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SECTION I-INTRODUCTION

This document is a description of the Self-Insured Schools of California (SISC) (Plan). No oral interpretations can change
this Plan. The Plan described is designed to protect plan participants against certain catastrophic health expenses.
Terms which have special meanings when used in this Plan will be italicized. For a list of these terms and their
meanings, please see the Defined Terms section of the benefit booklet. The failure of a term to appear in italics does
not waive the special meaning given to that term, unless the context requires otherwise.

The Plan Sponsor and 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, deductibles, maximums, co-
payments, exclusions, limitations, defined terms, eligibility, and the like.

This Plan is not a ‘grandfathered health plan’ under the Patient Protection and Affordable Care Act (PPACA), also
known as Health Care Reform. Questions regarding the Plan’s status can be directed to the Plan Administrator. You
may also contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272, or visit
www.dol.gov/ebsa/healthreform.

Failure to follow the eligibility or enrollmentrequirements 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 Consolidated Omnibus Budget Reconciliation Act of
1985, as amended (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.

Read your benefit materials carefully. Before you receive any services, you need to understand what is covered and
excluded under your benefit Plan, your cost sharing obligations, and the steps you can take to minimize your out-of-
pocket costs.

Review your Explanation of Benefits (EOB) forms, other claim related information, and available claims history. Notify
the Third Party Administrator of any discrepancies or inconsistencies between amounts shown and amounts you
actually paid.

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 terminates. An expense for a service or supply is incurred
on the date the service or supply is furnished.

No action at law or in equity shall be brought to recover under any section of this Plan until the appeal rights provided
have been exercised and the Plan benefits requested in such appeals have been denied in whole or in part.

If the Plan is terminated or amended, or if benefits are eliminated, the rights of plan participants are limited to
covered charges incurred before termination, amendment, or elimination.

A plan participant should contact the Plan Administrator to obtain additional information, free of charge, about Plan
coverage of a specific benefit, particular drug, treatment, test, or any other aspect of Plan benefits or requirements.
Refer to Quick Reference Information Chart for contact information.

Spanish (Espanol): Para obtener asistencia en Espanol, llame al 1-877-379-4844.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-379-4844.

Chinese (B X): MR FE P XHE R, BKITX S8 1-877-379-4844.
Navajo (Dine): Dinek'ehgo shika atohwol ninisingo, kwiijigo holne' 1-877-379-4844.



A. Quick Reference Information Chart

When you need information, please check this document first. If you need further help, call the appropriate
phone number listed in the following Quick Reference Information chart:

QUICK REFERENCE INFORMATION

Information Needed

Whom to Contact

Plan Administrator

Medical Claims Administrator/Third Party Administrator
(Medical)
e ClaimForms (Medical)

e Medical Claims
e First Level Appeals of Post-Service Claims

Eligibility for Coverage
Plan Benefit Information

Medical Management Administrator

e  Pre-Certification, Concurrent Review, and Case
Management

e First Level Appeals of Pre-Service Claims

Provider Network
Names of Physicians & Hospitals

e Network Provider Directory - see website

Prescription Drug Program
e Retail Network Pharmacies
e Mail Order (Home Delivery) Pharmacy
e  Prescription Drug Information & Formulary
e Preauthorization of Certain Drugs

e Reimbursement for Non-Network Retail Pharmacy
Use

e Specialty Pharmacy Program

Employee Assistance Program (EAP)

e EAP Counseling and Referral Services

COBRA Administrator
e Continuation Coverage

Self-Insured Schools of California
P.O. Box 1847

Bakersfield, CA 93303-1847
1-661-636-4410

AmeriBen

P.0. Box 7186

Boise, ID 83707
1-877-379-4844
https:\\SISC.MyAmeriBen.com

AmeriBen Medical Management
P.O. Box 7186

Boise, ID 83707

1-877-379-4845

Anthem
1-800-810-BLUE
www.anthem.com/ca/sisc

Retail and Mail Order
Navitus Rx
1-866-333-2757
www.navitus.com

Anthem EAP
1-800-999-7222
www.anthemeap.com

P.O. Box 966
Bakersfield, CA 93302
1-661-636-4410

B. Plan is Not an Employment Contract

The Plan is not to be construed as a contract for or of employment.




C. Plan Administrator
The name, address, and telephone number of the Plan Administrator are:

Self-Insured Schools of California
P.O. Box 1847

Bakersfield, CA 93303-1847
1-661-636-4410EIN 77-0162263

An individual or entity may be appointed by the Plan Sponsor to be Plan Administrator and serve at the convenience of
the Plan Sponsor. If the Plan Administrator resigns, dies, is otherwise unable to perform, is dissolved, or is removed
from the position, the Plan Sponsor shall appoint a new Plan Administrator as soon as reasonably possible.

The Plan Administrator shall administer this Plan in accordance with its terms and establish its policies,
interpretations, practices, and procedures. It is the express intent of this Plan that the Plan Administrator shall have
maximum legal discretionary authority to construe and interpret the terms and provisions of the Plan, to make
determinations regarding issues which relate to eligibility for benefits (including the determination of what services,
supplies, care, and treatments are experimental/investigational), to decide disputes which may arise relative to a plan
participant’s rights, and to decide questions of Plan interpretation and those of fact relating to the Plan. The decisions
of the Plan Administrator as to the facts related to any claim for benefits and the meaning and intent of any provision
of the Plan, or its application to any claim, shall receive the maximum deference provided by law and will be final and
binding on all interested parties. Benefits under this Plan will be paid only if the Plan Administrator decides, in its
discretion, that the plan participant is entitled to them.

Service of legal process may be made upon the Plan Administrator.

D. Duties of the Plan Administrator
The duties of the Plan Administrator are to:
1. administer the Plan in accordance with its terms
interpret the Plan, including the right to remedy possible ambiguities, inconsistencies, or omissions
decide disputes that may arise relative to a plan participant’s rights
prescribe procedures for filing a claim for benefits and to review claim denials
keep and maintain the plan documents and all other records pertaining to the Plan

appoint a Third Party Administrator to pay claims

N o0 o AW N

delegate to any person or entity such powers, duties, and responsibilities as it deems appropriate

E. Amending and Terminating the Plan

The Plan Sponsor expects to maintain this Plan indefinitely; however, as the settlor of the Plan, the Plan Sponsor,
through its directors and officers, may, in its sole discretion, at any time, amend, suspend, or terminate the Plan in
whole or in part. This includes amending the benefits under the Plan or the Trust Agreement (if any).

Any such amendment, suspension, or termination shall be enacted, if the Plan Sponsor is a corporation, by resolution
of the Plan Sponsor’s directors and officers, which shall be acted upon as provided in the Plan Sponsor’s Articles of
Incorporation or Bylaws, as applicable, and in accordance with applicable federal and state law. In the event that
either:

1. the Plan Sponsor is a different type of entity, then such amendment, suspension, or termination shall be taken
and enacted in accordance with applicable federal and state law and any applicable governing documents

2. the Plan Sponsor is a sole proprietorship, then such action shall be taken by the sole proprietor, in their own
discretion

If the Plan is terminated, the rights of the plan participant are limited to expenses incurred before termination. All
amendments to this Plan shall become effective as of a date established by the Plan Sponsor.

F. Plan Administrator Compensation

The Plan Administrator serves without compensation; however, all expenses for Plan administration, including
compensation for hired services, will be paid by the Plan.



G. Fiduciary Duties

A fiduciary must carry out their duties and responsibilities for the purpose of providing benefits to the employees and
their dependent(s) and defraying reasonable expenses of administering the Plan. These are duties which must be
carried out:

1. with care, skill, prudence, and diligence under the given circumstances that a prudent person, acting in a like
capacity and familiar with such matters, would use in a similar situation

2. by diversifying the investments of the Plan so as to minimize the risk of large losses, unless under the
circumstances it is clearly prudent not to do so

H. Type of Administration

The Plan is a self-funded group health plan, and the claims administration is provided through a Third Party
Administrator. The Plan is not insured.

I. Plan Name
The name of the Plan is the Self-Insured Schools of California (SISC).

The Plan is commonly known as an employee welfare benefit plan. The Plan has been adopted to provide plan
participants certain benefits as described in this document. The Self-Insured Schools of California (SISC) is structured
as an ERISA exempt plan under ERISA Section 4(b).

J. Plan Year

The plan year is the twelve (12) month period beginning October 1 and ending September 31.

K. Plan Effective Date
October 1, 2023

L. Third Party Administrator

The Plan Administrator has contracted with a Third Party Administrator (TPA) to assist the Plan Administrator with
claims adjudication. The TPA’s name, address, and telephone number are:

AmeriBen

P.O. Box 7186
Boise, ID 83707
1-877-379-4844

A Third Party Administrator is not a fiduciary under the Plan, except to the extent otherwise agreed upon in writing.

M. Plan Sponsor or Employer’s Right to Terminate

The Plan Sponsor or employer reserves the right to amend or terminate this Plan at any time. Although the Plan

Sponsor or employer currently intends to continue this Plan, the Plan Sponsor or employer is under absolutely no
obligation to maintain the Plan for any given length of time. If the Plan is amended or terminated, an authorized
officer of the Plan Sponsor or employer will sign the documents with respect to such amendment or termination.



SECTION II—ELIGIBILITY, EFFECTIVE DATE, AND TERMINATION PROVISIONS

A. Eligibility

Eligible Classes of Employees

All active employees of the employer.

Toenroll, or to enroll dependents, the employee must properly file an application with SISC. An application is considered
properly filed, only if it is personally signed, dated, and given to SISC within thirty-one (31) days from your eligibility
date. If any of these steps are not followed, coverage may be denied, or you may have to wait until the next open
enrollment period to enroll.

Eligibility Requirements for Employee Coverage

A person is eligible for employee coverage from the first day that the employee:
1. is a full-time, active employee of the employer

An employee is considered to be full-time if they normally work at least thirty (30) hours per week and are on
the regular payroll of the employer for that work.

2. is a part-time, active employee of the employer

Any employee who works at least twenty (20) hours per week is eligible to enroll. Any employee who works an
average of thirty (30) hours per week as defined by federal law must be offered coverage. Any employee who
works at least 90% of a forty (40) hour work week must enroll according to the SISC eligibility policy.

3. A classified non-temporary employee who works the minimum number of hours required by SISC and the
participating employer.

4. A certificated employee under contract and who works a minimum of 50% of a certificated job.

5. A retired employee who retired from active employment and was covered under a Plan sponsored by SISC
immediately prior to retirement.

6. isin a class eligible for coverage, as shown above

Effective Date of Employee Coverage

An employee will be covered under this Plan the first of the month (unless stated otherwise) following their eligibility
date provided the employee satisfies all requirements as listed herein to become eligible.

Active Employee Requirement

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

Eligible Classes of Dependents

A dependent is any of the following persons:
1. a covered employee’s spouse

The term ‘spouse’ includes the person recognized as the covered employee’s legally married husband or wife
and shall not include common law marriages. The Plan Administrator may require documentation proving a
legal marital relationship.

The term ‘spouse’ does also include the person who is registered with the employer as the domestic partner of
the employee; this includes opposite sex and same sex couples. An individual is a domestic partner of an
employee if that individual and the employee meet each of the following requirements:

a. both persons have a common residence

b. both persons agree to be jointly responsible for each other's basic living expenses incurred during their
domestic partnership

neither person is married or a member of another domestic partnership

the two (2) persons are not related by blood in a way that would prevent them from being married to
each other in California

e. both persons are at least eighteen (18) years of age.



f. Either of the following:
i. both persons are members of the same sex

ii. One (1) or both of the persons meet the eligibility criteria under Title 1l of the Social Security
Act as defined in 42 U.S.C. Section 402(a) for old-age insurance benefits or Title XVI of the
Social Security Act as defined in 42 U.S.C. Section 1381 for aged members. Notwithstanding any
other provision of this section, persons of opposite sexes may not constitute a domestic
partnership unless one (1) or both of the persons are over the age of sixty-two (62) and are
registered with the State of California.

g. both persons are capable of consenting to the domestic partnership

h. Neither person has previously filed: (1) a Declaration of Domestic Partnership with the California
Secretary of State, or a similar form with another governing jurisdiction, that has not been terminated
pursuant to the laws of California, or of that other jurisdiction; or, if (1) does not apply, (2) an
affidavit with SISC declaring they are part of a domestic partnership that they have not been
terminated by giving SISC written notice that it has.

i. It has been at least six (6) months since:

i. the date that the Notice of Termination of Domestic Partnership was filed with the California
Secretary of State, or similar form was filed with another governing authority; or

ii. either person has given written notice to SISC Ill that the domestic partnership they declared in
an affidavit, given to SISC, has terminated. This item does not apply if the previous domestic
partnership ended because one (1) of the partners died or married.

j. both partners:

i. If they reside in the State of California, must file a Declaration of Domestic Partnership with
the California Secretary of State pursuant to Division 2.5 of the California Family Code to
establish their domestic partnership. The employee must provide SISC with a certified copy of
the Declaration of Domestic Partnership that was filed with the California Secretary of State

ii. If they reside in another state or governing jurisdiction that registers domestic partnerships,
they must register their domestic partnership with that state or governing jurisdiction. The
employee must provide SISC with a certified copy of the document that was filed with the
governing jurisdiction registering their domestic partnership

iii. If the employee and their domestic partner do not reside in a city, county, or state that allows
them to register as domestic partners, they must provide SISC with a signed, notarized, affidavit
certifying they meet all of the requirements set forth above, inclusive.

NOTE: For the purposes of the above, if the employee and their domestic partner registered their relationship
prior to July 1, 2000, with a local governing jurisdiction in California, in lieu of supplying SISC with a certified
copy of the Declaration of Domestic Partnership (a State of California form), the employee may provide SISC
with a certified copy of the form filed with the local governing jurisdiction.

To obtain more detailed information or to apply for this benefit, the employee must contact the Plan
Administrator as outlined in the Quick Reference Information Chart.

In the event the domestic partnership is terminated, either partner is required to inform Self-Insured Schools of
California of the termination of the partnership.

a covered employee’s child(ren)

For the purposes of the Plan, an employee’s child includes their:
a. natural child or stepchild
b. adopted child or a child placed with the employee for adoption
c. spouse’s child

Unless otherwise specified, an employee’s child will be an eligible dependent until reaching the limiting age of
twenty-six (26), without regard to student status, marital status, financial dependency, or residency status
with the employee or any other person. To determine when coverage will end for a child who reaches the
applicable limiting age, please refer to the When Dependent Coverage Terminates subsection.

The phrase ‘placed for adoption’ refers to a child whom a person intends to adopt, whether or not the
adoption has become final, and who has not attained the age of eighteen (18) as of the date of such placement
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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.

3. a covered employee’s qualified dependents

The term ‘qualified dependents’ shall include children for whom the employee is a legal guardian. The term
‘qualified dependents’ shall include the natural and adopted children of the employee’s domestic partner. To
be eligible for dependent coverage under the Plan, a qualified dependent must be under the limiting age as
described herein. To determine when coverage will end for a qualified dependent who reaches the applicable
limiting age, please refer to the When Dependent Coverage Terminates subsection.

Any child of a plan participant who is an alternate recipient under a Qualified Medical Child Support Order
(QMCSO0) or National Medical Support Notice shall be considered as having a right to dependent coverage under
this Plan.

A participant of this Plan may obtain, without charge, a copy of the procedures governing QMCSO
determinations from the Plan Administrator.

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

4. acovered dependent child or covered qualified dependent who reaches the limiting age and is totally disabled,
incapable of self-sustaining employment by reason of mental or physical disability, primarily dependent upon
the covered employee for support and maintenance, and is 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.

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.

Ineligible Dependent(s)

Unless otherwise provided in this benefit booklet, the following are not considered eligible dependents:
1. other individuals living in the covered employee’s home, but who are not eligible as defined
2. the divorced former spouse of the employee
3. grandchildren
4. any other person not defined above in the subsection entitled Eligible Classes of Dependents

Restrictions on Elections

If a plan participant 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 deductibles, and all
amounts will be applied to maximums.

If two (2) employees (spouses or domestic partners) 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 long as coverage has been continuous.

Accumulators will transfer if a dependent changes from coverage under one parent employee to coverage under
another parent employee as long as there is no lapse in coverage.

Eligibility Requirements for Dependent Coverage

A dependent 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, domestic partner, qualified dependent, or a child qualifies or
continues to qualify as a dependent as defined by this Plan.



B. Enrollment

Enrollment Requirements

An employee must enroll for coverage for themselves and/or their dependents by completing the enrollment process
along with the appropriate payroll deduction authorization.

Enrollment Requirements for Newborn Children

A newborn child will be automatically enrolled for thirty-one (31) days from birth. In order for coverage to continue, a
covered employee must complete an enrollment application as shown in the Qualifying Events Chart subsection.

If the newborn child (and mother/covered parent) is not enrolled in this Plan on a timely basis, there will be no
payment from the Plan beyond the initial thirty-one (31) days from birth. The covered parent will be responsible for all
further costs and will have to wait until the next open enrollment period to add the child as a dependent.

NOTE: Following delivery, grandchildren cannot be enrolled in the Plan. Refer to the Ineligible Dependents subsection
for more details on individuals not eligible for enrollment under the Plan.

C. Timely Enrollment

The enrollment will be timely if the completed form is received by the Plan Administrator no later than thirty-one (31)
days after the person initially becomes eligible for coverage, or as shown in the Qualifying Events Chart subsection for
each type of special enrollment period.

D. Special Enrollment Rights

Federal law provides special enrollment provisions under some circumstances. If an employee is declining enrollment
for themselves or their dependents (including a spouse) because of other health insurance or group health plan
coverage, there may be a right to enroll in this Plan if there is a loss of eligibility for that other coverage (or if the
employer stops contributing towards the other coverage). However, a request for enrollment must be made as shown
in the Qualifying Events Chart subsection after the coverage ends (or after the employer stops contributing towards the
other coverage).

In addition, in the case of a birth, marriage, registration of a domestic partnership, adoption, or placement for
adoption, there may be a right to enroll in this Plan. However, a request for enrollment must be made as shown in the
Qualifying Events Chart subsection.

The special enrollment rules are described in more detail below. To request special enrollment or obtain more detailed
information of these portability provisions, contact the Plan Administrator as outlined in the Quick Reference
Information Chart.

E. Special Enrollment Periods

The enrollment date for anyone who enrolls under a special enrollment period is the first date of coverage. Thus, the
time between the date a special enrollee first becomes eligible for enrollment under the Plan and the first day of
coverage is not treated as a waiting period.

Individuals Losing Other Coverage, Creating a Special Enrollment Right

An employee or dependent who is eligible, but not enrolled in this Plan, may enroll if loss of eligibility for coverage
meets any of the following conditions:

1. The employee or dependent was covered under a group health plan or had health insurance coverage at the
time coverage under this Plan was previously offered to the individual.

2. |If required by the Plan Administrator, the employee stated in writing at the time that coverage was offered
that the other health coverage was the reason for declining enrollment.

3. The coverage of the employee or dependent who had lost the coverage was under COBRA and the COBRA
coverage was exhausted or was not under COBRA and either the coverage was terminated as a result of loss of
eligibility for the coverage or because employer contributions towards the coverage were terminated.

4. The employee or dependent requests enrollment in this Plan no later than as shown in the Qualifying Events
Chart subsection after the date of exhaustion of COBRA coverage or the termination of hon-COBRA coverage
due to loss of eligibility or termination of employer contributions, described above.
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For purposes of these rules, a loss of eligibility occurs if one (1) of the following occurs:

1. The employee or dependent has a loss of eligibility due to the Plan no longer offering any benefits to a class of
similarly situated individuals (e.g., part-time employees).

2. The employee or dependent has a loss of eligibility as a result of legal separation, divorce, cessation of
dependent status (such as attaining the maximum age to be eligible as a dependent child under the Plan),
death, termination of employment, reduction in the number of hours of employment, or contributions towards
the coverage were terminated.

3. The employee or dependent has a loss of eligibility when coverage is offered through an HMO or other
arrangement in the individual market that does not provide benefits to individuals who no longer reside, live,
or work in a service area (whether or not within the choice of the individual).

4. The employee or dependent has a loss of eligibility when coverage is offered through an HMO or other
arrangement in the group market that does not provide benefits to individuals who no longer reside, live, or
work in a service area (whether or not within the choice of the individual), and no other benefit package is
available to the individual.

Covered employees or dependents will not have a special enrollment right if the loss of other coverage results from
either:

1. the employee’s failure to pay premiums or required contributions

2. the employee or dependent making a fraudulent claim or an intentional misrepresentation of a material fact in
connection with the Plan

Dependent Beneficiaries

If a dependent becomes eligible to enroll and the employee is not enrolled, the employee must enroll in order for the
dependent to enroll.

If both of the following conditions are met, then the dependent may be enrolled under this Plan:

1. The employee is a plan participant under this Plan (or has met the waiting period applicable to becoming a
plan participant under this Plan and is eligible to be enrolled under this Plan but for a failure to enroll during a
previous enrollment period).

2. A person becomes a dependent of the employee through marriage, registration of a domestic partnership,
birth, adoption, or placement for adoption.

In the case of the birth or adoption of a child, the spouse or domestic partner of the covered employee may be
enrolled as a dependent of the covered employee if the spouse is otherwise eligible for coverage. If the employee is
not enrolled at the time of the event, the employee must enroll under this special enrollment period in order for their
eligible dependents to enroll.

The dependent special enrollment period is as shown in the Qualifying Events Chart subsection. To be eligible for this
special enrollment, the dependent and/or employee must request enrollment during the timeframe specified as shown
in the Qualifying Events Chart subsection.

F. Qualifying Events Chart

This chart is only a summary of some of the permitted health plan changes and is not all-inclusive.

Forms and Notification

Qualifying Event Effective Date Must be Received et vgnakeithefollaving
Within: Sty

First of the month

Marriage or registration of a following the date of

thirty-one (31) days of

domestic partnership the event marriage

Coverage will terminate for your
spouse
First of the month thirty-one (31) of the
Divorce or annulment following the date of date of final divorce Enroll yourselfand dependent
the event decree or annulment child(ren) if you, or they, were
previously enrolled in your spouse’s
plan




Birth of eligible child

First of the month
following the date of
the event

thirty-one (31) days of
birth

Adoption, placement for
adoption, or legal guardianship
of a child

First of the month
following the date of
the event

thirty-one (31) days of
adoption

Your dependent child reaches
maximum age for coverage

First of the month
following the date of
the event

thirty-one (31) days of
loss of eligibility

Coverage will terminate for the child
who lost eligibility from your health
coverage

Death of your spouse or
dependent child

First of the month
following the date of
the event

thirty-one (31) days of
spouse’s or dependent’s
death

Coverage will terminate for the
dependent from your health coverage

Spouse or covered dependent
obtains coverage in another
group health plan

First of the month
following the date of
the event

thirty-one (31) days of
gain of coverage

Drop coverage for yourself, your
spouse, or covered dependent children

Loss of othercoverage, including
COBRA coverage

First of the month
following the date of
the event

thirty-one (31) days of
the date of loss of
coverage

Spouse’s loss of coverage,
including COBRA coverage

First of the month
following the date of
the event

thirty-one (31) days of
the date of loss of
coverage

Enroll yourselfin a health plan if
previously not enrolled because you
were covered underyourspouse’s plan

Eligibility for government-
sponsored plan, such as Medicare
(excluding the government-
sponsored Marketplace)

First of the month
following the date of
the event

thirty-one (31) days of
eligibility date

Drop coverage for the person who
became entitled to Medicare,
Medicaid, or other eligible coverage

CHIP Special Enrollment - loss of
eligibility for coverage undera
state Medicaid or CHIP program,
or eligibility for state premium
assistance under Medicaid or
CHIP

First of the month
following the date of
the event

sixty (60) days of loss of
eligibility or eligibility
date

Enroll yourself, if applicable

Add the person who lostentitlementto
CHIP

Drop coverage for the person entitled
to CHIP coverage

Qualified Medical Support Order
affecting a dependent child’s
coverage

First of the month
following the date
listed on the order

thirty-one (31) days of
order

Enroll yourself, if applicable

Enroll the eligible child named on
QMCSO

G. Termination of Coverage

Rescission of Coverage

The employer or Plan has the right to rescind any coverage of the employee and/or dependents for cause, making a

fraudulent 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 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 thirty (30) days’ advance written notice of such action.

When Employee Coverage Terminates

Employee coverage will terminate on the earliest of these dates (except in certain circumstances, a covered employee
may be eligible for COBRA continuation coverage):
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If the participation agreement between the participating employer and the Plan terminates, the employee’s
coverage ends at the same time. Either the participating employer or the Plan may cancel or change the
participation agreement without notice to employees.

If the participating employer no longer provides coverage for the class of plan participants to which the
employee belongs, the employee’s coverage ends when coverage for that class ends.

If the employee no longer meets the eligibility requirements established by the Plan in the participation
agreement, the employee’s coverage ends as of the next required monthly contribution due date. This is
usually the first of the month.

EXCEPTION: If required monthly contributions are paid, coverage may continue for an employee who is granted
a temporary leave of absence up to six (6) months, a sabbatical year's leave of absence of up to twelve (12)
months, or an extended leave of absence due to illness certified annually by the participating employer.

If required monthly contributions are not paid on the employee’s behalf, the employees’ coverage will end on
the first day of the period for which required monthly contributions are not paid.

If less than full-time employees or employees who receive less than the amount contributed toward the cost of
a full-time employee voluntarily cancel coverage, coverage ends on the first day of the month following a
thirty (30) day notice.

If a retired employee does not elect coverage upon his or her retirement, coverage ends on the first day of the
month immediately following his or her retirement date. If a retired employee declines district coverage, the
retired employee may not elect coverage at a future date.

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.

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):

1.
2.
3.

If coverage for the employee ends, coverage for dependents ends at the same time
If coverage for dependents ceases to be available to the employee, dependent’s coverage ends on that date.

If the participating employer fails to pay the required monthly contributions on behalf of a dependent, coverage
ends on the last date for which the participating employer made this payment.

If a dependent’s coverage is canceled, coverage ends on the first day of the month following a written notice
within thirty-one (31) days of a qualifying event

If a dependent no longer meets the requirements set forth within, coverage ends on the first day of the month
following that date.

NOTE: If a child reaches the age limits as listed herein, the child will continue to qualify as a dependent if he
or she is:

a. covered under this Plan

b. still chiefly dependent on the employee, spouse, or domestic partner for support and maintenance as
defined by IRS rules

c. incapable of self-sustaining employment due to a physical or mental condition.
d. claimed as dependent on parents’ income taxes with proof of most recently filed federal return

A physician must certify in writing that the child has a physical or mental condition that makes the child
incapable of obtaining self-sustaining employment. The Plan will notify the employee that the child's coverage
will end when the child reaches the Plan’s upper age limit at least ninety (90) days prior to the date the child
reaches that age. The employee must send SISC proof of the child's physical or mental condition within sixty
(60) days of the date the employee receives the request. When a period of two (2) years has passed, SISC may
request proof of continuing dependency due to a continuing physical or mental condition, but not more often
than one (1) time each year. This exception will last until the child is no longer chiefly dependent on the
employee, spouse, or domestic partner for support and maintenance or a physical or mental condition no longer
exists. A child is considered chiefly dependent for support and maintenance if he or she qualifies as a dependent
for federal income tax purposes and actively claims the child as such.
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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.

NOTE: If a marriage or domestic partnership terminates, the employee must give or send to the Plan written notice of
the termination. Coverage for a former spouse or domestic partner, if any, ends according to the provisions outlined
herein. If the Plan suffers a loss as a result of the employee failing to notify them of the termination of their marriage
or domestic partnership, the Plan may seek recovery from the employee for any actual loss resulting thereby. Failure
to provide written notice to the Plan will not delay or prevent termination of the marriage or domestic partnership. If
the employee notifies the Plan Administrator in writing to cancel coverage for a former spouse or domestic partner and
the children of the spouse or domestic partner, if any, immediately upon termination of the employee’s marriage or
domestic partnership, such notice will be considered compliance with the requirements of this provision.

H. 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 (FMLA) as promulgated in regulations issued by the Department of Labor.

During any leave taken under FMLA, 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 their 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.

I. Continuation During Labor Dispute

If you are a plan participant who stops working because of a labor dispute, the participating employer may arrange for
coverage to continue as follows:

1. Required Monthly Contributions. Required monthly contributions are determined by SISC as stated in the
participation agreement. These required monthly contributions become effective on the required monthly
contribution due date after work stops.

2. Collection of Required Monthly Contributions. The participating employer is responsible for collecting
required monthly contributions from those plan participants who choose to continue coverage. The
participating employer is also responsible for submitting required monthly contributions to SISC on or before
each required monthly contribution due date.

3. Cancellation if Participation Falls Below 75%. SISC must receive premium for at least 75% of plan participants
who stop work because of the labor dispute. If at any time participation falls below 75%, coverage may be
cancelled. This cancellation is effective ten (10) days after written notice to the participating employer. The
participating employer is responsible for notifying the subscribers.

4. Length of Coverage. Coverage during a labor dispute may continue up to six (6) months. After six (6) months,
coverage is cancelled automatically without notice from SISC.

J. Continuation For Disabled District Members

If you become disabled as a result of a violent act directed at you while performing duties in the scope of employment
as a district member, your benefits under this Plan may be continued.

1. Eligibility. You must be a member of the State Teachers' Retirement System or a classified school subscriber
member of the Public Employees' Retirement System and be covered under the participation agreement at the
time of the violent act causing the disability.

2. Cost of Coverage. The participating employer may require that you pay the entire cost of your continuation
coverage. This cost (called the "required monthly contribution") must be remitted to the participating
employer each month during your continuation. SISC must receive payment of the required monthly
contribution each month from the participating employer in order to maintain the coverage in force. SISC will
accept required monthly contributions only from the participating employer. Payment made by you directly to
SISC will not continue coverage.
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3. When Continuation Coverage Begins. When continuation coverage is elected and the required monthly
contribution is paid, coverage is reinstated back to the date you became disabled, so that no break in coverage
occurs, but only if you elect to continue coverage within sixty (60) days after your coverage terminates. For
dependents acquired and properly enrolled during the continuation, coverage begins according to the
enrollment provisions of the participation agreement.

4. When Continuation Coverage Ends. This continuation coverage ends for the plan participant on the earliest
of:

a. the date the participation agreement terminates
b. the end of the period for which required monthly contributions are last paid
c. the date the maximum benefits of this Plan are paid

For dependents, this continuation coverage ends according to the provisions as stated herein.

K. Coverage For Surviving Spouses of Certificated Members

If the plan participant dies while covered under this Plan as a certificated plan participant or a certificated retired
employee, coverage continues for an enrolled spouse until one of the following occurs:

1. The spouse becomes covered under another group health plan
2. The spouse’s coverage ends as described herein

EXCEPTION: If the plan participant dies while covered under this Plan as a classified plan participant or a classified
retired employee, the enrolled spouse may be eligible to continue coverage under this benefit. Please consult your
participating employer for details regarding their policy

L. Extension of Benefits

If you are a totally disabled subscriber or a totally disabled dependent and under the treatment of a physician on the
date of discontinuance of the Plan, your benefits may be continued for treatment of the totally disabling condition.
This extension of benefits is not available if you become covered under another group health plan that provides coverage

without limitation for your disabling condition. Extension of benefits is subject to the following conditions:

1. If you are confined as an inpatient in a hospital or skilled nursing facility, you are considered totally disabled
as long as the inpatient stay is medically necessary, and no written certification of the total disability is
required. If you are discharged from the hospital or skilled nursing facility, you may continue your total
disability benefits by submitting written certification by your physician of the total disability within ninety
(90) days of the date of your discharge. Thereafter, the Claims Administrator must receive proof of your
continuing total disability at least once every ninety (90) days while benefits are extended.

2. If you are not confined as an inpatient but wish to apply for total disability benefits, you must do so by
submitting written certification by your physician of the total disability. The Claims Administrator must
receive this certification within ninety (90) days of the date coverage ends under the participation agreement.
At least one (1) time every ninety (90) days while benefits are extended, the Claims Administrator must
receive proof that your total disability is continuing.

3. Your extension of benefits will end when any one (1) of the following circumstances occurs:
a. you are no longer totally disabled
b. the maximum benefits available to you under this Plan are paid

c. Yyou become covered under another group health plan that provides benefits without limitation for your
disabling condition

d. a period of up to twelve (12) months has passed since your extension began

M. Rehiring a Terminated Employee

A terminated employee who is rehired will be eligible for coverage under the Plan the first day of the month following
employment.
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N. Open Enrollment

There is an open enrollment period once each year. This period of time is generally held during the month of August
During that time, an employee who meets the eligibility requirements under this Plan may enroll. An employee may also
enroll any eligible dependents at that time.

For anyone so enrolling, coverage under this Plan will begin on the first day of October following the end of the open
enrollment period. Coverage under the former plan ends when coverage under this Plan begins.

If the Plan has an active open enrollment period, a plan participant who fails to make an election will no longer be
covered under this Plan. If the Plan has a passive open enrollment period, a plan participant will automatically retain
their present coverages. However, if an employee is enrolled in an HSA or FSA, they are required to actively elect
these benefits during the open enrollment period each year in order to retain their present coverage. Plan participants
will receive detailed information regarding open enrollment from their participating employer.
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SECTION III-MEDICAL NETWORK INFORMATION

A. Network and Non-Network Services

Network Provider Information

The Plan has entered into an agreement with a medical network that maintains contractual agreements with certain
hospitals, physicians, and other health care providers which are called network providers. Because these network
providers have agreed to charge reduced fees to persons covered under the Plan, the Plan can afford to reimburse a
higher percentage of their fees.

Therefore, when a plan participant uses a network provider, that plan participant will receive better benefits from the
Plan than when a non-network provider is used. It is the plan participant’s choice as to which provider to use.

If a plan participant receives information with respect to an item or service from the Plan, its representative, or a
database maintained by the Plan or its representative indicating that a particular provider is a network provider and
the plan participant receives such item or service in reliance on that information, the plan participant’s co-insurance,
co-payment, deductible, and out-of-pocket maximum will be calculated as if the provider had been a network provider
despite that information proving inaccurate.

Non-Network Provider Information

Non-network providers have no agreements with the Plan or the Plan’s medical network and are generally free to set
their own charges for the services or supplies they provide. The Plan will reimburse for the allowable charges for any
medically necessary services or supplies, subject to the Plan’s deductibles, co-insurance, co-payments, limitations, and
exclusions. Plan participants must submit proof of claim before any such reimbursement will be made.

Before you obtain services or supplies from a non-network provider, you can find out whether the Plan will provide
network or non-network benefits for those services or supplies by contacting the Third Party Administrator as outlined
in the Quick Reference Information Chart.

Except as outlined in No Surprises Act, the charge billed by a non-network provider for any covered service is higher
than the maximum allowable charge determined by the Plan, plan participants are responsible for the excess unless
the provider accepts assignment of benefits as consideration in full for services rendered. Since network providers
have agreed to accept a negotiated discounted fee as full payment for their services, plan participants are not
responsible for any billed amount that exceeds that fee. The Plan Administrator reserves the right to revoke any
previously-given assignment of benefits or to proactively prohibit assignment of benefits to anyone, including any
provider, atits discretion.

To receive benefit consideration, plan participants may need to submit claims for services provided by non-network
providers to the Third Party Administrator. Network providers have agreed to bill the Plan directly, so that plan
participants do not have to submit claims themselves.

Provider Non-Discrimination

To the extent that an item or service is a covered charge 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 provider’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 settings in
which treatments are provided, and does not require the Plan to accept all types of providers as a network provider.

B. Choosing a Physician - Patient Protection Notice

The Plan does not require you to select a primary care physician (PCP) to coordinate your care, and you do not have to
obtain a referral to see a specialist.

You do not need prior authorization from the Plan or Third Party Administrator, or from any other person (including
your PCP) in order to obtain access to obstetrical or gynecological care from a health care professional in the network
who specializes in obstetrics or gynecology. The health care provider, however, may be required to comply with
certain procedures, including obtaining pre-certification for certain services, following a pre-approved treatment plan,
or procedures for making referrals.
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C. Special Reimbursement Provisions

Under the following circumstances, the higher network payment will be made for certain non-network services:

1. Medical Emergency. In a medical emergency, a plan participant should try to access a network provider for
treatment. However, if immediate treatment is required and this is not possible, the services of non-network

providers will be covered until the plan participant’s condition has stabilized to the extent that they can be

safely transferred to a network provider’s care. At that point, if the transfer does not take place, non-network
services will be covered at non-network benefit levels. Charges that meet this definition will be paid based on

the maximum allowable charges. The plan participant will be responsible for notifying the Third Party
Administrator for a review of any claim that meets this definition.

2. No Choice of Provider. If, while receiving treatment at a network facility and provider (other than from a
surgeon in a non-emergency situation), a plan participant receives ancillary services or supplies from a non-
network provider in a situation in which they have no control over provider selection (such as in the selection

of an ambulance, emergency room physician, an anesthesiologist, assistant surgeon, or a provider for

diagnostic services), such non-network services or supplies will be covered at network benefit levels. Charges
that meet this definition will be paid based on the maximum allowable charges. The plan participant will be
responsible for notifying the Third Party Administrator for a review of any claim that meets this definition.

3. NoSurprises Act - Emergency Services and Surprise Bills. Enforcement dates, standards for implementation,

coordination with other entities, legal developments, and updates offered by state and/or federal entities
directly impact actions and availability of the items described. For non-network claims subject to the No

Surprises Act (“NSA”), plan participant cost sharing will be the same amount as would be applied if the claim
was provided by a network provider and will be calculated as if the Plan’s allowable charge was the recognized
amount, regardless of the Plan’s actual maximum allowable charge. The NSA prohibits providers from pursuing
plan participants for the difference between the maximum allowable charge and the provider’s billed charge
for applicable services, with the exception of valid Plan-appointed cost sharing as outlined above. Any such

cost sharing amounts will accrue toward in network deductibles and out-of-pocket limit maximums.

Benefits for claims subject to the NSA will be denied or paid within thirty (30) days of receipt of an initial
claim, and if approved will be paid directly to the provider. Claims subject to the NSA are those which are
submitted for:

a. emergency services

b. non-emergency services rendered by a non-network provider at a participating health care facility,

provided the plan participant has not validly waived the applicability of the NSA

c. covered non-network air ambulance services

4. Providers Outside of Network Area. If non-network provider is used because the necessary specialty is not in
the network or is not reasonably accessible to the plan participant due to geographic constraints [over fifty
(50) miles from home], such non-network care will be covered at network benefit levels. Charges that meet
this definition will be paid based on the maximum allowable charges. The plan participant will be responsible

for notifying the Third Party Administrator for a review of any claim that meets this definition.

Additional information about this option, as well as a list of network providers, will be given to plan

participants, at no cost, and updated as needed. This list will include providers who specialize in obstetrics or

gynecology.

5. Continuity of Care. In the eventa plan participant is a continuing care patient receiving a course of treatment
from a network provider or otherwise has a contractual relationship with the Plan governing such care and that
contractual relationship is terminated, not renewed, or otherwise ends for any reason other than the provider’s
failure to meet applicable quality standards or for fraud, the plan participant shall have the following rights to

continuation of care.

The Plan shall notify the plan participant in a timely manner after termination of the provider’s contractual

relationship with the Plan and that the plan participant has rights to elect continued care from the

provider. If the plan participant elects in writing to receive continued care, Plan benefits will apply under the
same terms and conditions as would be applicable had the termination not occurred, beginning on the date the
Plan’s notice of termination is provided and ending ninety (90) days later or when the plan participant ceases

to be a continuing care patient, whichever is sooner.
For purposes of this provision, “continuing care patient” means an individual who:
a. is undergoing a course of treatment for a serious and complex condition from a specific provider,

b. is undergoing a course of institutional or inpatient care from a specific provider
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c. is scheduled to undergo non-elective surgery from a specific provider, including receipt of
postoperative care with respect to the surgery

d. is pregnant and undergoing a course of treatment for the pregnancy from a specific provider

e. is or was determined to be terminally ill and is receiving treatment for such illness from a specific
provider

Note that during continuation, although Plan benefits will be processed as if the termination had not occurred
and the law requires the provider to continue to accept the previously-contracted amount, the contract itself
will have terminated, and thus the Plan may be unable to protect the plan participant if the provider pursues a
balance bill.

D. Blue Cross Blue Shield Global Core® Program

If you plan to travel outside the United States, call the Claims Administrator to find out Your Blue Cross Blue Shield
Global Core benefits. Benefits for services received outside of the United States may be different from services
received in the United States. Remember to take an up-to-date health Identification Card with you.

When you are traveling abroad and need medical care, you can call the Blue Cross Blue Shield Global Core Service
Center any time. They are available twenty-four (24) hours a day, seven (7) days a week. The toll free number is 1-800-
810-2583. Or you can call them collect at 1-804-673-1177.

If you need inpatient hospital care, you or someone on your behalf, should contact the Claims Administrator for pre-
certification as outlined in the Quick Reference Information Chart. Keep in mind, if you need emergency medical care,
go to the nearest hospital. There is no need to call before you receive care.

Please refer to the Health Care Management Program pre-certification provisions in this booklet for further
information. You can learn how to get pre-certification when you need to be admitted to the hospital for emergency
or non-emergency care.

How Claims are Paid with Blue Cross Blue Shield Global Core

In most cases, when you arrange inpatient hospital care with Blue Cross Blue Shield Global Core, claims will be filed
for you. The only amounts that you may need to pay up front are any co-payment, co-insurance, or deductible amounts
that may apply.

You will typically need to pay for the following services up front:
1. doctor services
2. inpatient hospital care not arranged through Blue Cross Blue Shield Global Core
3. outpatient services

You will need to file a claim form for any payments made up front.

When you need Blue Cross Blue Shield Global Core claim forms, you can get international claims forms in the following
ways:

1. call the Blue Cross Blue Shield Global Core Service Center at the numbers above

2. online at www.bcbsglobalcore.com or https:\\SISC.MyAmeriBen.com

You will find the address for mailing the claim on the form.

E. Network Information

You may obtain more information about the providers in the network by contacting the network by phone or by visiting
their website.

Anthem
1-800-810-BLUE

www.anthem.com/ca/sisc

All locations
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SECTION IV=SCHEDULE OF BENEFITS

A. Verification of Eligibility: 1-877-379-4844

Call this number to verify eligibility for Plan benefits before charges are incurred. Please note that oral or written
communications with the Third Party Administrator regarding a plan participant’s or beneficiary’s eligibility or
coverage under the Plan are not claims for benefits, and the information provided by the Third Party Administrator or
other Plan representative in such communications does not constitute a certification of benefits or a guarantee that
any particular claim will be paid. Benefits are determined by the Plan at the time a formal claim for benefits is
submitted according to the procedures outlined within the Claims and Appeals section of this plan document.

B. Schedule of Benefits

All benefits described in the Schedule of Benefits are subject to the exclusions and limitations described more fully
herein, including, but not limited to, the Plan Administrator’s determination that care and treatment is medically
necessary; those charges are in accordance with the maximum allowable charge; and that services, supplies, and care
are not experimental/investigational.

This document is intended to describe the benefits provided under the Plan, but due to the number and wide variety of
different medical procedures and rapid changes in treatment standards, it is impossible to describe all covered charges
and/or exclusions with specificity. If you have questions about specific supplies, treatments, or procedures, please
contact the Plan Administrator as outlined in the Quick Reference Information Chart.

The Plan Administrator retains the right to audit claims to identify treatment(s) that are, or were, not medically
necessary, experimental, investigational, or not in accordance with the maximum allowable charges.

Pre-Certification

The following services must be pre-certified, or reimbursement from the Plan may be reduced:
1. inpatient pre-admission certification and continued stay reviews (all ages, all diagnoses)
a. surgical and non-surgical (excluding routine vaginal or cesarean deliveries)
b. long term acute care facility (LTAC), not custodial care
c. skilled nursing facility/rehabilitation facility
d

inpatient mental health/substance use disorder treatment (includes residential treatment facility
services)

The attending physician does not have to obtain pre-certification from the Plan for prescribing a maternity
length of stay that is forty-eight (48) hours or less for a vaginal delivery or ninety-six (96) hours or less for a
cesarean delivery.

2. inpatient and outpatient surgery including pain management injections. Pain management injections in excess
of $1,000 performed in an office setting also require pre-certification. All other office surgeries and screening
colonoscopies do not require pre-certification.

3. bariatric surgical services, such as gastric bypass and other surgical procedures for weight loss, including
bariatric travel expense, if:

a. the services are to be performed for the treatment of morbid obesity

b. the physicians on the surgical team and the facility in which the surgical procedure is to take place are
approved for the surgical procedure requested

c. the bariatric surgical procedure will be performed at a Blue Distinction (BD) or a Blue Distinction+ BD+)
facility

4. inpatient hip replacement, knee replacement, or spine surgical services, including hip replacement, knee
replacement, or spine surgery travel expenses, if:

a. the services are to be performed for hip replacement, knee replacement, or spine surgery

b. the physicians on the surgical team and the facility in which the surgical procedure is to take place are
approved for the surgical procedure requested

c. the hip replacement, knee replacement, or spine surgical procedure will be performed at a Blue
Distinction+ (BD+) facility
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5. transplant (other than cornea), including, but not limited to, kidney, liver, heart, lung, pancreas, and bone
marrow replacement to stem cell transfer after high-dose chemotherapy

6. behavioral treatment for pervasive developmental disorder or autism

7. chemotherapy drugs/infusions and radiation treatments for oncology diagnoses
8. dialysis

9. durable medical equipment (DME) in excess of $1,000 (purchase/rental price)
10. gene therapy

11. genetic/genomic testing (excluding amniocentesis)

12. home health care services

13. home infusion therapy or infusion therapy, if the attending physician has submitted both a prescription and a
plan of treatment before services are rendered.

14. non-emergent air ambulance
15. orthotics/prosthetics in excess of $1,000 purchase price

16. outpatient advanced imaging - Computed Tomographic (CT) studies, Coronary CT angiography, MRI/MRA,
nuclear cardiology, nuclear medicine (including SPECT scans), and PET scans (excluding services rendered in an
emergency room setting)

17. physical therapy, physical medicine, occupational therapy, and chiropractic care in excess of five (5) visits per
therapy type, per provider

18. partial hospitalization, intensive outpatient programs, and transcranial magnetic stimulation (TMS)
19. sleep studies/services

20. specialty infusion/injectable medications over $1,000 per infusion/injection which are covered under the
medical benefits and not obtained through the Prescription Drug Benefits (i.e. provided in an outpatient
facility, physician’s office, or home infusion)

Services rendered in an emergency room or urgent care setting do not require pre-certification.

C. Deductible Amount

Deductibles are dollar amounts that the plan participant must pay before the Plan pays. Before benefits can be paid in
a calendar year, a plan participant must meet the deductible shown in the applicable Schedule of Medical Benefits.

This amount will accrue toward the 100% maximum out-of-pocket limit.

D. Benefit Payment

Each calendar year, benefits will be paid for the covered charges of a plan participant that are in excess of the
deductible, any co-payments, and any amounts paid for the same services. Payment will be made at the rate shown
under the reimbursement rate in the applicable Schedule of Medical Benefits. No benefits will be paid in excess of the
maximum benefit amount or any listed limit of the Plan.

Services rendered may have professional, facility, and other components for which physicians and facilities may bill
separately.

E. Out-of-Pocket Limit

Covered charges are payable at the percentages shown each calendar year until the out-of-pocket limit shown in the
applicable Schedule of Medical Benefits is reached. Then, covered charges incurred by a plan participant will be
payable at 100% (except for the charges excluded) for the remainder of the calendar year.

The network out-of-pocket limit includes applicable amounts paid for deductibles, co-payments, and co-insurance
(including non-participating emergencies or ambulance services).
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F. Diagnosis Related Grouping (DRG)

Diagnosis related grouping (DRG) is a method for reimbursing hospitals for inpatient services. This is when a provider
bills for services that go together in a group, or bundle, instead of the individual services that make up the group
separately. The provider has agreed to a set DRG rate with the network. When a service is rendered, regardless of
what the provider bills, the DRG amount has already been set for that specific group of services. A DRG amount can be
higher or lower than the actual billed charge because it is based on an average cost for the services rendered.

In the case where the DRG amount on an eligible claim is higher than the actual billed charges, the following will
determine how each party’s cost sharing will be determined:

1. the Plan will base their portion of the charge on the network allowed amount

2. the plan participant’s portion of the charge will be based on the billed charges and will not exceed the billed
charges

3. the difference in the network allowed amount versus the actual billed charges will be the responsibility of the
Plan

G. Co-Insurance

For covered charges incurred with a network provider, the Plan pays a specified percentage of the negotiated rate.
This percentage varies, depending on the type of covered charge, and is specified in the applicable Schedule of Medical
Benefits. You are responsible for the difference between the percentage the Plan pays and 100% of the negotiated
rate.

For covered charges incurred with a non-network provider, the Plan pays a specified percentage of covered charges at
the maximum allowable charge. In those circumstances, you are responsible for the difference between the
percentage the Plan pays and 100% of the billed amount, unless your claim is a surprise billing claim.

These amounts for which you are responsible are known as co-insurance. Unless noted otherwise in the Special
Comments column of the applicable Schedule of Medical Benefits, your co-insurance applies towards satisfaction of the
out-of-pocket limit.

H. Co-Payments

In certain cases, instead of paying co-insurance, you must pay a specific dollar amount, as specified in the applicable
Schedule of Medical Benefits. This amount for which you are responsible is known as a co-payment and is typically
payable to the health care provider at the time services or supplies are rendered.

Unless otherwise stated in the applicable Schedule of Medical Benefits, co-payments are applied per provider.

Unless noted otherwise in the Special Comments column of the applicable Schedule of Medical Benefits, your co-
payments apply toward satisfaction of the out-of-pocket limit.

I. Balance Bill

The balance bill refers to the amount you may be charged for the difference between a non-network provider’s billed
charges and the allowable charge.

Network providers will accept the allowable charge for covered charges. They will not charge you for the difference
between their billed charges and the allowable charge.

Non-network providers have no obligation to accept the allowable charge. You are responsible to pay a non-network
provider’s billed charges, even though reimbursement is based on the allowable charge. Depending on what billing
arrangements you make with a non-network provider, the provider may charge you for full billed charges at the time of
service or seek to balance bill you for the difference between billed charges and the amount that is reimbursed on a
claim.

Any amounts paid for balance bills do not count toward the deductible, co-insurance, or out-of-pocket limit.
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J. High Deductible Health Plan (HDHP)

A qualified high deductible health plan (HDHP) with a health savings account (HSA) provides comprehensive coverage
for high-cost medical events and a tax-advantaged way to help build savings for future medical expenses. The Plan
gives you greater control over how health care benefits are used. An HDHP satisfies certain statutory requirements with
respect to minimum deductibles and out-of-pocket limits for both individual and family coverage. These minimum
deductibles and maximum out-of-pocket limits are set forth by the U.S. Department of Treasury and will be indexed
for inflation in the future.

How This Plan Works

This Plan features higher annual deductibles and out-of-pocket limits than other traditional health plans. With the
exception of preventive care, you must meet the annual deductible before the Plan pays benefits. It is called a high
deductible health plan or HDHP.

It is paired with a health savings account (HSA). You may elect to make pre-tax contributions from your paycheck to
your HSA each pay period. The HDHP provides medical and prescription drug coverage, and the HSA provides a tax-free
way to help you save for health expenses in retirement. The HDHP gives you flexibility and discretion to determine how
to use your health care benefits.

You can pay your deductible with funds from your HSA, or you can choose to pay your deductible out-of-pocket,
allowing your health savings account to grow. Preventive care services are not subject to the deductible. These
benefits are paid at 100%.

Applying Expenses to the Deductible

If you have not met your deductible, you will be responsible for 100% of the allowed amount for your health care
expenses. If you use a network provider, the provider will submit the claim to the Third Party Administrator on your
behalf. If you use a non-network provider, your physician may ask you to pay for the services provided before you leave
the office. In that case, you must submit your claim to the Third Party Administrator to ensure your expenses are
applied to the deductible. You will subsequently receive an Explanation of Benefits from the Third Party Administrator
stating how much the negotiated payment amount is and the amount for which you are responsible.

K. Requirements for a Health Savings Account (HSA)
To be eligible for enrollment in a health saving account, you must:
1. be enrolled in a qualified HDHP

2. in general, not have any other non-HDHP medical coverage including coverage under a health flexible spending
account or health reimbursement account

You are allowed to have auto, dental, vision, disability, and long-term care insurance at the same time as an
HDHP.

3. notbe enrolled in a general purpose health care flexible spending account (and your spouse may not be
enrolled in a general purpose flexible spending account)

4. not be enrolled in Medicare

5. not be claimed as a dependent on someone else’s tax return

Qualified Medical Expenses

A partial list is provided in IRS Publication 502, available at www.irs.gov.
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L. Schedule of Medical Benefits - MEC 9000, Rx 0X0 9000 Option

NETWORK PROVIDERS NON-NETWORK PROVIDERS

Deductible, per Calendar Year
The network and non-network deductible amounts accumulate towards each other.

Co-insurance amounts do not apply to the deductible.

Per plan participant $9,000

Per family unit $18,000

Family Unit - Embedded Deductible

If you are enrolled in the family option, your Plan contains two (2) components: an individual deductible and a family unit
deductible. Having two (2) components to the deductible allows for each member of your family unit the opportunity to have
your Plan cover medical expenses prior to the entire dollar amount of the family unit deductible being met. The individual
deductible is embedded in the family deductible.

For example, if you, your spouse, and child are on a family plan with a $18,000 family unit embedded deductible, and the
individual deductible is $9,000, and your child incurs $9,000 in medical bills, their deductible is met, and your Plan will help
pay subsequent medical bills for that child during the remainder of the calendar year, even though the family unit deductiblée
of $18,000 has not been met yet.

Maximum Out-of-Pocket Limit, per Calendar Year
The out-of-pocket limit includes co-payments, co-insurance, and deductibles.

The network and non-network out-of-pocket limits do not accumulate towards each other.

Per plan participant $9,000 Unlimited

Per family unit $18,000 Unlimited

Family Unit - Embedded Out-of-Pocket Limit

If you are enrolled in the family unit option, your Plan contains two (2) components: an individual out-of-pocket limit and a
family unit out-of-pocket limit. Having two (2) components to the out-of-pocket limit allows each member of your family unit
the opportunity to have their covered charges be payable at 100% (except for the charges excluded) prior to the entire dollar
amount of the family unit out-of-pocket limit being met. The individual out-of-pocket limit is embedded in the family unit
out-of-pocket limit.

The Plan will pay the designated percentage of covered charges until out-of-pocket limits are reached at which time the Plan
will pay 100% of the remainder of covered charges for the rest of the calendar year unless stated otherwise.

NOTE: The following charges do not apply toward the out-of-pocket limit amount and are generally not paid by the Plan:
1. costcontainment penalties
2. amounts over the maximum allowable charges
3. charges notcovered under the Plan
4. balanced billed charges
5

amounts paid by plan participants for non-network services
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Benefits shown as co-payments and co-insurance are listed for what the plan participant will pay.

COVERED SERVICES

NETWORK PROVIDERS

NON-NETWORK
PROVIDERS

SPECIAL COMMENTS

General Percentage Payment

0% co-insurance,

Deductible applies, then
plan participant pays all
billed amounts

Generally, most covered charges are
subject to the benefit payment
percentage contained in this row, unless
otherwise noted. This Special Comments
column provides additional information

Rule after deductible exceeding the maximum and limitations abput th.e applicable
allowed amount covered charges, including the expenses
’ that must be pre-certified and those
expenses to which the out-of-pocket
limit does not apply.
Deductible applies, then
Acupuncture 0% co-insurance, plan participant pays |Calendar Year Maximum: twelve (12)

after deductible

50% of the maximum
allowed amount.

visits.

Advanced Imaging

0% co-insurance,
after deductible

Deductible applies, then
plan participant pays all
billed amounts
exceeding the maximum
allowed amount.

Non-Network Benefit Maximum: $800
per test.

Includes Computed Tomographic (CT)
studies, Coronary CT angiography,
MRI/MRA, nuclear cardiology, nuclear
medicine (including SPECT scans), and
PET scans, excluding services rendered in
an emergency room setting.

Pre-certification is required. Failure to
obtain pre-certification may reduce
benefits.

Allergy Services

Allergy Testing

Allergy Treatment

0% co-insurance,
after deductible

0% co-insurance,
after deductible

Not Covered

Deductible applies, then
plan participant pays all
billed amounts
exceeding the maximum

allowed amount.

Serum is included.

23



MEC 9000, Rx 0X0 9000 Option

NON-NETWORK

COVERED SERVICES NETWORK PROVIDERS PROVIDERS

SPECIAL COMMENTS

Please refer to the Medical
Benefits section, Covered Medical
Charges, Ambulance, for a further
description and limitations of this
benefit.

Benefit Maximum: $50,000 per trip for
non-emergent air ambulance services
when performed by a non-participating
provider.

Air, ground, and water ambulance are
$100 co-payment /trip covered under the Plan. Interfacility
Ambulance Service then 0% co-insurance, transports are covered under the Plan as
after deductible deemed medically necessary to the
nearest accredited general hospital with
adequate facilities for treatment or after
a plan participant has been stabilized at
a non-network facility and transportis
needed to get to a network facility.

Chartered flights are not covered.

Pre-certification is required for non-
emergent air ambulance. Failure to
obtain pre-certification may reduce
benefits.

Deductible applies, then
plan participant pays all Benefit Maximum: limited to $350 per

billed amounts day for non-emergency admission at a

exceeding the maximum?on-network provider.
allowed amount.

0% co-insurance,

Ambulatory Surgical Center after deductible
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MEC 9000, Rx 0X0 9000 Option

COVERED SERVICES

NETWORK PROVIDERS

NON-NETWORK
PROVIDERS

SPECIAL COMMENTS

Applied Behavioral Analysis (ABA