility requirements of the Group including working the
required number of hours that the Group requires for eligibility,

No petson may be covered under the SCOIC Member Employer Plan as an Employee of more than one Member
Employer.

Eligibility Requirements for Employee Coverage. A person is eligible for Employee coverage from the first day
that he or she:

1) is in a class eligible for coverage.

(2) completes the employment Waiting Period of 30 consecutive days as an Active Employee. A "Waiting
Period" is the time between the first day of employment as an eligible Employee and the first day of
coverage under the Plan,

Eligible Classes of Dependents. A Dependent is any one of the following persons:
1) A covered Employee's Spouse.

The term "Spouse" shall mean the person with whom covered Employee has established a valid marriage
under applicable State law but does not include common law marriages. The term "Spouse” shall include
an individual of the same sex as the covered employee, if they were legally married under the laws of a
State or other foreign or domestic jurisdiction. The Plan Administrator may require documentation
proving a legal marital relationship.

2) A covered Employee's Child(ren), for vision coverage.

An Employee's "Child" includes his natural child, stepchild, adopted child, or a child placed with the
Employee for adoption. An Employee's Child will be an eligible Dependent until reaching the limiting
age of 26. When the child reaches the applicable limiting age, coverage will end on the last day of the
child's birthday month,

The phrase "placed for adoption" refers to a child whom a person intends to adopt, whether or not the
adoption has become final, who has not attained the age of 18 as of the date of such placement for
adoption. The term "placed" means the assumption and retention by such person of a legal obligation for
total or partial support of the child in anticipation of adoption of the child. The child must be available
for adoption and the legal process must have commenced,

This Plan will comply with provisions set forth in the State of Ohio budget passed in July 2009 which
allows certain dependent children to remain on the Plan up to age 28. The Employee must request
coverage under this provision from the Employer. Please refer to the Employer’s human. resources
representative for more information.

The Plan Administrator may require documentation proving eligibility for Dependent coverage,
including birth certificates, tax records or initiation of legal proceedings severing parental rights.

3) A covered Employee's Qualified Dependents.




The term "Qualified Dependents” shall include individuals who do not qualify as a Child as defined
above, but who are children for whom the Employee or Spouse is a Legal Guardian.

To be eligible for Dependent coverage under the Plan, a Qualified Dependent must be under the limiting
age of 26 years. Coverage will end on the last day of the month in which the Qualified Dependent ceases
to meet the applicable eligibility requirements.

The Plan Administrator may require documentation proving eligibility for Dependent coverage,
including birth certificates, tax records or initiation of legal proceedings severing parental rights.

)] A covered Dependent Child who reaches the limiting age and is Totally Disabled, incapable of
self-sustaining employment by reason of mental or physical handicap, primarily dependent upon the
covered Employee for support and maintenance and unmarried. The Plan Administrator may require, at
reasonable intervals, continuing proof of the Total Disability and dependency.

The Plan Administrator reserves the right to have such Dependent examined by a Physician of the Plan
Administrator's choice, at the Plan's expense, to determine the existence of such incapacity.

These persons are excluded as Dependents: other individuals living in the covered Employee's home, but who are not
cligible as defined; the legally separated or divorced former Spouse of the Employee; any person who is on active
duty in any military service of any country; or any person who is covered under the Plan as an Employee.

If a person covered under this Plan changes status from Employee to Dependent or Dependent to Employee, and the
person is covered continuously under this Plan before, during and after the change in status, credit will be given for
all amounts applied to maximums.

If both mother and father are Employees, their children will be covered as Dependents of the mother or
father, but not of both.

Eligibility Requirements for Dependent Coverage. A family member of an Employee will become eligible for
Dependent coverage on the first day that the Employee is eligible for Employee coverage and the family member
satisfies the requirements for Dependent coverage.

At any time, the Plan may require proof that a Spouse or a Child qualifies or continues to qualify as a Dependent as
defined by this Plan.

FUNDING
Cost of the Plan. New Lexington City Schools shares the cost of Employee and Dependent coverage under this Plan
with the covered Employees. The enrollment application for coverage will include a payroll deduction authorization.

This authorization must be completed in a manner set forth by the Employer.

The level of any Employee contributions is set by the Employer. The Employer reserves the right to change the level
of Employee contributions.

ENROLLMENT

Enrollnient Requirements. An Employee must enroll for coverage by filling out and signing an enrollment
application along with the appropriate payroll deduction authorization, The covered Employee is also required to
enroll for Dependent coverage, if he so chooses.

TIMELY OR LATE ENROLLMENT

(D Timely Enrollment - The enrollment will be "timely" if the completed form is received by the Plan
Administrator no later than 30 days after the person becomes cligible for the coverage.




If two Employees (husband and wife) are covered under the Plan and the Employee who is covering the
Dependent children terminates coverage, the Dependent coverage may be continued by the other covered
Employee with no Waiting Period as fong as coverage has been continuous,

2) Late Enroliment - An enrollment is "late" if it is not made on a "timely basis".
Coverage begins on January 1st.
EFFECTIVE DATE

Effective Date of Employee Coverage. An Employee will be covered under this Plan as of the first day that the
Employee satisfies all of the following;:

M
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The Eligibility Requirement.
The Active Employee Requirement,

The Enrollment Requirements of the Plan.

Active Employee Requirement.

An Employee must be an Active Employee (as defined by this Plan) for this coverage to take effect.

Effective Date of Dependent Coverage. A Dependent's coverage will take effect on the day that the Eligibility
Requirements are met; the Employee is covered under the Plan; and all Enrollment Requirements are met.

TERMINATION OF COVERAGE

The Employer or Plan has the right to rescind any coverage of the Employee and/or Dependents for cause,
making a frandulent claim or an intentional material misrepresentation in applying for or obtaining
coverage, or obtaining benefits under the Plan. The Employer or Plan may either void coverage for the
Employee and/or covered Dependents for the period of time coverage was in effect, may terminaie
coverage as of a date to be determined at the Plan's discretion, or may immediately terminate coverage,
The Employer will refund all contributions paid for any coverage rescinded; however, claims paid wiil be
offset from this amount. The Employer reserves the right to collect additional monies if claims are paid in
excess of the Employee's and/or Dependent's paid contributions,

When Employee Coverage Terminates, Employee coverage will terminate on the earliest of these dates (except in
cerfain circumstances, a covered Employee may be eligible for COBRA continuation coverage. For a complete
explanation of when COBRA continuation coverage is available, what conditions apply and how to select it, see the
section entitled Continuation Coverage Rights under COBRA):
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The date the Plan is terminated.
The date the covered Employee's Eligible Class is eliminated.

The last day of the calendar month in which the covered Employee ceases to be in one of the Eligible
Classes. This includes death or termination of Active Employment of the covered Employee. (See the
section entitled Continuation Coverage Rights under COBRA.) It also includes an Employee on
disability, leave of absence or other leave of absence, unless the Plan specifically provides for
continuation during these periods.

The end of the period for which the required contribution has been paid if the charge for the next period
is not paid when due.

If an Employee commits fraud, makes an intentional misrepresentation of material fact in applying for or
obtaining coverage, or obtaining benefits under the Plan, or fails to notify the Plan Administrator that he




or she has become ineligible for coverage, then the Employet or Plan may either void coverage for the
Employee and covered Dependents for the period of time coverage was in effect, may terminate
coverage as of a date to be determined at the Plan’s discretion, or may immediately terminate coverage.

Continuation During Periods of Employer-Certified Disability, Leave of Absence or Layoff. A person may
remain eligible for a limited time if Active, full-time work ceases due to disability, leave of absence or layoff, This
continuance will end as follows:

For disability leave only: the date the Employer ends the continuance.
For leave of absence or layoff only: the date the Employer ends the continuance.

While continued, coverage will be that which was in force on the last day worked as an Active Employee. However,
if benefits reduce for others in the class, they will also reduce for the continued person.

Continuation During Family and Medical Leave. Regardless of the established leave policies mentioned above,
this Plan shall at all times comply with the Family and Medical Leave Act of 1993 as promulgated in regulations
issued by the Department of Labor.

During any leave taken under the Family and Medical Leave Act, the Employer will maintain coverage under this
Plan on the same conditions as coverage would have been provided if the covered Employee had been continuously
employed during the entire leave period.

If Plan coverage terminates during the FMLA leave, coverage will be reinstated for the Employee and his or her
covered Dependents if the Employee returns to work in accordance with the terms of the FMLA leave. Coverage will
be reinstated only if the person(s) had coverage under this Plan when the FMLA leave started, and will be reinstated
to the same extent that it was in force when that coverage terminated. For example, Waiting Periods will not be
imposed unless they were in effect for the Employee and/or his or her Dependents when Plan coverage terminated.

Rehiring a Terminated Employee. A terminated Employee who is rehired will be treated as a new hire and be
required to satisty all Eligibility and Enrollment requirements to the extent permitted under applicable law,

Employees on Military Leave. Employees going into or returning from military service may elect to continue Plan
coverage as mandated by the Uniformed Services Employment and Reemployment Rights Act (USERRA) under the
following circumstances, These rights apply only to Employees and their Dependents covered under the Plan
immediately before leaving for military service.

(1) The maximum period of coverage of a person and the person's covered Dependents under such an
election shall be the lesser of:

(a) The 24 month period beginning on the date on which the person's absence begins; or

b The day after the date on which the person was required to apply for or return to a position of
employment and fails to do so.

2) A person who elects to continue health plan coverage must pay up to 102% of the full contribution under
the Plan, except a person on active duty for 30 days or less cannot be required to pay more than the
Employee's share, if any, for the coverage,

3) An exclusion or Waiting Period may not be imposed in connection with the reinstatement of coverage
upon reemployment if one would not have been imposed had coverage not been terminated because of
service. However, an exclusion or Waiting Period may be imposed for coverage of any Hlness or Injury
determined by the Secretary of Veterans Affairs to have been incurred in, or aggravated during, the
performance of uniformed service.

If the Employee wishes to elect this coverage or obtain more detailed information, contact the Plan Administrator
New Lexington City Schools, 1605 A- Airport Road, New Lexington, Ohio, 43764, 740-342-4133. The Employee




may also have continuation rights under USERRA. In general, the Employee must meet the same requirements for
electing USERRA coverage as are required under COBRA continuation coverage requirements. Coverage elected
under these circumstances is concurrent, not cumulative. The Employee may elect USERRA continuation coverage
for the Employee and their Dependents. Only the Employee has election rights. Dependents do not have any
independent right to elect USERRA health plan continuation,

When Dependent Coverage Terminates. A Dependent's coverage will terminate on the earliest of these dates
(except in certain circumstances, a covered Dependent may be eligible for COBRA continuation coverage. For a
complete explanation of when COBRA continuation coverage is available, what conditions apply and how to select it,
see the section entitled Continuation Coverage Rights under COBRA):
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The date the Plan or Dependent coverage under the Plan is terminated.

The date that the Employee's coverage under the Plan terminates for any reason including death. (See the
section entitled Continuation Coverage Rights under COBRA.)

The date a covered Spouse loses coverage due to loss of eligibility status. (See the section entitled
Continuation Coverage Rights under COBRA.)

The date in which the Qualified Dependent ceases to meet the applicable eligibility requirements. (See
the section entitled Continuation Coverage Rights under COBRA.)

Coverage will end on the last day of the month in which the Child ceases to meet the applicable
eligibility requirements. {See the section entitled Continuation Coverage Rights under COBRA.)

The end of the period for which the required contribution has been paid if the charge for the next period
is not paid when due.

If a Dependent commits fraud or makes an intentional misrepresentation of material fact in applying for
or obtaining coverage, or obtaining benefits under the Plan, or fails to notify the Plan Administrator that
he or she has become ineligible for coverage, then the Employer or Plan may either void coverage for the
Dependent for the period of time coverage was in effect, may terminate coverage as of a date to be
determined at the Plan's discretion, or may immediately terminate coverage. If coverage is to be
terminated or voided retroactively for fraud or misrepresentation, the Plan will provide at least 30 days'
advance written notice of such action,




OPEN ENROLLMENT
During the annual open enrollment period (the month of September), covered Employees and their covered
Dependents will be able to change some of their benefit decisions based on which benefits and coverages are right for

them.

During the annual open enrollment period (the month of September), eligible Employees and their eligible
Dependents who are Late Enrollees will be able to enroll in the Plan,

Benefit choices made during the open enrollment period will become effective October 1* and remain in effect until
September 30" of the next year unless there is a Special Enrollment event or a change in family status during the year
(birth, death, marriage, divorce, adoption) or loss of coverage due to loss of a Spouse's employment.

Benefit choices for Late Enrollees made during the open enrollment period will become effective October 1st.

A Plan Participant who fails to make an election during open enroltment will automatically retain his ot her present
coverages.

Plan Participants will receive detailed information regarding open enrollment from their Employer.




SCHEDULE OF BENEFITS
For verification of Eligibility please refer to the telephone number on the employee’s identification card

Call this number to verify eligibility for Plan benefits before the charge is incurred.

VISION CARE BENEFIT SCHEDULE

COVERED CHARGES BENEFIT
Eye Exam per Covered Person in a 12 month $50
petiod,
Frame-type Lenses per pair, in a 12 month period.
Single Vision $50
Bi-focal $70
Tri-focal $100
Lenticular $100
Frames per pair, in a 24 month period. $50
Medically Nescessary Contact Lenses, ina 12 $160

month period.
Cosmetic Contact Lenses, in a 12 month period. $100

Note: Benefits for Cosmetic Contact Lenses are available in liew of Lenses.




DEFINED TERMS
The following terms have special meanings and when used in this Plan will be capitalized.

Active Employee is an Employee who is on the regular payroll of the Employer and who has begun to perform the
duties of his or her job with the Employer on a full-time basis.

Calendar Year means January 1st through December 31st of the same year.

COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1983, as amended.

Covered Charge(s) means those Medically Necessary services or supplies that are covered under this Plan.
Covered Person is an Employee or Dependent who is covered under this Plan.

Employee means a person who is an Active, regular Employee of the Employer, regularly scheduled to work for the
Empioyer in an Employee/Employer relationship.

Employer is New Lexington City Schools.
Enrollment Date is the first day of coverage or, if there is a Waiting Period, the first day of the Waiting Period.
Family Unit is the covered Employee and the family members who are covered as Dependents under the Plan.

Late Enrollee means a Plan Participant who enrolls under the Plan other than during the first 30-day period in which
the individual is eligible to enroll under the Plan or during a Special Enrollment Period.

Legal Guardian means a person recognized by a court of law as having the duty of taking care of the person and
managing the property and rights of a minor child,

Plan means South Central Ohio Insurance Consortium Health Benefit Plan, which is a benefits plan for certain,
Employees of New Lexington City Schools and is described in this document.

Plan Participant is any Employee or Dependent who is covered under this Plan,
Plan Year is the 12-month period beginning on July 1st and ending on the following June 30th.

Total Disability (Totally Disabled) means: In the case of a Dependent, the complete inability as a result of Injury or
Sickness to perform the normal activities of a person of like age and sex in good health.




VISION CARE BENEFITS

Vision care benefits apply when vision care charges are incurred by a Covered Person for setvices that are
recommended and approved by a Physician or Optometrist. :

BENEFIT PAYMENT

Benefit payment for a Covered Person will be made as described in the Schedule of Benefits,

VISION CARE CHARGES

Vision care charges are the Usual and Reasonable Charges for the vision care services and supplies shown in the
Schedule of Benefits. Benefits for these charges are payable up to the maximum benefit amounts shown in the
Schedule of Benefits for each vision care service or supply.

LIMITS

No benefits will be payable for the following:

0} Before covered. Care, treatment or supplies for which a charge was incurred before a person was
covered under this Plan.

2) For diagnostic services, drugs or medications not part of a vision examination.
3) Excluded. Charges excluded or limited by the Plan design as stated in this document.

@) Health plan. Any charges that are covered under a health plan that reimburses a greater amount than this
Plan.

{5) Medical or Surgical treatment.

(6) No prescription, Charges for lenses ordered without a prescription.

N Orthoptics. Charges for orthoptics (eye muscle exercises).

(8) Replacement of lenses or frames except as specified in the Schedule of Benefits,

¢))] Sunglasses, Charges for safety goggles or sunglasses, including prescription type.

(10)  Tints other than number one or two and for tints with photosensitive or antireflective properties.

(11)  Training. Charges for vision fraining or subnormal vision aids.




HOW TO SUBMIT A CLAIM
PROCEDURE FOR CLAIMING BENEFITS UNDER THE PLAN

All Out-of-Network claims submitted within the timely filing period should be submitted directly to the Claims
Administrator. Network providers will submit their expenses directly to the Network. The Covered Person’s health
plan identification card indicates to providers and Covered Persons how to file a claim.

Note:  Cancelled checks, balance-due statements, photocopies, faxes, handwriften claims and payment receipts
do not contain sufficient information to meet claim-filing requirements and cannot be accepted,

Complete and current information must be provided for:

1) Accident or Injury Claims — Explain how, when and where the Injury occurred and whether any other
party was involved or responsible for the accident.

2) Other Coverage — List the name, address and telephone number of any other coverage or payer that may
provide coverage, including, but not limited to, COBRA, Medicare and any other benefit plan.

If any information needed to process a claim is missing, the claim shall be treated as an incomplete claim.
If'a Covered Person or provider needs help filing a claim or information on the benefits provided under the Plan, he

may contact the telephone number listed on the Covered Person’s health plan identification card and speak with a
Customer Service Representative.

All days mentioned in the previous section refer to “calendar days.” All claims for benefits must be submitted

within ONE YEAR from the incurred date of service (o be eligible for benefits under this Plan.

DECISION ON SUBMITTED CLAIMS/PRE-AUTHORIZED SERVICES

Claims for benefits are defined as Pre-Service Claims or Post-Service Claims. Response time may vary according to
the type of claim. Pre-Service Claims may be considered “urgent” or “concurrent” An Adverse Benefit
Determination includes any decision to deny, reduce, rescind, or terminate coverage or refuse payment and includes
eligibility denials and utilization review decisions. Upon written request, the Plan must explain any internal rules,
guidelines or protocols, as well as disclose names of medical professionals who were consulted in the review process.

Pre-Service Claim: A Pre-Service Claim requires the Covered Person to pre-certify, notify or receive approval prior
to receiving treatment. The Utilization Review Manager must give notice of the decision no later than 15 days afler
the request for services, with one 15-day extension permitted. An extension is permitted only for reasons beyond
control of the Plan and requires the Covered Person be given written notification before the first 15-day period ends.

Urgent Claim: An urgent claim is any claim for medical care or treatment in which the Covered Person’s health or
life is seriously jeopardized without treatment or which would subject the patient to severe pain if treatment were
delayed, as certified by a Physician. The Utilization Review Manager must respond to an urgent claim as soon as
possible, taking into account the medical exigencies, but no later than 72 hours after receipt of the claim.

Concurrent Claim: A concurrent claim is any claim that requires the approval of an ongoing course of treatment to
be provided over a period of time or number of treatments (an example of a concurrent claim is physical therapy
treatment). If the care is urgent, the Plan must respond to the Covered Person within 24 hours. When approved, if
services are to be rendered over an extended period of time, the Covered Person shall be entitled to a review prior to
reduction or termination of benefits.

Post-Service Claim: A Post-Service Claim is any claim that is not a Pre-Service Claim. Timely claim filing begins
when the Claims Administrator receives a claim with re-priced information from any participating Network, if
applicable. The Plan must give notice of approval within 30 days after a Post-Service Claim is received. A Post-
Service Claim also allows a 15-day extension for reasons beyond Plan control if proper notice is given prior to the
end of the first 30-day period.
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No legal action for recovery of benefits allegedly due under any Company Sponsored benefit plan may be
commenced by ot on behalf of an employee or former employee against the Plan, the Plan Administrator, the Trustee,
or successor of the same unless it is filed within one year after the date of the final determinaiion noted in the appeals
procedure of the relevant benefit Plan Document.

INCOMPLETE CLAIMS

Urgent Claims: I an urgent claim fails to provide sufficient information to determine whether, or to what extent,
benefits are covered or payable under the Plan, the Plan shall notify the claimant as soon as possible, but not later than 24
hours following receipt of the incomplete claim, of the specific information necessary to complete the claim. The
notification may be made orally to the claimant, unless the claimant requests written notice and it shall describe the
information necessary to complete the claim, The claimant must submit the requested information as soon as possible, but
not later than 48 hours after the clalmant receives notice from the Plan of the incomplete claim. The Plan shall decide the
claim as soon as possible but not later than 48 hours after the earlier of (a) receipt of the specified information, or (b) the
due date for the requested information.

Pre-Service: If a Pre-Service Claim fails to provide sufficient information to determine whether, or to what extent,
benefits are covered or payable under the Plan, the claim will be treated as an incomplete claim and the Plan will notify
the claimant that additional information is needed to process the claim. The notice shall include a description of the
missing information and shall provide the claimant no more than 45 days in which the necessary information must be
provided, The timeframe for deciding the claim shall be suspended firom the date the notice is received by the claimant
untif the date the missing necessary information is provided to the Plan. If the requested information is provided, the Plan
shall decide the claim no later than 15 days after the missing information is received by the Plan. If the requested
information is not provided, the claim may be decided without such information.

Post-Service: 1f a Post-Service Claim fails to provide sufficient information to determine whether, or to what extent,
benefits are covered or payable under the Plan, the claim will be treated as an incomplete claim and the Plan will
notify the claimant that additional information is needed to process the claim. The notice shall include a description of
the missing information and shall provide the claimant no more than 180 days in which the necessary information
must be provided. The timeframe for deciding the claim shall be suspended from the date the notice is received by the
claimant until the date the missing necessary information is provided to the Plan. If the requested information is
provided, the Plan shall decide the claim no later than 15 days afier the missing information is received by the Plan.
If the requested information is not provided, the claim may be decided without such information.

ADVERSE BENEFIT DETERMINATIONS AND APPEAL PROCEDURES

If a benefit is denied, in whole or in part, it is considered an Adverse Benefit Determination, as defined. With the
exception of Urgent Claims and Concurrent Claims, the Plan utilizes a two level appeals process for all Adverse
Benefit Determinations. Urgent Claims and Concurrent Claims are subject to a single level appeal process only.
When an Adverse Benefit Determination is made, the claimant will receive written or electronic notification of the
following:

1) The specific reason(s) for the Adverse Benefit Determination

2} Reference to relevant Plan provisions used in making the determination

3) A description of additional information necessary for the claimant to perfect the claim and an explanation of
why the additional information is necessary

4) A description of the Plan’s appeal procedures applicable to the claim, including any applicable time limits

5) The claimant’s right to bring a civil action under ERISA 502(a) following exhaustion of an appeal of an
Adverse Benefit Determination

6) Ifthe Adverse Benefit Determination reflected was based upon an internal rule, guideline or protocol, a copy
of the rule, guideline or protocol will be provided free of charge upon written request, In addition, if the
determination was based on a limitation or exclusion that the treatment was experimental or not medically
necessary, an explanation of the scientific or clinical judgment relied upon will be sent fiee of charge upon
written request
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In the case of an Urgent Care Claim, an explanation of the expedifed review methods available for such claims,
Notification of the Plan's adverse decision on an urgent care claim may be provided orally, but written notification
shall be furnished no later than three (3} days afler the oral notice,

First-Leevel and Second-Level Appeals

If the Covered Petson (or the Covered Person’s authorized representative) is dissatisfied with a benefit determination,
he has 180 days following receipt of an Adverse Benefit Determination to submit a written first-level appeal to the
Plan Sponsor.

Urgent Claims: If an appeal relates to an Urgent Care Claim, the Covered Person will be notified of the benefit
determination on review as soon as possible, but not later than 72 hours after receipt of the appeal request. There is
only one-level of appeal for Urgent Claims.

Pre-Service Claim: If a first-level appeal relates to a non-urgent Pre-Service Claim, the Covered Person will be
notified of the benefit determination on appeal not later than 15 days after receipt of the first-level appeal request. The
notice of the decision will be in writing, If the Covered Person’s first-level of appeal is denied in whole or in part, the
Covered Person will be notified in writing of the specific reasons for the decision, as outlined above. The Covered
Person has 180 days to submit a second-level appeal after receiving notice of the decision. The Covered Person will
be notified of the benefit determination on the second level-appeal not later than 15 days after receipt of the second-
level appeal request.

Post-Service Claim: If a first-level appeal relates to a Post-Service Claim, the Covered Person will be notified of the
benefit determination on appeal not later than 30 days after receipt of the first-level appeal request. If a medical
professional was consulted for the initial denial, then an independent reviewer must be used for the appeal. If the
Covered Person’s first-level appeal is denied in whole or in part, the Covered Person will be notified in writing of the
specific reasons for the decision, as outlined above. The Covered Person has 180 days to submit a second-level appeal
after receiving notice of the decision. The Covered Person will be notified of the benefit determination on the
second-level appeal not later than 30 days after receipt of the second-level appeal request.

The “Definitions™ section contains definitions for Adverse Benefit Determination, Urgent Care Claim, Pre-Service
Claim and Post-Service Claim.

As part of the appeal process, a full and fair review of each claim will be provided on an unbiased basis. Any
individual involved in the initial determination may not participate in an appeal of the initial determination.
Documents and other information relating to the claim may be submitted. Upon written request (and free of charge),
reasonable access to the Plan’s Documents and information relevant to the appealed claim will also be provided. A
Covered Person may also submit a written appeal of his notice regarding Creditable Coverage applied to reduce any
Pre-Existing Conditions Limitation in the Plan. The Claims Administrator will review this report and a written report
will be sent to the Plan Administrator. If the Plan considers, relies on or generates any new evidence during the
appeal process, or bases its detetmination on appeal on a new rationale, the Plan must furnish new evidence or
rationale to the Covered Person as soon as possible and free of charge. Such documentation must be provided
sufficiently in advance of the final determination so that the Covered Person has a reasonable opportunity to respond
before the final determination is made,

EXTERNAL REVIEW PROCESS (STATE OF OHIO)

Standard External Review Procedures
A Covered Person may make a written request to the Plan for an external review no later than one-hundred eighty
(180) days after the date in which a Covered Person receives notice of the final internal adverse benefit determination.

A Covered Person shall have the right to an external review provided:
(a) The denial invoives a medical judgment or is based on medical information (ie., determined not to be
medically necessary); or
{(b) the denial indicates that the service is experimental or investigational and the treating physician certifies one of
the following: (i) standard health care services have not been effective; (ii) standard health care services are not
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medically appropriate; and (iii} there is no available standard health care services covered by the plan that are
more beneficial than the requested service; or

{¢) denial is based on a contractual issue not involving a medical judgment or medical information; or

(d) denial indicates that emergency services did not meet definition of emergency and the decision has been upheld
through external review by an independent review organization (“IRO™); and

(e) The Covered Person has exhausted the Plan’s internal appeal process.

If the Plan denies an external review request due to failure to exhaust the Plan’s internal appeals process, the Covered
Person may request an explanation and the Plan shall provide an explanation no later than ten (10) days after the
request. The Covered Person may request review by the Ohio Department of Insurance of the Plan’s explanation. If
the Ohio Department of Insurance affirms the Plan’s explanation, the Covered Person may re-submit and pursue the
Plan’s internal appeal process no later than ten (10) days after the Covered Person receives notice from the Ohio
Department of Insurance.

Immediately following the date of receipt of the external review request, the Plan must complete a preliminary review
of the request to determine whether the request is complete and eligible for external review. Immediately after
completion of the preliminary review, the Plan must issue a notification in writing to the Covered Person of whether
the claim is complete and is eligible for external review.

If a request for an external review is complete, but not eligible for external review, the Plan must issue a notification
in writing to the Covered Person stating the reasons for the ineligibility and informing the Covered Person that the
denial may be appealed to the Ohio Department of Insurance. If the Ohio Departient of Insurance determines that the
request is eligible for external review, the request shall be referred for external review.

If a request for an external review is incomplete, the Plan must issue a notification in wiiting to the Covered Person
that describes the information or materials needed to complete the request.

If a request for an external review is complete (and the Covered Person is entitled to exercise that option), the Plan
must immediately initiate the external review process. The Plan must forward all documents and related information
used in making the final adverse benefit determination to the Ohio Department of Insurance or IRO within five (5)
days afier the external review is requested.

The IRO will provide written notice to the Covered Person, to the Ohio Department of Insurance and to the Plan of
the final external review decision with thirty (30) days after the IRO receives the request for the external review. If an
IRO reverses the Plan’s decision, the Plan must immediately provide the requested coverage or pay the claims at
issue.

The IRO’s notice will contain:

(a) A general description of the reason for the external review, including information sufficient to identify the
claim;

(b} The date the IRO received the assignment to conduct the external review, the date the external review was
conducted and the date of the IRO’s decision;

{c) References to the evidence or documentation the IRO considered in reaching its decision;

(d) A discussion of the principal reason(s) for the IRO’s decision, including what, if applicable, evidence-based
standards were a basis for its decision and the rationale for its decision.

Expedited External Review Procedures

A Covered Person may request an expedited external review at the time the Covered Person receives:

(2} An initial adverse benefit determination if (i) the treating physician certifies that the adverse benefit
determination involves a medical condition that could seriously jeopardize the life or health of the Covered
Person if treatment is delayed until after the time of expedited internal appeal or standard external review and
(ii} the Covered Person requests an expedited internal review; or

(b) A final internal adverse benefit determination if (i) the freating physician certifies that adverse benefit
determination involves a medical condition that could seriously jeopardize the life or health of the Covered
Person or would jeopardize the Covered Person’s ability to regain maximum function if treated after the time
period for a standard external review or (ii) the final adverse benefit determination concerns an admission,
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availability of care, continued stay or health care service for which the Covered Person received emergency
services, but has not yet been discharged.

Immediately upon receipt of a request for an expedited external review, the Plan must determine whether the request
satisfies the reviewability requirements, described above, for a standard external review and immediately send a
notice of the Plan’s eligibility determination,

If the Plan determines that the claim is eligible for an expedited external review:

(a) The Pian must immediately initiate the external review process;

(b) The Plan must immediately provide all necessary documents and information to the IRO in an expeditious
manner (e.g., e-mail, fax, phone);

The IRO must consider the following in reaching its decision, to the extent the information or documents are
available and to the extent the TRO considers them appropriate:

(c}

()
(i)
(iif)
(iv)
v)
(vi)
(vii)

The Covered Person’s medical records;

The attending health care professional’s recommendation;

Consulting reports from the appropriate health care professionals and other documents submitted by the
health cartier, Covered Person or Covered Person’s treating physician,

The terms of coverage under the Plan;

The most appropriate practice guidelines, which shall include evidence based standards, and may include
any other practice guidelines developed by the Federal government, national or professional medical
societies, boards and associations;

Any applicable clinical review criteria developed and used by the health carrier or its designee utilization
review organization in making adverse benefit determinations; and

The opinion of the TRO’s clinical reviewers after considering (i) — (vi), above, to the extent the
information and documents are available and the clinical reviewer(s) consider appropriate.

The IRO must provide a notice of the final external review decision as expeditiously as the Covered Person’s medical
condition or circumstance require, but in no event more than 72 hours after the TRO receives the request for an
expedited external review.

An expedited external review may be requested by a Covered Person by oral or by electronic means. If made by oral
or electronic means, the Covered Person must provide written confirmation of the request to the Plan not later than
five (5} days after the initial request was made.
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