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Dental Benefits. Provides a descriplion of dental benefits provided under the Plan.
Filing a Claim. Explains how to submit a claim for consideration of benefits under the Plan.
Claims Procedura. Explains the pracedures for filing a claim and the claim appeal procass.

Coordination of Benefits. Explains the Plan benefit payment order when a Covered Person is covered under more than
one plan providing benefits.

Other Important Plan Provisions. Explains otherimportant Plan provisions.

Third Party Recovery Provision. Explains the Plan's rights to recover payment of expenses when a Coverad Person
has a claim against another person because of injuries sustained.

COBRA Continuation Options. Explains continuation options available under the Plan.
Responsibilities for Plan Administration. Explains the responsibilities of the Plan Administrator.
HIPAA Privacy and HIPAA Security. Summary of the Plan's HIPAA Privacy Policy and Security.

General Plan Information. Provides general Plan infarmation.
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A copay Is an amount that a Covered Person pays 1o his or her provider at the time of service.

Out-of-Pocket Maximums

An out-of-pocket maximum is the maximum amount of covered expenses a Covered Personmust pay during a calendar
year before the Plan payment percentage increases. When there is an In-Network and Out-of-Network out-of-pocket
maximum, the In-Network out-of-pocket maximum accrues toward the Qut-of-Network out-of-pocket maximum and the
Out-of-Network out-of-pocket maximum accrues toward the In-Network out-of-pocket maximum.

The individual out-of-pocket maximum applies separately to each Covered Person. When a Covered Person reaches his
or her out-of-pocket maximum, the Ptan will pay 100% of additional covered expenses for that individual during the

remainder of thatcalendar year.

The Family out-of-pocket maximum applies colleclively to all Covered Persons In the same Family. When the Family out-
of-pocket maximum is satisfied, the Plan will pay 100% of cavered expenses for any Covered Person in the Family during

the ramainder of that calendar year.

The Plan will pay the designated percentage of covered charges until the applicable out-of-pocket maximum is reached,
at which time the Plan will pay 100% of the remainder of covered charges for the rest of the calendar year,

The following expenses do not count toward the out-of-pocket maximum and are never paid at 100%:

Precertification penalties

Excess of Usual and Customary Charges
Prescriptiondrug copays
Temporomandibular Joint (TMJ)
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BENEFIT, ™ “I|PARTICIPATING! " 1INONSTT T } Dmﬁ“NAEuiﬂﬁ'rr"NsTANn. P
ESCRIPTION! PROVIDER& |PARTICIPATING  |[EXPLANATIONS! |
| | {PROVIDERS] |
[ TR | :_gau&é:v (T (S T e e
|PreventiveCara B SR L L) L i & 5" Codp |
[Routine Well Adult Care 100% T300% ilncludes office v vislts pap smear, mammogram.
nodeductible no deductible prostate screening, gynecological exam, routine
physical examination, colonoscopy, chelesterol
tests, x-rays, laboratory blood tests, hearing
|exam, vision exam and immunizations#iu shots.
Frequency forMammograms;
Age 36-39: 1{baseline
Age 40-48: 1 every 2 years
Age 50 and over: 1 percalendar
year
ﬁ!outineWell Child Care 100% 100% Includes: office visits, vision exam, routine
nodeductible no deductible physical examination, laboralory blood tests, x-
= rays and immunizations through age 26.
E-luman Papillomavirus 100% 100% Limited to Covered Persons ages 9 through 26.
HPV) Vaccine no deductible no deductible
Xcray&UaboratoryServices. .~ 0 T RN T T S P X |
re-Admission and Pre- 80% 70%
urgical Testing, within afterdeductible aflerdeductible
ven (7) days of a
eduledInpatlent
ospital admission. 2
DiagnosticCharges 80% 70%
X-rayand Labaratory} after deductible afterdaductible
Card Services 100% N/A
atient)

nd/or a Physician elect to use anather lab —

ervices of Lab Card, the Plan will pay 100% of the eligible charges a Covered Person Incurs for outpatient laboratory
es and will waive any of this Plan's Copays, Deductibles and/or Colnsurance requirements. If a Coverad Person
Including the ab in the Physician's office — normal Plan benefits will apply.
e the Diagnostic Testing, X-ray and Laboratory Services benefit under Eligible Medical Expenses for further details of

lﬁ?ﬂlﬁ'sﬁﬂalmﬂ'ﬁhn‘eni’Faclllﬁes-andFSQrvﬁm__:‘__:' R T LT Ry ¥
inpatientHospital 80% 70% he Plan's payment  will be reduced ff the
Services, including afterdeductible afterdeductible  jrequirements of the Medical Management section
Room and Board room and board room andboard  |of the Plan are not followed.
limited to the semi- | limited to the semi-
private room rate private room rate
fntenslva Care Unit 80% 70% The Plan's payment will be reduced if the
afterdeductible aflerdeductible  |requirements of the Medical Management section
room and board room andboard  |of the Plan are not followed.
limited to the limited to the
ICW/CCU room rate | ICU/CCU room rate
oufine Well Newbom 80% 70%
Eare after deductible afterdeductible o |
lOutpatlentHospual 90% 70%
after deductible afterdeductible

Fairfax County Water Autherity
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||pARTICIPATINGT HINONE ADDITIONALLIMITATIONS'AND] = &
|PROVIDERS' PARTICIPATING EXPLANATIONS! |
PROVIDERS) JI
il sl (usciapplies). [ .
npatient Surgery 50% 70% The Plan's payiment will be reduced if the
Emdudes afterdeductible afterdeductible Lrequirements of the Medical Management section
esiologists) of the Plan are not followed.
EutpatientSurgery 90% 70%
Includes aflerdeductible afterdeductible
nesthesiologists)
urgery Performedin a 80% 70%
hysiclan's Office aflerdeductible afterdeductible
InpatientPhysician 80% 70%
isits afterdeductible afterdeductible
iConsultations 90% 70%
after deductible afier deductible
OccupationalTherapy 90% 70% Must be Medically Necessary and not work
afterdeduclible afierdeductible [related.
Physical Therapy 90% 70%
¥ afterdeductible afterdeductible
peech Therapy 80% 70% Covered only for speech loss or impairment due
gflerdeductibje afterdeductible  lto an {liness or Injury.
Ehem otherapy/ 90% 70%
adiation Therapy afterdeductibie aftar deductible
hysiclan'sOffice/Home 100% 100%
Visits after $25 copay afler $35 copay
Temporomandibular 50% 50% Limited to non-surgical treatment or diagnosis
Hoint (TMJ) afterdeductible aflerdeductible _|rendered or prescribed by a Physician.
Podiatry 90% 70%
pi afterdeductible aflerdeductible L
Organ Transplants 90% 70% * Please refer fo the Aetna institute of Excellenca
afterdeductible afterdeductible  |(IOE) section of this Plan for a more detailed
(Aetna lOE Facility |description of this benefit.
only)*
Transportation and $50 per day per N/A istance of the Aetna IOE Facility must be
Lodging Daily persen ($100 per day more than 100 miles away from
Maximum maximum) per embers residence.
transplant*
Transporiation and $10,000per N/A |
Lodging Maximum transplant*
Benefit
Second Surgical 90% 70%
Opinion after deductible afterdeductible
Dental Service 90% 70% Limited to treatment related {o an accidental
afterdeductible afterdeductible  |Injury, except for chewing, 1o sound natural teeth
and Initial ireatment is received within 3 months
Lﬁ i, 3 of the accident,
egistered Dietician 90% 70%
afterdeductible after deductible
8 visils calendar 6 visits calendar
year maximum year maximum
Fairfax County Water Authority B
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BENEFITDESCRIPTION | > i
Pharmacy Option (Lesser of 34-day supply or 100 units) Copay
Generic Drugs $5
Formulary Brand Name Drugs 530
Non-Formulary Brand Name Drugs $45
Mail Order Prescription Drug Option {(80-day supply) Copay
Generic Drugs $10
Formulary Brand Name Drugs 360
Non-Formutary Brand Name Drugs $90
Copay
[Specialty Drugs $115

uraScript Specialty Pharmacy Program

peclally drugs MUST be abtained directly from CuraScript Specialty Pharmacy Program, powered by Express Scripts,
fier 1 fill at a retail pharmacy.

Detalls regarding Prescription Drug Benefits are in the Praescription Drug Benefits section.
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H NTA
CalendarYear Deductible: Ihe Calendar Year Deductibla Appliesto the
Eollowing Clagses of Services:
$50 per Covered Person Class B Services - Basic
Class C Service - Major
Class D Services - Orthodontia
BENEFITDESCRIPTION. il BENEET
Maximum Benefit Amount For All Classes
Per Covered Person per Calendar Year {over age 18) $2,000
Per Covered Person per Calendar Year (under 18) Unlimited
[Dental Percentage Payable
Class A Services-Preventive 100% of UGC
Class B Services-Basle B0% of UAC
Class C Services-Major 50% of USC
Class D Setvices-Orthodontia 50% of URC

A written proposed course of traatment for any procedure estimated 1o be over $1,000 should be submitted
by the Dentist for review pror to the actual performance of services. Evaluation of the course of treatment
is subject to the alternate procedure pravision of the Plan and does not guarantee payment of benefits

when the actual services are performed.

Datails regarding Dental Bonefits are in the Dental Benefits section.
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plan during which an Employee has no other coverage are not considered Creditable Coverage under the Plan, nor are
these days taken into account when delermining a Significant Break In Coverage.

Custodial Care Is care (including room and board needed to provide that care) that is given principally for personal
hygiene or for assistance in daily aclivities and can, according to generally accepted medical standards, be performed by
persons who have no medicaltraining. Examples of Custodial Care are help in walking and getting out of bed; assistance
in bathing, dressing, feeding; or supervision over medication which could nommally be self-adminlistered.

Dentist Is a person who is properly trained and licensed (o practice dentistry and is practicing within the scope of such
license.

Diagnostic Charges means charges for x-ray or lahoratory examinations made or ordered by a Physician in order to
detect a medical condition.

Disability means the inability to perform all the dutles of the Covared Person's occupation as the result of a non-
occupational lliness or Injury. For an unemployed Covered Person, Disability means the inability to perform the normal
duties of a person of the same age.

Disabillty {Disabled) for an Active Employee means the complete inabllity o perform any and every duty of his or her
occupation or of a similar occupation for which the person is reasonably capable due to education and training, as a result
of lliness or Injury. Disability will be determined by the attending Physician.

Durable Medical Equipment means equipment which (a) can withstand repeated use, (b) is primarily and customarify
used to serve a medical purpose, {c) generally is not useful to a person in the absence of an lliness or Injury and (d) is
appropriate for use In the home,

Employer is the Plan Sponsor and any other entity, with the consent of the Plan Spensor that adopts the Plan.

Endodontic Treatments are procedures for the prevention and treatment of diseases of the dental pulp, pulp chamber,
root canal and surrounding periapical structures.

Enroliment Date is the first day of coverage or, if there Is a waiting period, the first day of the waiting period.

Experimental and/or Investigational means services, supplies, care and treatment which do not constitute accepted
and appropriate medical practice considering the facts and circumstances of the case and by the generally accepted
standards of a reasonably substantial, qualified, responsible, relevant segment of the apprapriate medical community or
govemment oversight agencies at the time services were rendered, as delermined by the Plan Administrator as set forth
below.

The Plan Administrator must make an indepandent evaluation of the experimental/nonexperimental standings of specific
technologies. The Plan Administrator shalt be guided by a reasonable interpretalion of Plan provisions. The decisions
shall be made in good faith and rendered following a detailed factual background investigation of the claim and the
proposed treatment. The decision of the Plan Administrator will be final and binding on the Plan. In addition to the above,
the Plan Administrator will be gulded by the following principles to determine whether a proposed treatment Is deaemed to
be Experimental and/or Invesligational;

(1) if the drug or device cannot be lawfully marketed without approval of the U.S. Food and Drug Administration
{FDA) and approval for marketing has not been given at the time the drug or device is fumished, then it is
deemed to be Experimental and/or Investigational; or

{2) H the drug, device, medical treatment or procedure, or the patient informed consent document utilized with the
drug, device, treatment or procedure, was reviewed and approved by the treating facility’s Institutional Review
Board or other body serving a similar function, or if federal law requires such review or approval, thenitis
deemed to be Experimental and/or Investigational; or

(3) if Reliable Evidence shows that the drug, device, medical treatment or procedure Is the subject of on-going
phase | or phase |l clinical triats, or is the subject of the research, experimental, study, investigational or other

Fairfax County Water Authority 14
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Home Health Care Services and Supplies include: part-time or intermittent nursing care by or under the supervision of
aregistered nurse (R.N.}; part-time or intermittent home health aide services provided through a Home Health Care
Agency (this does not include general housekeeping services); physical, occupational and speech therapy; medical
supplies; and laboratory services by or on behalf of the Hospital.

Hospice Agency is a public or private organization, licensed and operated according to the law, primarily engaged in
providing Hospice Care Services and Supplies for palliative, supportive, and other related care for a Coverad Person
diagnosed as terminally it with a8 medical prognosis that life expectancy is 6 months or less.

Hospice Care Plan is a plan of terminal patient care that is established and conducted by & Hospice Agency and
supervised by a Physician.

Hospice Care Services and Supplies are those provided through a Hospice Agency and under a Hospice Care Plan
and include inpalient care in a Hospice Unit or other licensed facility, home care, and Family counseling during the

bereavementperiod.

Hospice Unit is a facility or separate Hospital Unit, that provides treatment under a Hospice Care Plan and admils at
least two unrelated persons who are expected to die within six months.

Hospital is aninstitution which is engaged primarily in providing medical cara and treatment of sick and injured persons
on an inpatient basis at the patient's expense and which fully meets these requirements: it is accredited as a Hospital by
the Joint Commission on Accraditation of Healthcare Organizstions orthe American Osteopathic Association Healthcare
Facilities Accreditation Program,; it is approved by Medicare as a Hospital; it maintains diagnostic and therapeutic facilities
on the premises for surgical and medical diagnosis and treatment of sick and injured persons by or under the supervision
of a staff of Physicians; it continuously provides on the premises 24-hour-a-day nursing services by or under the
supervision of registered nurses (R.N.s); and it is operated continuously with organized facilities for operative surgery on
the premises.

"Hospital" also includes:

(1) A facility operating legally 2s a psychiatric Hospitzl or residential treaiment facility for mental health and
licensed as such by the state in which the facility operates.

(2} A facliity operating primarily for the treatment of Substance Use Disorders if it meets these requirements:
maintains parmanent and full-time facilities for bad care and full-fime confinement of at least 15 resident
patients; has a Physician in regular aitendance; continuously provides 24-hour a day nursing service by a
registered nurse (R.N.); has a full-time psychiatrist or psycholagist on the staff; and Is primarily engaged in
providing diagnostic and therapeutic services and facilities for treatment of Substance Use Disordars.

liiness means a non-occupational bodily disorder, disease, physical sickness, Substance Use Disarder or Mental
Disorder. iliness includes Pregnancy, childblrth, miscaniage, as defined by the Employer.

infartility means incapable of producing offspring.
Injury means a non-occupational accidental physical injury caused by an unexpected extemnal means.

Intensive Care Unitis defined as a separate, clearly designated service area, which is maintained within a Hospital
solely for the care and treatment of patients who are critically ill and which has facilities for special nursing care not
available in regular rooms and wards of the Hospital; special life saving equipment which is immediately available at all
times; at least two beds for the accommodation of the critically ill; and at least one registered nurse (R.N.} in continucus
and constant attendanca 24 hours a day.

Lifetime is used in the Plan in refererice to benefit maximums and limitations and is understocd to mean while covered
under the Plan.

Medical Care Facility mesns a Hospital, a facility that treats one or more specific ailments or any type of Skilied Nursing
Facility.

Fairfax County Water Authority 16
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Language Patholagist, Nutritionist/Dietician and any other practitioner of the healing arts who is licensed and regulated by
a state or federal agency andis acting within the scope of his or her license,

Plan Participant is any Employee, Retiree (under the age of 65) or Dependent whe is covered under the Plan.
Plan Sponsor is Fairfax County Water Authority, as further identified under General Plan Information.

Plan Year refer to the General Plan Information page.

Pregnancy is childbirth and conditions associated with Pregnancy, including Complications of Pregnancy.

Prescription Drug means any of the following: a Food and Drug Administration-approved drug or medicine which, under
federal law, Is required to bear the legend: “Caution: federal law prohibits dispensing without prescription"; injectable
insulin; hypodermic needles or syringes.

Qualifisd Medical Child Support Order (QMCSO0) is a judgment or decree by a court of competent jurisdiction or order
issued through an administrative process established undar state law that has the force and effect of state law that
requires the Plan lo provide coverage to the children of an Employee pursuant to a state domestic relations law.

A medical child support order must meet certain requiraments specified in the law in order to be considerad "qualified.”

Retired Employee is a former Active Employee of the Employer who was retired while employed by the Employer under
the formal written plan of the Employer is under the age of 65, and elects ta contribute to the Plan the contribution

required by the Retired Empleyee.
Routine Well Adult Care. Routine well adult care is care by a Physician that is not for an lliness or Injury.
Routine Well Child Care. Routine well child care Is routine care by a Physician thatis not for an lliness or injury.

Skilled Nursing Facility, including an extended care facility and a rehabilitation facility, is a faciiity that fully meets all of
the following:

{1) Itis licensed to provide professional nursing services on an inpatient basis to persons convalescing from Injury or
liness. The service must be rendered by a registered nurse (R.N.) or by a licensed practical nurse (L.P.N.) under
the direction of a registered nurse. Services to help restore patients to self-care in essential daily fiving activities
must be provided.

{2) Services are provided for compensation and under the full-time supervision of a Physician,

(3) It pravides 24 hour per day nursing services by licensed nurses, under the direction of a full-time registered nurse,

{4) It maintains a complete medical record on each patient.

{5) Ithas an effective utilization review plan.

(8) Itis not, other than incidentally, a place for rest, the aged, Custodial or aducational care.

(£} Itis approved and licensed by Medicare.

This term also applies to charges incurred in a facility referring to itself as an extendad care facility, convalescent nursing
home, rehabilitation hospltal, long-term acuie care facllity or any other similar nomenciature.

Spinal Manipulation/Chiropractic Care means skeletal adjustments, manipulation or other treatment in connection with
the detection and cormrection by manual or mechanical means of structural imbalance or subluxation in the human body.
Such treatment is done by a Physician to remave nerve interference resulting from, or related to, dislortion, misalignment
or subliation of, or in, the vertebral column,

Spouse is defined in the “Eligibitity” section of this document.

Substance Use Disorder means any disease or condition that is classified as a Substance Use Discrder in the current
edition of the Intemnational Classification of Diseases published by the U.S. Department of Health and Human Services.

Fairfax County Water Authaority 18
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ELIGIBILITY AND COMMENCEMENT OF COVERAGE PROVISIONS

ELIGIBILITY
Eligible Classes of Employees. An Employee of the Employer wha is:

(1) a full-time Employee regularly scheduled to wori at least 40 hours per week for the Employer (as determined
by the Employer) and is on the regular payroll of the Employer.

{2) a part-ime, Employee regularly scheduled to work at least 20 hours per week for the Employer (as
determined by the Employer) and is on the regular payroll of the Employer.

{3) a relired Employee of the Employer whao is under the age of 65.

Waiting Pariod for Employee Coverage.

(1} If the Empioyee is employad between the 1 and 15™ day of the calendar month, the effective dale will be the
first day of the calendar month following the Employes’s date of hire.

{2) if the Employee is employed between the 16™ and 31 day of the calendar month, the effective date will be
the first day of the second calendar manth following the Employee's date of hire.

For the purpose of this provision, an Employee shall not be treated as absent from work if the absence is becauseof a
health condition.

Shouid an Employee of the Employer change to full-time status, any waiting period required to be eligible for coverage
under the Fairfax County Water Autherity Health Plan will be calculated from the Employee's date of hire. If the Employee
has been employed with the Employer longer than the required watting period, coverage would begin on the first day of
the month following the date the Employee changed to full-time status.

Notwithstanding the foregoing, the term Employee shall not include:

{1) any Employee of the Employer who Is a member of a collective bargaining unit covered under a collective
bargalning agreement unless the callective bargaining agreement provides for the Employee's participation in
the Plan, or

(2) any leased employee of the Employer, or

(3) any person who is not classified by the Employer as a common law employee of the Employer, regardiess of
whether or not such parson is later reclassified by a court or any regulalory agency as 2 common law
employee of the Employer, or

{4) any person classified by the Employer as a temporary employee of the Employer (as determined by the
Employer).

Effective Date of Employae Coverage. When the enroliment requiremenis are met, an eligible Employee's coverage is
effective as outlined above. Inthe case of a Special Enrollment Siuation or Status Change, coverage will be effective on
the date of the event, provided the enroliment application is received within the time pericd established in the Special
Enroliment Situation/Status Change sectlon,

An Employee must be an Active Employee (as defined by the Plan) for coverage to begin.

Eligible Classes of Dependents. A Dependent is any one of the following persons:

(1) Acovered Emplayee's Spouse, unless legally separated.

2) A covered Employees Dependent Child until the end of the month in which the child attains age 26.

Fairfax County Water Authority 20
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If the covered Employee already has Dependent coverage, a newborn child will be automatically enrolled for 31 days from
birth; otherwise, separate enroliment for a newbomn child is required.

Enroliment Requirements for Newborn Children. A newborn child must be enrolled as a Dependent under the Plan
within 31 days of the child's birth in order for coverage to take effect from the date of birth. Charges for covered nursery
care and covered routine Physician care will be applied toward the Plan of the newborn child.

If the child Is required to be enrotied and is not enrolled within 31 days of birth, the child may only enroll during the annual
open enroliment period. The enroliment will be considerad a Late Enroliment.

TIMELY INITIAL ENROLLMENT

Initial enroliment is considered "timely” if the completed enrcliment form s received by the Plan Administrator no later than
31 days after the person bacomes eligible for caverage under the Plan, initially, under a Special Envoliment Situation or
during the annual open enroliment.

When two Employaes (husband and wife) are covered under the Plan and the Employee covering the Dependent children
is no longer eligible for coverage under the Plan, Dependent coverage may continue under the other Covered Employee
with no waiiting period. However, coveraga must be continuous from one Employee to the other.

SPECIAL ENROLLMENT SITUATION/STATUS CHANGE

The Pian provides an Employee and his or her eligible Dependents the opportunity to enrcll In the Plan during

a special enroliment period, provided certain special enroliment/status change events occur. The special
envoliment/status change events that occur resulting in a special enroliment period under the Plan are more fully
described below. With respect to the special enroliment events below, any Employse who has a special enroliment right
may elect coverage (for such Employee and his or her Dependents) under any Plan option that Is avallable to an
Employee during an initial or annual enroiment opportunity, as long as the Employee (or Dependent) is otherwise eligible
for that Plan option.

Special Enroflment Events

(1) Special Enroliment Rights Because of Loss of Other Coverage. An Employee or Dependent is efigibte for
coverage under the Plan, but chose not {o erroll in the Plan, because he or she was covered at the time
coverage under the Plan was previously offered may enroll later if one of the following conditions is met:

(a) The other coverage was not COBRA coverage and that coverage terminates becausa of aloss of
Eligibility, {(as described below);

(b) The cther coverage was not COBRA coverage and an employer’s contributions towards the coveraga
cease; of

(c) The coverage of the Employee or Dependent was under COBRA and the COBRA coverage is
exhausted.

it is important to note that when an Employee or Dependent loses coverage due {o one of the above events,
both the Employee and Dependent may special enroll.

A *Loss of Eligibility” includes a loss of eligibliity because of legal separation, divorce, cessation of dependent
status, death of an employee, termination of employment or a reduction in the number of hours of
employment. A Loss of Eligibility also occurs if the other coverage s provided through an HMO or another
arrangement that does not provide benefits to individuals who no longer reside or work in a service area, if the
Employee or Dependent no longer lives or works In the applicable services area {unlass the HMO or other
arrangement is part of a group plan that makes another benefit option available to the affected Employee or
Dependent). “Exhaustion of COBRA coverage” occurs when COBRA coverage ceases for any reason other
than a failure of the Employee or Dependent to pay premiums on a timely basis or for cause. Exhaustion of
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Coverage for an Employee or Dependent who enrolls in the Plan because of a marriage, birth or adoption
special enroliment right will be effective:

{n in the case of marriage, no later than the first day of the first month beginning after the date the Plan
Administrator receives a completed request for enroliment electing coverage for the Employee or
Dependent, if the completed raquest for enroliment is submitted within 31 days after the marriage;

(g} Inthe case of a Dependent's birth, on the date of birth if the completed request for enrollment is
submitted within 31 days of the birth; or

h) in the case of a Dependent's adoption or placement for adoption, on the date of the adoption or
placement for adoption if the completed request for enroliment is submitted within 31 days of the date
of the adoption or placement for adoption.

{3) Special Enrollment due to coverage under Medicaid or under a State Children's Health Insurance
Program (CHIP). If an Employee or eligible Dependent did not enroll in the Plan when initially eligitle, but
was otherwise eligible to enroll, he or she will be permitied to later enroll in the Plan under one of the following
circumstances:

{a) The Employee or efigible Dependent was coverad under Medicald or CHIP at the time of Initial
enroflment and such coverage subsequently terminates; or

{b) The Employee or eligible Dependent becomes eligible for a premium assistance subsidy under
Medicaid or CHIP subsequent to the time they were initially eligible.

The Employee or eligible Dependent must request enroliment in the Plan within 60 days after coverage under
Medicaid or CHIP terminales or within 60 days after his or her eligibility for a premium assistance subsidy
under Madicaid or CHIP is determined, whichever is applicable.

Status Change Evenis

An employee cr dependent may also enrcll in the Plan based on a status change eleclion that is permitted under Section

125 of the Intemal Revenue Code and the terms of an applicable Section 125 Plan or the Plan Sponsor, Such coverage
will become effective as provided under the terms of the applicable Section 125 Plan,

ANNUAL ENROLLMENT PERIOD
Plan Participants will receive Information regarding the annual re-earoliment period from the Employer.
OPENENROLLMENT
During the open enroliment period, established by the Plan Sponsor, eligibie Employees and their eligible Dapendents
who are not currently enrolled in the Plan will be allowed to enroll in the Plan. However, all enroliment applications must
be raceived prior to the open enroliment effective date.
Benefit cholces made dusing the open enrcliment periad will become eRfective January 1 and remain in effect until the

next January 1 unless the Employee experiences a Special Enroliment Situation or Status Change (refer to Special
Enroliment Situation/Status Change subsection),
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Employees on Military Leave. Employees going inlo or retuming from miilitary sesvice may elect to continue Plan
coverage as mandated by the Uniformed Services Employment and Reemployment Rights Act. These rights apply only
io Employees and thelr Dependents that were cavered under the Plan at the time of leaving for military service.

(1

(2)

(3)

4

The maximum period of coverage of an Employee and the Employee's Dependents under such an election
shall be the lesser of:

{a) The 24 month period beginning the date on which the Employee’s absence begins; or

{b) The period baginning on the day the Employee's military service absence begins and ending on the
day after the daie on which the Employee retums to employment with the employer or falis to apply
for or ratum to a position of employment with the Employer within the time limit that applies under
USERRA.

An Employee who elecls to continue health plan coverage may be required io pay up to 102% of the full
contribution under the Plan, except an Employae on active duty for 30 days or less cannot ba required to pay
more than the Employee's share, if any, for the coverage.

Continuation coverage provided under USERRA counts as COBRA continuation coverage as long as the
notice requirements of COBRA are satisfied in connection with the USERRA leave.

An Employee retuming from USERRA-covered military leave who participated in the Plan immediately before
going on USERRA leave has the right to rasume coverage under tha Plan upon retum from USERRA leave,
as long as the Employee resumes employment within the time limit that applies under USERRA. No waiting
period will apply to an Employee returning from USERRA leave (within the applicable time period) unless the
waiting period or exclusionary period would have applied to the Employes if the Employee had remained
continuously employed during the period of military leave.

When Dependent Coverage Tarminates. A Dependent's coverage will terminate on the earliest of the following dates
(except In certain circumstances, a coverad Dependent may be eligible for COBRA continuation coverage. Fora
camplete explanation of when COBRA continuation coverage is available, what conditions apply and how 1o enroli, see
the section entitled COBRA Continuation Options):

(1)

(2)
(3)
(4)
(8)

(6)
"

(8)

The date all benefits, or the applicable benefit(s), are terminated by amendment of the Plan, by whole or
partial termination of the Plan or by discontinuation of contributions by the Employer.

The date that the Employee's coverage under the Plan lerminates for any reason including death.
The dale the Spouse reporis to active military service.
The dale a covered Spouse ceases to be a Dependent.

On the last day of the calendar month that a Dependent child ceases to be a Dependent as definad by the
Plan.

The first day of the period for which the required contribution has not been paid.

The date the dependent {or any person seeking coverage on behalf of the dependent) performs an act,
practice, or omission that constitutes fraud.

The date the dependent {or any person seeking coverage on behalf of the dependent) makes an intentional
misreprasentation of a material fact.

Note: Retiree Depandent's coverage tarminates the first day of the month in which the dependent tums age 65.
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MEDICAL MANAGEMENT
Medical Management Phone Number

Meritain Medical Management - (800) 242-1199

The Coverad Person or a family member must call this number to receive certification of certain health care services.
This call must be made in advance of services being rendered or within 48 hours after an admission due 1o a Medical

Emergency.

Penalties for failure to follow Medical Management procedures will not accrue toward the out-of-pocket maximum.
MEDICAL MANAGEMENT

Medical Management is a program designed to help insure that all Covered Persons receive necessary and appropriate
health care while avoiding unnecessary expeansas,

The program consists of:

{a) Precertification of Medical Necessity for the following non-emergency services before medical and/or
surgical services are provided:

Hospitallzations

Inpatient Substance Use Disorders/Mental Disorder treatments

Skilled Nursing Facility, Extended Care Facility and Rehabilitation Facllity stays
Hospice Care

Inpatient Surgical Procedure

OrganTransplants

(b) Retrospective raview of Medical Necessity of the listed services;

{c) Concurrent review, based on the admitting diagnosis, of the listed services requested by the
attending Physician; and

{d) Certification of services and planning for discharge from a Medical Care Facliity.

This program is notintended to diagnose or treat medical conditions, guarantee benefits, validate eligibliity ortobe a
substitute for the medicat judgment of the attending Physician or other health care provider,

The Covered Person will not be required to obtain precertification from the Plan for a matemity length of stay that is 48
hours or less for a vaginal delivery or 88 hotirs or less for a cesaraan delivery.

In order to maximize Plan reimbursements, the following provisions should be read carefully.

PRECERTIFICATION

Before a Covered Person enters a Medical Care Facllity an a non-emergency basis or receives the other listed medical
services, Medical Management will, in conjunction with the attending Physician, be required to cartify the care as
Medically Necessary. A non-emergency stay in a Medical Care Facility is one that can be scheduled in advance.

Medical Management is setin motion by a telephone call from the health care provider, Covered Person or a family
member. Medical Management must be called, prior to the listed medical services are scheduled to be rendered, with the

followinginformation:

- The name of the Covered Person and relationship o the covered Employee

- The name, Soclal Security number and address of the covered Employee
- The name of the Employer
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Nota: Case Management is a voluntary service. There ara no reductions of benefits or penalties if the patient
chooses not to participate.

Examples of llinesses or Injuries that would be appropriate for Case Management include, but are not limited to:

Terminallllnesses
Cancer
AlDS

Chronicllinesses
Multipte Sclerosis
Renal Failure
Cbstructive Puimonary Disease
CardiacConditions

Accident Victims Requiring Long-Term Rehabilitative Therapy
Newborns with High Risk Complications or Multiple Birth Defects
Diagnosis Involving Long-Term IV Therapy

Hinesses Not Responding to Medical Care
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{3)

#

that a provider obtain authorization from the Plan for prescribing a length of stay not in excess of 48 hours {or
96 hours as applicable).

Skilled Nursing Facility, Extended Care Facility and Rehabilitation Facility admisslons. The room and
board and nursing care fumished by a Skilled Nursing Facility, extended care facility and rehabllitation facility
will be payable when approved by Medical Management, as outfined in the Schedule of Medical Benefils.

(a) the Covered Person is confined as a bed patient in the facility,

{b) the Covered Person must be confined in a Hospital for at least five (5) days or the stay must be
determined to be Medically Necessary rather than custodial care;

(c) the Covered Person commences his stay in the facility within fourteen days following discharge from
the Hospital;

{d) the attending Physician certifies that confinement is needed for further care of the condition that
caused the Hospital confinement; and

(8) the attending Physician completes a treatment plan which includes a diagnasis, the proposed course
of treatment and the projected date of discharge from the Skilled Nursing Facility, extended care
tacility or rehabilitation facility.

Covered charges for a Covered Person's care in these facllities are limited to the facllity’s semi-private room
rale.

Physiclan Care. Inpatient, outpalient, office or home professional services of a Physician for surgical or
medical services io treat an lliness or Injury. Inpatient care includes services by an atiending Physician or
non-attending Physician. This benefit also includes the following:

{(a) Treatment of Attention Deficit Disorder {ADD) and/or Attention Deficit Hyperactivity Disorder (ADHD)
when treated by a covered Physician with an approved treatment plan.

{b) Second surgical opinion (and/or second medical opinfon) and necessary third surgical/medical
opinions.

{e) Physician charges for the administration of birth control injections.
{d) Multiple surgical procedures, subject to the following provisions:

Two (2) or more surgical procedures performed during the same session through the same
incision, natural body orifice or operative field. The amount eligible for consideration is the Usual
and Cuslomary charge for the largest amount billed for one (1) procedure plus 50% of the sum of
Usual and Customary charges for all other proceduras performed; or

Two (2) or more surgical procedures performed during the same session through different
incisions, natural body orifices or operative fields. The amount eligible for consideration is the
Usual and Customary charge billed for each procedure performed.

{e) Aassistant Surgeon, if required. The Assistant Surgeon's covered charge will not exceed 20% of the
surgeon's Usual and Customary allowance, if applicable.

{5) Private Duty Nursing Care. Private duty nursing care by a licensed nurse (R.N., L.P.N. or L.V.N.). Covered
charges for this service wil! be included to the following extent:
{a) Inpatient Nursing Care. Charges are covered only when care is Medically Necessary and not
Custodial in nature and the Hospital's inlensive Care Unit is filled or the Hospital has no Intensive
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(8)

Other Medical Services and Suppllas. Services and supplies not otherwise included in the items listed
above are covered as follows:

{a)

(b)

(c}

(d)

(e)

®

(9

(h)

)

1)

(k)
V)

{m)
(n)

(0)

)

Acupuncture services, by alicensed M.D., D.O. or Acupuncturist. Covered only as an anesthetic
agent for covered surgery.

Allergy services includes allergy testing, preparation of serum and allergy injections, as outlined in
the Schedule of Medical Benefits,

Ambulance transportation provided by a professional ambulance service forlocal land or alr
transportation for a Medical Emergency. Benefits are also provided for transportation from one
Madical Care Facility to another of the patient's or family's choice, not to exceed 50 miles.

Amniocentesis only when the altending Physician certifies that the pracedure is Medically
Necessary.

Anesthetle services when performed by a licensed anesthesiologist or certified registered nurse
anesthetist in connection with a covered surgical procedure,

Biofeedback, if the services are provided by a Physician for a Medically Necessary covered
condition

Blood and blood derivatives that are not donated or replaced. Administration of these services is
also cansidered an eligible expense.

Cardlac rahabilitation as deemed Medically Necessary provided services are rendered underthe
supervision of a Physician and in a Medical Care Facility as defined by the Plan.

Chemotherapy and radiation treatment with radioactive substances. The materials and services of
technicians are included.

First pair of contact lenses or eyeglasses when needed ta replace the human lens lost due to
cataract surgery and other intragcular surgeries.

Diabetes self-management education and training.

Durable Medical Equipment, including oxygen and oxygen equipment, if deemed Medically
Necessary. A statementis required from the prescribing Physician describing how long the
equipment is expectad to be Medically Necessary. This stalement will determine whether the
equipment will be rented or purchased. Benefils are limited to the fair market value of the equipment
atthe time of purchase. If the equipment is purchased, benefits include expenses rslated {o
necassary repairs and maintenance. Initial replacement equipment will be covered if the replacement
equipment is required due to a change in the Covered Person's physical condition; cr, purchase of
new equipment will be less expensive than repair of existing equipment.

Treatment of documented cases of eating disorders {bulimia or anorexia).

Foot treatment if deemed Medically Necessary for conditions, including removal of nall roots,
surgical procedures or treatment of a metabolic or peripheral vascular disease. Routine foot care
such as non-surgical treatment of weak, strained, flat, unstable, or unbalanced feet; metatarsalgia or
bunions; coms; callouses; and toe nails is excluded.

Genetic testing includes diagnostic testing of genetic infoormation and counseling when medically
appropriate.

Hearlng tests,, hearing aids, office visits and related supplies for the diagnosis of hearing loss when
prescribed by an audiologist, limited as outlined in the Schedule of Medical Benefits.
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expenses do not include recreational pregrams, maintenance therapy or supplies used in
occupationaltherapy.

{y) Organ transplant expenses. {other than those received through the Aetna IOE Program}:
Transpiants deemed Medically Necessary, the facility's recommendations and Physician
documentation. Any services and supplies that are reguired for donor/procurement as aresultof a
surgical transplant procedure for a Participant. Benefits for such charges, services and supplies
are not provided under this provision if benefits are pravided under another group plan or any other
group or individual contract or any arangement of coverage for individuals in a group {whether an
insured or uninsured basis), including any prepayment coverage.

See the Aetna Institule of Excellence ({OE) Program section of the Plan with respect to coverage for
{ransplants received through the Aetna JOE Program.

{2) Orthotlcs that are the original fitting, adjustment and placement of appliances such as braces, casts,
splints, crutches, cervical collsts, head halters, or other appliances o aid In their function when
impaired, Replacement of such devices is anly covered if the raplacement is necessarydue toa
change in the physical condition of the Covered Person.

(aa)  Physlical therapy provided by a licensed physical therapist. Therapy must be in accord with a
Physician's exact orders as to the type, frequency and duration of therapy and for conditions which
are subject {o significant improvement through short-terrn therapy. Eligible expenses do netinclude
maintenancetherapy.

(bb) Pra-admission and pre-surglcal testing within seven (7) days of a scheduled inpatient Hospital
admission, as cutlined in the Schedule of Medical Benefits.

{cc)  Routine Preventive Care. Covered charges under Medicz! Benefils are payable for routine
Preventive Care as outlined in the Schedule of Medical Benefits.

{dd} Theinltial purchase, fitting and repair of fitted prosthetic devices, artificial limbs and artificial eyes,
which replace body parts. Replacement of such devices is only covered if the replacement Is
necessary due to a change in the physical condition of the Covered Person, or, usual and reasonable
wear and lear.

(es) Reconstructive surgery. Corection of abnormal congenital conditions, birth abnommalities resulling
in the malformation or absence of a bady part or conditions caused by an accidental Injury or covered
liness,

Reconstructive mammoplasties will also be considered covered charges.Mammoplasty benefits will
includa reimbursement for;

()] recanstruction of the breast on which a mastectomyhas been performed,
{ii} surgery and reconsiruction of the other breast to produce a symmetrical appearance, and

{Iii) coverage of prostheses and physical complications during all stages of mastectomy,
includinglymphedemas,

ina manner determined in consultation with the attending Physician and the patient.
{m Respiratorytherapy.

{gg) Saervices outside of the United States of America. Care, trealment or supplies rendered outside
the United States of America or its territories, for all Covered Persons, while {raveling for business or
pleaswe,
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AETNA INSTITUTE OF EXCELLENCE (IOE)

Thea Institute of Excellence (IOE} is a facility thal contracted with Aetna to fumish particular services and supplies to you in
connection with ane or more highly specialized medical procedures. The maximum charge made by the JOE for such
services and supplies will be the amouni agreed to between Aetna and the |OE.

TransplantExpenses

Once it has been delermined that you or one of your eligible Dependents may require an organ transplant, you or your
Physician must ca!l the Medical Management Program Administrator to discuss coordination of your transplant care.
Aetna will coordinate alf transplant services. In addition, you must follow any precertification requirements. Organ means
solld organ; stem cell; bone mamrow and tissue.

Benefits may vary if an | OE facility or a non-10E facility is used. In addition, some expenses iisted below are payable only
within the IOE natwork. The IOE facility must be specifically approved and designated by Aetna to perform the procedure
you require. A transplant will be covered at the Participating Provider level only if performed in a facility that has been
designated as an IOE faciiity for the type of iransplant in question, Any treatment or service related to transplanis that are
provided by a facility that is not specified as an 10E network facility, even if the facility is considered a Participating
Provider for other types of services, will be covered at the Non-Participating Provider level. Please read each section

belowcarefully.

Covered Transplant Expensaes
Covered transplant expenses include the following:

{1} Charges for activating the donor search process with national registries.

{2} Compatibility testing of prospective organ donors that are immediate family member. For purpases of this section an
“immaediate” family member is defined as a first-degree biological relative, These are your biological parent, sibling
or child.

(3) (Inpatient and cutpatient expenses directly related to a transplant.
{4) Charges made by a Physician or a iransplant team.

{5) Charges made by a Hospital, outpatient faciiity or Physician for the medical and surgical expenses of a live donor,
but only to the extent not covered by anather plan or program.

(6) Related supplies and services provided by the IOE facility during the transplant process. These services and
supplies may include: physical, speech and occupational therapy; blo-medicals and immunosuppressants; home
health care expenses and home infusion services.

Covered transplant services are typically Incurred during the four (4) phases of transpiant care described below.
Expenses Incurred for one transplant during these four (4) phases of care will be considered one (1) transplant
occurence.

Atransplant occurrance is considered to begin at the point of evaluation for a transplant and end either: (1) 180 days from
the date of the transplant; or (2) upon the date the patient is discharged from the Hospital or outpatient facility for the
admisslon or visits related to the transplant, whichever Is later,

The four (4) phases of one (1) transplant aceurrence and a summary of covered transplant expense during each phase
are as follows:

(1) Pre-transplant evaluation/screening. Pre-transplant evaluation screening includes all iransplant-related professional
and technical components required for assessment, evaluation and acceptance into a transplant faciity's transplant
program.

{2) Pre-transplant candidacy screening. Pre-transplant candidacy screening includes Human Leukocyte Antigen (HLA)
typing/compatibility testing of prospective organ donors that are immediate family members.
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Limitations
Transplant coverage does not include charges for the following:

(1) Outpalientdrugs, including bio-medicals and immunosuppressants not expressly related to an outpatient transplant
occumrence,

(2) Services and supplies fumished o a donor when recipient is not a Covered Person.
(3) HomeInfuslontherapy after the transplant ococurrence.
{4} Harvesting or storage of organs without the expectation of immediate transplant for an existing liness.

{§) Harvesting and/or storage of bone marrow, fissue or stem cells without the expectation of transplantation within 12
months for an existing lliness.

(6) Comea (corneal graft with amniotic membrane) or cartilage (autologous chondrocyle or autologous osteochondral
mosaicplasty) transplants, unless otherwise authotized by the Plan.

Travel and Lodging Expenses
Travel and lodging expenses will be cavered under the Plan subject to the conditions described below.

{7) Distance requirement. The |OE facility must be mare than 100 miles away from the patient's residence.

(8) Travelallowances. Travel s reimbursed between the patient’s home and the facility for round trip (gir, train or bus)
transportation costs {coach class only). If traveling by auto to the facility, mileage, parking and toll cost will be
raimbursed. Mileage reimbursement is $.23 permile.

(9) Lodging allowances. Reimbursement of expenses Incurred by the patient and any companion for hotel lodging away
from home is relmbursed at a rate of $50 per night per parson, to a maximum of $100 per night.

(10) Overallmaximum. Travel and lodging reimbursement is limited to $10,000 for any 1 transplant or procedure type,
including tandem transplants. This is a cembined maximum for the patient, companion and donor.

{11) Companions. One (1) companion is permitied per aduit and two (2) parents or guardians are permitted per Child.
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{13)
(14}

{15)

(16)

{(17)

(18)

(19)

(20)
(21)
(22)

(23)

(24)
{25)

(26)

(27)

Gambling Addiction. Expenses for services related to gambling addiction will not be considered eligible.

Government caveraga. Expenses for services furnished by or for the United States govemment or any
other government, unless payment is legally required.

Hairloss. Care and treatment for hair loss including wigs, hair iransplants or any drug that promises hair
growth, whether or not prescribed by a Physician, except for wigs after chemotherapy.

Hospital employees. Professional services billed by a Physician or nurse whe is an employee of a Hospital
or Skilled Nursing Facility and who is paid by the Hospital or facility for the service,

lllegal act. Expenses for Injuries incurred during the commission or attempted commission of any criminal
act, as defined by the State, Involving, but not limited to the following:

Involving the usa of alcohol or lilegal drugs, excluding minor traffic violations; or
involving violence or the threat of violence to ancther person; or
In which the Covered Person uses a firearm, explosive or other weapon likely to cause physical harm or

death.

This exclusion does not apply if the Injury resulted from an act of domestic violence or a medical {including
both physical and mental health) condition.

impotence. Care, trealment, services, suppiies or medication in connection with treatment for impotence.
Prescription drugs will be considered under the Prescription Drug Program.

Infertility. Care, supplies, services and treatment for Infertility, including fertility drugs, except for diagnostic
services rendered forinfertility evaluation,

Impregnation procedures, such as hut not limited to artificlal Insemination, in-vitra fertiiization, embryo and
fetal implantation and G.|.F.T. (gamete intrafallopian transfer) are also excluded.

Morbid Obesity. Reversal of any surgical treatment of Morbid Obesity.
Music therapy, vision therapy or remedial reading therapy or treatment for learning disabliities.

No charpe. Care, treaiment and services for which there would not have been a charge if no coverage had
been in force.

Non-emergency Hospital admissions on Friday/Saturday. Care, treatment and services billed by a
Hospital for non-Medical Emergency admissions on a Friday or 8 Saturday. This does not apply if surgery is
performed within 24 hours of admisslon.

No obligation to pay. Charges incurred for which the Plan has no legal obligation to pay.

No Physician rscommendation. Care, treatment, services or supplies not recommencded and approved by
a Physician; and care, treatment, services or supplies when the Covered Person is not under the regular care
of a Physician. Regular care means ongoing medical supervision or treatment which is appropriate care for
the Injury or lilness.

Not specified as covered. Non-traditional services, treatments and supplies which are not specified as
covered under the Plan, such as, but not limited to holistic, massage therapy, rolfing, hypnosis, homeopathic
and naturopathic services.

Nuclear accidents. Services related to any actua) or alleged nuclear reaction, nuclear radiation, radioactive
contamination orradioactive substance.
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(44)  Surgical sterilization reversal. Expenses related to reversal of surgical sterilization,

{45) Surrogate parenting. Expenses related to surrogate parenting.

(46)  Travel oraccommodations. Charges for travel or accommodations, whether or not recommended by a
Physician, except for ambulance charges as defined as a covered expense,

(47)  Visual acuity tasting, visual correction other than cataract removal, by any means, including eyeglasses or
contact lenses, except as otherwise specified.

(48)  War, etc. Any expenses resulting from losses which are due to riot, revolt, war or any act of war, whether
declared ornot.
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{5) Nosplant

(6) Contraceptive Devices.

(M) Sexualdysfunction,
Expenses Not Covared

The Plan will not cover a charge for any of the following:

{1) Admiristration, Anycharge for the administration of a covered Prescription Drug.

{2) Appetite suppressants. A charge for appetite suppressants, dietary supplemants or vitamin supplements,
except for prenatal vitamins requiring a prascription or prescription vitamin supplernents containing fiuoride.

{3) Consumed on premises. Any drug or medicine that is consumed ar administered at the place where it is
dispensed.

(4) Devices. Devices of any type, even though such devices may require a prescription. These include {(but are
not limited to) therapeutic devices, artificial appliances, braces, support garments, or any similar device,

{5) Drugs used for Cosmetic purposes. Charges for dnigs used for Cosmelic purposes, such as anabolic
steroids, or medications for hair growth or removal.

(6) Experimentalfinvestigational. Experimentallinvestigational drugs and medicines, even though a charge is
made to the Covered Person.

{7 FDA. Any drug not approved by the Food and Drug Administration.

(8) Fertility drugs. A charge for fertility medication.

(9) Growth hormones, Drugs io enhance physical growth or athletic performance or appearance.

(10)  Immunization. Immunization agents or biological sera.

{11}  Injectable supplies. A charge for hypodermic syringes and/or needles (other than for insukn).

{12) Inpatient medication. A drugormedicine that is to be taken by the Covered Person, in whole or in part,
while Hospital or institution confined. This includes being confined in any institution that has & facility for the
dispensing of drugs and medicines on iis premises,

{13}  Investigational. A drugor medicine labeled: "Caution - limited by federal Iaw to investigational use”.

(14) Medical exclusions. A charge excluded under Medical Plan Exclusions.

(15) Nocharge. A charge for Prescription Drugs which may be properly received without charge under local,
state or federal programs.

{(16)  Na prescription. Overthe counter medications, with the exception of insulin, insulin syringes and insulin-
related diagnostic materials.

(17}  Refills. Any refill requested more than one year after the date ordered by the Physiclan.
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DENTAL BENEFITS

This benefit applies when a Covered Person incurs coverad dental charges while covered under the Plan.

DEDUCTIBLE

Individual Deductibles. A deductible is the amount of covered expenses a Coverad Person must pay during each
calendar year and or Lifetime, if applicable, before the Plan will consider expenses for reimbursement. The individual
deductible is shown in the Schedule of Bental Benefits.

BENEFIT PAYMENT

Covered dental expenses in excess of the deductible amount will be reimbursed at the percenlage shown in the Schedule
of Dental Benefits.

MAXIMUM BENEFIT AMOUNT
The maximum dental benefit amount is shown in the Schedule of Dental Benefits.
DENTALCHARGES

Dental charges are the Usual and Customary Charges (U&C), if applicable, made by a Dentist or Physlcian for
necessary care, appliances or other dental material listed as a covered dental service.

A temporary procedure, such as a temporary filling, crown or preparatory procedure will be considered a part of the final
dental service, rather than a separate one.

INCURRED DATES OF BENEFITS
A charge Is incurred on:
The date the Impression is taken, in the case of dentures or fixed bridges.
The date the preparation of the tooth is begun, in the case of crown work.
The date the work on the tooth is begun, in the case of oot canal therapy; and
The date the service is provided in the case of any other work.
COVEREDDENTAL SERVICES
Class A Services: Preventive and Dlagnostic Dental Procedures
The maximurs on Class A services are for preventive and diagnostic services.
(1) Visils and Routine X-rays.
(a) Visit during office hours for oral examination {limited to two (2) every calendar year).
(b) Prophylaxis {limited to two (2) every Calendar Year),

{c) Topical application of fluoride (limited to twe (2) Courses of Treatment, per calendar year, and to Children
under age 14).

{d) Full mouth X-rays {not more than twice every Calendar Year).

(e) Bitewing X-rays, if necessary (limited to two (2) every Calendar Year).
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(c)
{d)
(e}
M

Alveoplasty with ridge extension, perarch.
Remaval of exostasis.
Excision of hyperplastic tissue, per arch; and

Excision of pericoronal gingival.

(8) Anesthesia if Dentally Necessary provided in conjunction with Surgery (local Anesthesia is part of procedure
expense).

(10) Periodontics.

(11} Endodontics.

(a)
(b}
(c)
(d)

Pulp capping.
Therapeutic pulpotamy (in addition to restoration).
Vital pulpotomy; and

Remineralization (Calcium Hydroxide, temporary restoralion) as a separate procedure only.

{(12) RootCanals (devitalized testh only), including necessary X-rays and cultures, but excluding final restorations.

(@)
(b)
{c)
{d)
()

Canaltherapy.

Single rooted.

Bi-rooted.

Tri-rooted, and

Apicoectomy (separate procedure).

{13) Restorative Dentistry excluding Inlays, Crowns (other than stainless steal) and bridges. (Multiple restoratives in one
{1) surface will be consldered as a single restoration):

(@)
(b}
{c)
{d)

Amalgam filling.
Silicate cementfiliing.
Plasticfilling; and
Compositefilling.

{14} Pins (Retention) when part of the restoration used instead of gold or Crown restoration.

{15} Fullor Parial Denturs Repairs:

(a)
{b)
(c}

Braken denturas, no teeth involved.
Partial denture repairs (melal); and

Replacing miasing or broken teeth.

{18) Adding leeth o partial denture to replace extracted natural teeth.
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(d) Slotted pontic

{a} Porcelain fused ta goid

{n Porcelain fused to non-precious metal
{a) Plastic processed 1o gold; and

{h Plastic processed to non-precious metal

{7) Removable Bridge (unilateral), one (1) piece casting, chrome cabalt alloy clasp atiachment (all types) including
pontics.

{8) Dentures and partials, fees for dentures, partial dentures and relining within six {(6) months after installation.
(a} Complete upper denture.
{b) Complete lowerdenture
{e) Partial acryiic upper or lower with additional clasps as necessary.

{d) Partial lower ar upper with chrome cobalt alloy lingual or palatal bar and acrylic saddles, base, all leath and
two {2) clasp; and

(e) Laborataryreline,
{9) Dentallmplants.
Class D Servicas: Orthodontic Treatment and Appliances
This benefit is for trealment to move teeth by means of appliances to corract a malocelusion of the mouth.

These services include preliminary study, including x-rays, diagnostic casts and treatment plan, active treatments,
adjustment of appliances, cervical traction, and retention appliances but only when one or more of the following conditions

is prasent:

{1) The existence of an extreme bucco-fingual version of the teeth, either unilateral or bilateral. (The teeth are
pushed out toward the cheek or in toward the tongue on one or both sides.)

(2) A protrusion of the upper teath of more than four (4) millimeters.

(3) A protrusive or retrusive relation of the maxillary or mandibular arch of at least one (1) cusp. (The upperand
lower teeth buck back.)

{4) An arch length difference of more than four (4) millimeters In either the maxillary or mandibular arch,

{5) A bimaxillary protrusion of four (4) millimeters or more,

[(:)] Across-bite.

The Plan will make instaliment payments for comprehensive full-barided orthodontic treatments.

Thae Plan will make an initial payment when the first active appliance is placed not to exceed 50% of the calendar year

maximum as outlined on the Schedule of Dental Benefits. The remaining amount will be distributed in equal payments
each month during the course of treatment until the earlier of the completion of treatment, maximum benefits have been

received or the Plan ends.

Fairfax County Water Authority 52
Health Plan



{(10) Governmentcoverage. Expenses for services fumnished by or for the United States govermment or any other
government, unless paymentis legally required.

{11)  Harmful Habit appliances. Harmful Habit appliances, except as specified in Covered Dental Services.

(12)  Hospitalcharges.
{13)  Hygisne. Oral hygiene, plaque control programs or dietary instructions.

{14)  lilegal act. Expenses for Injuries incurred during the commission or attempted commission of any criminal act, as
defined by the State, involving, but not limited to the following:

Involving the use of alcohol or illegal drugs, excluding minor traffic violations; or
Involving viclence or the threat of violence to another person; or
In which the Covered Person uses a firearm, explesive or other weapon likely to cause physical harm or death.

This exclusion does not apply if the Injury resulted from an act of domestic violence or a medical (including both
physical and mental health) condition.

(15) tnitial placement of partlal or full removable denture, inilial placement of partial or full removable denture
removable bridge, or fixed bridgework if it includes reptacement of ane (1) or more natural teeth missing before
the Plan Participant was covered under the Plan unless it also includes replacement of a natural tooth that:

{a) Is removed while the Plan Participant is covered hereunder; and

{b) Was not an abutment to a partial denture, removable bridge or fixed bridge installed during the prior five
{5) years,

{(16) Medical services. Services that to any extent are payable under any medical expense benefits of the Plan.

{17) Myofunctional therapy.

(18) No listing. Services which are not included in the list of covered dentzl services.

{19) Occupational. Anyexpenses relating to an Injury or llinesses that arising out of, incurred In, or cannected with
the coursae of any activity for wage or profit, or expenses for which the Covered Person would be entitled to
benefits under any worker's compensation, U.S. longshoreman and harbor workar's or other occupational health
legislation or policy or any exception or setiiement made under the same (whether or not actually in force), or

expenses eligible for reimbursement under any other plan, program, insurance coverage, arrangement or the
like.

{20) Orthognathic surgery. Surgery to correct malpositions in the banes of the faw.
(21} Personalization. Personalization of dentures.

{22) Replacemant. Replacement of lost or stolen appliances. Replacement of a partial or full removable denture, a
removable bridge orfixed bridgawork, or a Crown or gold restoration within five (5} years of installation.

{23) Splinting. Crowns, fillings or appliances that are used to connect (splint) teeth, or change er alter the way the
teeth meet, including altering the vertical dimension, restoring the bite (occlusion) or are Cosmelic.

{24) Temporary. Temporary dental service will be considered an integral part of the final dental service rather than a
separale service.
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FILING A CLAIM

HOW TO SUBMIT ACLAIM

The following general steps should be followed in order to submit a claim for Medical, Vision, Dental and Prescription
Drugs:

(1) Obialn a claim form from the Human Resources Depariment, the Plan Administrator or on-line at
myMERITAIN.com.

{2) Complete the Employee section of the form. Answer all questions, even if the answer is "none” or "N/A" (not
applicable), including the section referring {o other insurance ("COB"). A separate claim form mustbe
compleied for each Covered Person for whom benefits are being requested.

(3) The Physician, Dentist or other provider must complete the provider's portion of the form.
#) Attach bills for services rendered. Documentation must include:

Name of Plan

Employee's name

Name of patient

Name, addrass, telephone number and federal tax identification number of the provider of care
Diagnosis

Type of services rendered, with diagnosis and/or procedure codes

Date of service

Charges

If anather plan Is the primary payor, 2 copy of the other plan’s Explanation of Benefits (EOB) must
accompany the claim form sent to the Plan.

{5) Maif the completed claim form and attached documentation to the Claims Processing Office or at the address
listed below:

Meritain Health

P.O.Box 27267

Minneapaolis, MN 55427-0267

or by fax to: 716-319-5589

orby e-mailto: Fairfaxwater@meritain.com

Questions regarding the claim can be addressed by calling the toll-free number on the member’s D card.

WHEN CLAIMS MUST BE SUBMITTED

Claims must be filed with the Claims Processor within 366 days of the date the service was incurred. Benefits are based
on the Plan's provisions at the time the charges were incurred; Claims filed after 365 days of the date the service was
incurred will be declined.

The Claims Processor will determine if sufficient information has been submitted for appropriate consideration of the
clalm. If not, additional information may be requested.
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of obtaining the health care in question.

4) Post-Service Claims. For a post-service claim, the Plan Administer will notify you of the Plan's adverse
determination within a reasonable period of time, but not later than 30 days after receipt of the claim. If, due fo
special circumstances, the Plan Administrator needs additional time to pracess a claim, the Plan Administrator
may extend the time for notifying you of the Plan's benefit determination on a one-time basis for up to 15 days,
provided that the Plan Administrator nofifies you within 30 days after the Plan receives the claim, of those special
circumstances and of the date by which the reviewer expects 1o make a decision. However, if such a decision is
necessary due to your failure to submit the information necessary to decide the claim, the notice of extension will
specifically describe the required information, and you will be afforded at least 45 days from receipt of the notice
within which to provide the specified information.

A claim for benefts is considered a post-service claim if it is a request for payment for services or other benefits
that you have already received (or any claim for health benefits that is not a pre-service claim or an urgent care

claim).

Manner and Contant of Notice of Initial Adverse Datarmination. If the Plan Administrator denies a claim, it must
provide to you in wriling or by electronic communication

1) An explanation of the specific reasons for the denjal;

(2) A reference fo the Plan provision or insurance contract provision upaon which the denial is based;

{3) A description of any additlonal information or maierial that you must provide in order to perfect the claim;
(4) An axplanation of why the additional material or information is necessary;

{5) Notice that you have the right to request a review of the claim denial and information on the steps to be taken if
you wish to request a review of the claim denial along with the time limits applicable to a request for raview;

(6) A copy of any rule, guideline, protocol, or other similar criterion relied upon in making the adverse determination
{or a slatament that the same will be provided upon your request and without charge); and

{7} If the adverse determination is based on the Plan's Medical Necessily, experimental treatment or similar exclusion
or limit, either: (a) an explanation of the sclentific or clinical judgment applying the exclusion or limit to your
medical circumstances, or (b) a statement that the same will be provided upon your raguest and without charge.

Any notice of adverse determination also will include the following information:

{1) Information sufficient o identify the claim involved, including the date of service, the health care provider, and the
claim amount (if applicable);

(2) As part of the explanation of the determination, a discussion of the decision, as well as disclosure of any denla!
code used (and an explanation of its meaning) and & description of the Plan's standard, if any, that was used in
denying the claim;

(3) A description of avallable intemal appeals and external review processes, Including Information regarding how lo
initiate an appeal;

{4) Information (including contact information) about the availability of any applicable office of health insurance
consumer assistance or ombudsmen established pursuant to the Patient Protection and Affordable Care Act
(PPACA) to assist indlviduals with internal claims and appeals and extemal review processes; and

(5) a statement describing the avallability, upon request, of any applicable diagnosis code (and an explanation of its
meaning) and any applicable treatment code {and an expianation of its meaning).
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All requests for review of initially denied claims (including all relevant information) musi be submitted to the following
address:

Meritain Health, Inc.
AppealsDepartment
P.O.Box 1380
Amherst, NY 14226-1380

Deadline for Intarnal Review of Initially Denied Claims

{1} Urgent Care Claims. For urgent care claims, the reviewer will notify you of the Plan’s determination on review as
soon as possible, taking into account the medical exigencies, but not later than 72 hours after receipt of your
request for review of an initial adverse determination by the Plan.

{2) Pra-Service Clalms. For a pre-service claim, the reviewer will notify you of the Plan's determination on review
within a reasonable period of time appropriate to the medical circumstances, but in no event later than 30 days
after recelpt by the Plan of your request for review of the Initial adverse determination,

{3) Post-Service Claims. For a post-service claim, the reviewer will notify you of the Plan's benefit determination on
review within a reasonable period of time, but In no event later than 60 days after the Plan receives your request
for review of the initial adverse determination.

Manner and Content of Notice of Decision on internal Review of Initially Denled Claims. Upon completion of its
review of an initial adverse determination, the reviewer will give you a notice of its henefit detarmination. For an adverse
determination, the notice will include:

(1) A description of the Plan’s decision;
(2) The specific reasons for the decision;
{3) The relevant Plan provisions or insurance contract provisions an which lts decision is based,

{4) A statement that you are entitled to receive, upon request and without charge, reasonable access to, and copies
of, all documents, records and other information in the Plan's files which Is relevant to your claim for benefits;

(5) If an internal rule, guideline, protocol or other similar critesion was relied upon in making the adverse
determination on review, a stalement that a copy of the rule, guideline, protocol or other similar criterion will be
provided without charge to you upon request;

{8) if the adverse determination on review is based on a Medical Necessily, experimental treatment or similar
exclusion or limit, either: {(8) an explanation of the sclentific or clinical judgment on which the determination was
based, applying the terms of the Plan to the claimant’s medical circumstances, or (b) a stalement that such an
explanation will be provided without charge upon request; and

{n The following statement: "You and your Plan may have other voluntary aliemative dispute resolution options,
such as mediation. One way fo find out what may be available is to contact your local U.S. Department of Labor
Office and, if your benefit is an insured benefit, your State insurance regulatory agency.”

Any notice of adverse determination will include the following information:

{1) information sufficient to identify the claim involved, including the date of service, the health care provider and the
claim amount (if applicable);

{2) As part of the explanation of the determination, a discussion of the decision, as well as disclosure of any denial
code used (and an explanation of its meaning) and a description of the Plan's standard, if any, that was used in
denying the claim;
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COORDINATION OF BENEFITS

Coordination of the Benafit Plans. Coordination of benefils is the order of payment when charges are eligible under
two or more benefit plans. Coordination of benefits also occurs when the Covered Persan is covered by the Plan and

Medicare.
Duplication of Benefits — Class E Employees.

The plan that pays first according to the rules will pay as if there was no other coverage. The secondary and subsequent
plans will pay the balance due up to 100% of the (olal allowable expenses.

Non-Duplication of Banefits -~ Class F Employees.

When a Covered Person is covered under more than one benefit plan, the "primary” plan will determine and pay benefits
first without regard to benefits provided under any other group health plan.

When the Plan is the "secondary" payor, the Plan will coordinate payment with the primary plan in such a way that when
the secondary Plan's payment Is combined with the primary plan's payment, the total does not exceed the amount the

secondary Plan would have paid If it were primary.
For example, if another group health plan is “primary” and the Plan is "secondary,” and the "primary" plan pays 70% for a

covered benefit while the Plan would pay 80% for the same benafit, the Plan would pay the difference between 70% and
80%, or 10% of the remaining covered expenses. This is called non-duplication of benefits. The balance due, if any, is

the responsibility of the Covered Person.
Benefit Plan. The Plan wiil coordinate the medical and denta! benefits with the following plans:
(1) Group or group-type plans, including franchise or blanket benefit plans.
{2) Blue Cross and Blue Shield group plans.
(3) Group practice and other group prepayment plans.
(4) Federal govemment plans or programs, including Medicare.

{5) Other plans required or provided by law. This provision does not include any benefit plan or Medicaid that, by
its terms, does not allow coordination.

(6) No Fauit Auto Insurance.

Allowable Charge. The Plan will consider only covered charges undet the Plan as Aliowable Charges.

In the case of HMO {Health Maintenzance Organization) or other in-network only plans, the Plan will not consider any
charges in excess of what an HMO cr network provider has agreed to accept as payment in full. Also, when an HMO or
network plan is primary and the Coverad Person does not use an HMO or network provider, the Plan will not consider as
an allowable charge any charge that would have been covered by the HMO or network plan had the Covered Person
used the services of an HMO or network provider.

In the case of "sarvice lype plans” where services are provided as benefits, the reasonable cash value of each service will
be the allowable charge.

No-Fault limitations. When medical payments are available under vehicle insurance, the Plan will pay excess benefits
anly, without reimbursement for vehicle plan deductibles. The Plan will always be considered secondary and coordinate
with benefits provided or required by any no-fault insurance statute whether or not a no-fault policy is in effect.
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outlined above when a child [s covered as a Dependent and the parents are not separated or
divorced.

{0) When a child’s parents were never mamied to each other, the rules as set out above in letter (), will
apply as long as palemity has been established.

(h) if there Is still a conflict afler these rules have been applied, the benefit plan which has covered the
patient fer the longer period of time will determine benefits thereunder first. When there is a conflictin
coordination of benefit rules, the Plan will never pay more than 50% of Allowable Charges when
payingsecondary.

{3) Medicare will pay primary, secondary or [ast, as specified in applicable law.
When Medicare is the prirnary payor, the Plan will base its payment upon benefits allowable by Medicare. If
the Covered Person did not elect coverage under Medicare Parts A and/or B when eligible, the Plan will be
secondary and coordinate with benefits that would have been provided by Medicare,

{4) If a Covered Person is under a disability extenslon from a pravious benefit plan, that benefit plan will pay first and
the Plan will pay second.
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OTHERIMPORTANT PLAN PROVISIONS

Assignment of Benefits. Nobenefitunderthe Plan shall be subject in any manner to anticipation, afienation, sale, transfer,
assignment, pledge, encumbrance or charge, and any attempt to da so shall be void. No benefitunder the Planshallin any
manner be liable for or subject to the debts, contracts, fiabilities, engagements or torts of any person.

Notwithstanding the foregoing, the Plan will hanor any Qualified Medical Child Support Order ("QMCSO") which provides for
coverage under the Plan for an Alternate Recipient, in the manner described in the Plan's QMCSO Procedures.

Inability to Locate Recipient. If the Plan Administrator is unable to make payment io any Covered Person or other
persan to whom a payment is due under the Pian because it cannot ascertain the identity or whereabouts of such
Covered Person or other person after reasonable efforts have been made to identify or locate such persan {including a2
notice of the payment sa due mailed to the last known address of such Covered Person or other person as shown on the
records of the Employer), such payment and all subsequent payments otherwise due to such Coverad Person or other
person shall be forfeited eighteen (18) months after the date such payment first became due.

Certificates of Creditable Coverage

The Plan will automatically provide a Certificate of Creditable Coverage to anyone who loses coverage under the Plan
before December 31, 2014. In addition, until December 31, 2014 (or later, to the extent required under applicabla law), a
Certificate of Creditable Coverage will be provided upon request at any time while the individual Is covered under the Plan
and up to 24 months after the individual loses coverage under the Plan.

The Plan will make reasonable efforis to collect information about any Dependents and to include that information on the
Certificate of Creditable Coverage, but the Plan will not issue an automatic Cerlificate of Creditable Coverage for
Dependents until the Plan has reason o know that a Dependent has lost coverage under the Plzn,

All questions about the Certificate of Creditable Coverage may be directed to the Plan Administrator. Refer to the General
PlanInformation page.
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COBRA CONTINUATION OPTIONS

A federal law, the Consolidated Omnibus Budget Reconcliiation Act of 1985 (COBRA), requires that most employers
sponsoring a group health plan offer covered Employees and their covered spouses and dependent children the
opportunity for a temporary extenslon of health coverage (called "COBRA continuation coverage"”) in cerlain instances
where coverage under the Plan would otherwise end. This section is intended to inform you, in summary fashion, of the
rights and obligations under the continuation coverage provisions of COBRA, as amended and reflected in regulations
issued by the Depariment of the Treasury and the Department of Labor. This section is intended to reflect the law and
does not grant or take away any rights that apply under applicable law. Instructions on COBRA rights and procedures, as
well as election forms and other information, will be provided by the Plan Administrator to Covered Persons who become
Qualified Beneficiarles under COBRA.

What is COBRA continuation coverage? COBRA continuation coverage is group health plan coverage thatan
employer must offer to certain Plan Participants and their efigible famlly members {called "Qualified Beneficlaries”) at
specific rates for up to a statutory-mandated maximum period of time or uniil they become Ineligible for COBRA
continuation coverage, whichever occurs first The right to COBRA continuation coverage Is triggerad by the occurrence
of one of ceriain enumerated events that result in the loss of coverage under the terms of the Plan {the "Qualifying
Event"). The conlinuation coverage is identical {o the coverage under the Plan that the Qualified Beneficiary had
immediately before the Qualifying Event, or, if the coverage has baen changed, the coverage is identical to the coverage
provided to similarly situated Active Employees who have not experienced a Qualifying Event,

Who Is a Qualified Beneficlary? In general, a Qualified Beneficiary is:

(i) Any individual who, on the day before a Qualifying Event, is covered under the Plan as either a covered
Employee, the Spouse of a cavered Employee, or a Dependent child of a2 covered Employee, and who loses
coverage under the Plan because of the Qualifying Event.

{1) Any child who [s bomn to or placed for adoption with a covered Employee during a period of COBRA
continuationcoverage.

In addition, if the Qualifying Eventis a bankruptey praceeding under Title 11 of the U.S. Code with respect lo an
Employer, a coverad retired Employee (who relired from employment with that Employer) and any Individual who is
covered under tha Plan as the Spouse, surviving Spouse or Dependent child of such a retired Employee may also be
Qualified Beneficiaries. Those Individuals are qualified beneficiaries only if (1) for the Employee, he or she retired on or
before the date of substantial elimination of caverage and {2) for any other individuals, they were beneficiaries under the
Plan on the day before the banknuptcy proceeding commenced.

Anindividual is not a Qualified Beneficiary if the individual's status as a covered Employee Is attributable to a periodin
which the individual was a nonresident alien who recalved from the individual's Employer no eamed Income that
constituted income from sources within the United States. if, for the reason described in the preceding senlence, an
individual is not a Qualified Beneficiary, then a Spouse or Dependent child of the individualis not a Qualified Beneficiary
by virtue of the relationship to the individual,

Each Qualified Beneficiary (including a child who is bom to or placed for adoption with a covered Employee during a
period of COBRA continuation coverage) is offered the opportunity to make an independent efection o receive COBRA
continuationcoverage.

What is a Qualifying Event? A Qualifying Event is any of the following if an Employee, a Spouse or a Dependent child
would lose coverage (i.e., would cease to be covered under the same terms and conditions as in effect immediately
bafore the Qualifying Event) in the absence of COBRA continuation coverage.

For a covered Employee, the following may be a Qualifying Event:

{ The termination {other than because of the Employee’s gross misconduct), or reduction of hours, of a covered
Employee’semployment.
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A Qualified Beneficiary (or the covered Employee or Spouse) must notify the Plan Admintstrator within 60 days
after the later of the date one of these Qualifying Events occurs.

This notice must be provided, along with any required documentation to:

Human Resources

COBRA Qualifying Event
Fairfax County Water Authority
8570 Executive Park Avenue
Fairfax, Virginia 22031

{703} 289-6087

The notice must be provided in writing in a letter addressed to the Plan Administrator. The notice mustinclude:
(i) The covered Employee's name, address, phone number and health plan ID number,

(i) The name, address, phone number and health plan ID number for any Dependent child or Spouse whose
eligibility Is affected by the qualifying event.

(it) A description of the Qualifying Event {or a notice of a disability determination or termination of disabllity
status, as described below) and the date on which it occured.

{iv) The following statement: "By signing this letier, | certify that the Qualifying Event described in this letter
occurred on the date described in this letter.” If the notice concems a disability determination or a change in
disability status, as described below, this statementis not required.

(v} The signature of the person sending the letter.

The Quatified Baneficlary {or the coverad Employee or Spouse) must also provide, along with the letier, documentation of
the event that occurred, such as a photocopy of a divorce order or legal separation order showing the date of the divorce
or the date the legal separation began. If a Qualified Beneficiary or anyone else has a question about what type of
documentation is required, he or she should contact the Plan Administratar,

In addition to accepting a letier with the information described above, the Plan Administrator, in its discretion, may develap
and make avallable a form, which may then be completed to provide the required notice. If such a form is available, a
covered Employee or a covered Spouse or Dependent child may obtain a copy by requesting it from the Plan
Administrator st the address provided in this notice,

The Plan is not required to offer the Qualified Beneficiary an opportunity to elect COBRA conlinuation coverage if the
notice is not provided to the Plan Administrator within 60 days after the later of (1) the date of the Qualifying Event or (2)
the date the Qualified Beneficiary would lose coverage on account of the Qualifying Event.

Is a waiver before the end of the election period effective to end a Qualified Beneficlary's election rights? If,
during the election period, a Qualified Beneficiary waives COBRA continuation coverage, the waiver can be revoked at
any time before the end of the election period. Revocation of the waiver is an election of COBRA continuation coverage.
However, if a waiver is later revoked, coverage need not be provided retroactively (that is, from the dale of the loss of
coverage uniil the waiver is revoked). Walvers and revacations of waivers are considered made on the date they are sent
to the Employer or Plan Administrator, as applicable.

When may a Qualified Beneficlary’s COBRA continuation coverage be terminated? COBRA continuation coverage
ends on the eariest of the following dates:

{i) The last day of the applicable maximum coverage period.

[(E)] The first day for which Timely Payment is not made fo the Plan with respect {o the Qualified Beneficiary.
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(vi) For any Qualifying Event other than those described above, the maximum coverage period ends 36 months
after the Qualifying Event.

Under what circumstances can the maximum coverage period be expanded? If a Qualifying Event that gives rise ta
an 18-month or 28-month maximum coverage period s followed, within that 18- or 28-month period, by a second
Qualifying Event thal gives rise to a 36-month maximum coverage period, the maximum coverage period may be
expanded to 36 months, but only for individuals who are Qualified Beneficiaries at the time of both Qualifying Events. In
no circumstance can the COBRA maximum coverage period be expanded to last longer than 36 months after the date of

the first Qualifying Event.

However, no event is a second Quaiifying Event unless that event would have been an initial Qualifying Event if it had
occurred for an aclive covered Employee. For example, an Employes's entitlement to Medicare cannot be a second
Qualifying Event for a Spouse or a Dependent child unless an active Employee's entittement to Medicare would have
been an initial Qualifying Event, l.e., unless an Employee's entitement to Medicare would have rasulted In a loss of
caverage for the Spouse or Dependent child.

A Qualified Beneficiary (or a covared Employee or Spouse) must notify the Plan Administrator of a second Qualifying
Event within 80 days after the later of the date of the Qualifying Event or the date the Qualified Beneficiary would lose
coverage because of the Qualifying Event. To submit this notice, the Qualified Beneficiary must follow the procedures
described above under “Is a coverad Employee or Qualified Beneficiary responsible for informing the Plan
Administrator of the occurrence of a Qualifying Event?”

How does a Qualified Beneficiary become entitled to a disability extension? A disabllity extension will be granted if
an individual (whether or not the covered Employee) who is a Qualified Beneficiary in connection with the Qualifying Event
that is a termination or reduction of hours of a covered Employee'’s employment is determined under Title |l or XVi of the
Social Security Act to have been disabled at any ime during the first 60 days of COBRA continuation coverage. To
qualify for the disability extension, the Qualified Beneficiary (or a covered Employee or Spouse) must also provide the
Plan Administrator with notice of the disability determination on a date that is both within 60 days after the date of the
determination and before the end of the original 18-month maximum coverage. To submit this notice, the Qualified
Beneficiary must follow the procedures described above under "Is a covered Employee or Qualified Beneficlary
rasponsible for informing the Plan Administrator of the occurrence of a Qualifying Event?"

I a Qualified Beneficiary becomes entitled to a disability extensjon and then there is a final determination by the Social
Securily Administration, undertitle Il or XV of the Social Security Act, that the Qualified Beneficiary Is no longer disabled,
the Qualifiad Beneficiary (or the covered Employee or someone else must notify the Plan Administrator of that
delermination within 30 days after the date of the final detesmination. The nolice should take the form of a leleras
described above under "Is a covered Employee or Qualified Beneficiary responsihle for informing the Plan
Administrator of the occurrence of a Qualifying Event?”

Can a Plan require payment for COBRA continuation coverage? Yes. For any period of COBRA continuation
covarage, the Plan will require the payment of an amount equal to 160% of the actual cost of coverage.

Must the Plan allow payment for COBRA continuation coverage to be made in monthly installments? Yes.

What is Timely Payment for payment for COBRA continuation coveraga? For regular monthly payments, Timely
Payment means a payment made by the first day of the month in question (the "due date™) or within a 30 day grace period
beginning on that due date.

Notwithstanding the above paragraph, the Plan will not require payment for any period of COBRA continuation coverage
for a Qualified Beneficiary earfier than 45 days after the date on which the election of COBRA continuation coverage s
made for that Qualified Beneficiary. Payment is considered made on the date on which it is sent lo the Plan,
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ADMINISTRATIVE ERROR

If, due to an administrative error, an overpayment occurs in a reimbursemeant amount from the Plan, the Plan retains a
contractual right to recaver the overpayment. The person or institution recelving the overpayment will be required to
retum the overpayment. In the case of a Plan Participant, the amount of overpayment may be deducted from fulure
benefits payable.

AMENDING, MODIFYING AND TERMINATING THEPLAN

if the Plan is terminaled, the rights of the Plan Participants are llmited to covered expenses incurred before termination. If
the Plan is amended or madified, expenses incurred prior to the modification or amendment of the Plan will be considerad
as provided under the terms of the Plan prior fo its amendment or modification.

The Employer by action evidenced In writing reserves the right, at any time, without prior nolice, fo amend, suspend or
terminate the Plan in whole orin part. In the event of the dissolution, merger, consolidation or reorganization of the Plan
Sponsor, the Plan automatically wilt terminate unless it is continued by a successor to the Plan Sponsor.
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{10) Ensure that adequale separation between the Plan and the Plan Sponsar, as requirad in section 164,504(f)(2){i) of
the privacy standards, is established as follows:

(a) The Plan Sponsor shali only allow certain named employees or classes of employees or other persons under
control of the Plan Sponsor who have been designated {o carry out plan administration functions, access lo
PHI. The Plan Sponsor will maintain a list of those persons and thatlistis incorporated into this document by
this reference. The access to and use of PHI by any such individuals shall be restricted to plan administration
functions that the Plan Sponsor performs for the Plan.

{b} Inthe event any of the individuals described in (a) above do nol comply with the provisions of the Plan
documents relating to use and disclosure of PH, the Plan Administrator shall impose reasonable sanctions as
necessary, in its discretion. Such sanctions shall be Imposed progressively (for example, an oral waming, a
written warning, time off without pay and termination), If appropriate and shall be imposed so that they are
commensurate with the severity of the violation.

*Plan administration” activities are limited to activities that would meet the definition of payment or health care operations,
but do not include functions to modify, amend or terminate the Plan or solicit bids from prospective issuers. “Plan
administration” functions include quality assurance, claims processing, audiling, monitoring and management of carve-out
plans, such as vision and dental. It does notinclude any employment-related functions or functions In connection with any

other benefit or benefit plans.

The Plan shall disclose PHI to the Plan Sponsor only upon receipt of a certification by the Plan Sponsor that
{1) The Plan documentis have been amended to incorporate the above provisions; and

{2} The Plan Sponsor agrees to comply with such provisions.

Disclosure of Enrollment Information to the Plan Sponsor

Pursuant to section 164.504{f}(1)(iii) of the privacy standards, the Plan may disclose to the Plan Sponsor information on
whether an Individual is participating in the Plan or is enrolled in or has disenrolled from a health insurance Issueror
health maintenance organization offered underthe Plan.

Disclosure of PHI to Obtain Stop-loss or Excess Loss Coverage; Disclosuras of Genetic Information

Except as otherwise provided below, the Plan Sponsor hereby authorizes and directs the Ptan, through the Plan
Administrator or the Third Party Administrator, to disclose PHI to stop-loss carriers, excess loss earriers or managing
general underwriters "MGUs") for underwriting and other purposes in order lo obiain and maintain stop-loss or excess
loss coverage related to benefit claims under the Plan. Such disclosures shall be made in accordance with the privacy
standards.

The Plan will not use or disclose genetic information, Including information about genetic testing and family medical
history, for underwriting purposes. The Plan may use or disclose PHI for underwriting purposes, assuming the use or
disclosure |s otherwise pemmitied under the privacy standards and other applicable law, but any PHI that is used or
disclosed for underwriting purposas will not include genetic information.

"Underwriting purposes” is defined for this purpose under federal law and generally includes any Plan rules relating to (1)
eligibility for benefits under the Pian (including changes in dedtctibles or other cost-sharing requirements in return for
activities such as compleling a health risk assessment or participating in a wellness program); (2) the computation of
premium or contribution amounts under the Plan (including discounts or payments or differences in premiums based on
activitles such as completing a health risk assessment or pariicipating in a wellness program); (3) the application of any
preexisting condition exclusion under the Plan; and (4) other activities relatad to the creation, renewal, orreplacement of a
contract for health insurance or health benefits. However, “underwriting purposes” does not include rules relating to the
deiermination of whether a particular expense cr claim is medically appropriate.
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GENERAL PLAN INFORMATION

TYPEOF ADMINISTRATION
Benefits are paid from the Plan's Trust.
PLANNAME
Fairfax County Water Authority Health Plan
TAXID NUMBER: 54-6301784
INITIAL PLAN EFFECTIVE DATE: January 1, 2006
RESTATED PLAN EFFECTIVE DATE: January 1, 2014
STOP LLOSS CONTRACT PERIOD: January 1 through December 31
PLAN YEAR: The 12-month period for the Plan Sponsor preceding December 31, unless otherwise stated.
EMPLOYER INFORMATION

Fairfax County Water Authority

8570 Executive Park Avenue

Falrfax, Virginia 22031

{703)289-8097
AGENT FOR SERVICE OF LEGAL PROCESS

Fairfax County Waler Aulhority
8570 Executive Park Avenue
Fairfax, Virginia 22031
(703)289-6097

CLAIMSPROCESSOR

Meritain Heakth
P.O. Box 27267
Minneapolis, Minnesota 55427-0267

TRUSTEE(S)

FairffaxWater

Welfare Benefit Trust

8570 Executive Park Avenue
Fairfax, Virginia 22031
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SCHEDULE A

Medicaid and the Children’s Health Insurance Program (CHIP)
Offer Free Or Low-Cost Health Coverage To Children And Familics

If you are eligible for health coverage from your employer, but are unable to afford the premiums,
some States have premium assistance programs that can help pay for coverage. These States use
funds from their Medicaid or CHIP programs to help people who are eligible for employer-
sponsored health coverage, but need assistance in paying their health premiums.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed
below, you can contact your State Medicaid or CHIP office to find out if premium assistance is
available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or
any of your dependents might be eligible for either of these programs, you can contact your State
Medicaid or CHIP office ar dial 1-877-KIDS NOW or www.insurekidsnow.gov to find out how to
apply. If you qualify, you can ask the State if it has a program that might help you pay the
premiums for an employer-sponsored plan.

Once it is determined that you or your dependents are eligible for premium assistance under
Medicaid or CHIP, your employer’s health plan is required to permit you 2nd your dependents to
enroll in the plan —as long as you and your dependents are eligible, but not already enrolled in the
employer’s plan. This is called a “special enrollment” opportunity, and you must request
coverage within 60 days of being determined eligible for premium assistance.

If you live in one of the following States, you may be eligible for assistance paying your employer
health plan premiums. The following list of States is current as of January 31, 2011. You should
contact your State for further information on eligibility —

ALABAMA - Medicaid CALIFORNIA — Medicaid

Website:  hitp://www.medicaid.elabama.gov Website:  hitp://www.dhcs.ca.gov/services/Pages/
Phone: [-800-362-1504 TPLRD_CAU_cont.aspx
Phone: 1-866-298-8443

ALASKA - Medicaid COLORADO — Medicaid and CHIP

Website: h.ttpzlﬂtcnllb.hss.slnle.nk.uddpaiprogmnslm:dicnidl Medicaid Website: hitpz//www.colorado.gov/
Phone {Outside oF Anchoragc): 1-888-318-8390 Medicaid Phone (In state): 1-800-866-3513
Phone (Anchorage): 907-269-6529 Medicaid Phone (Qut of state): 1-800-221-3943

ARIZONA —~ CHIP CHIP Website: hitpsf www,CHPplus.org
Websile:  hitp:fwww.zshcees.gov/applicants/delsolLaspx CHIP Phone: 363-866-3243

Phone (Outside of Moricopa County); 1-877-764-5437
Phone (Maricopa County): 602-417-5437

ARKANSAS - CHIP FLORIDA — Medicaid

Website: http:/fwww.arkidsfirst.com/ Website:  httpiwww.fdhestiate. lusMedicaid/index.shiml
Phone: 1-888-474-8275 Phone: 1-877-357-3268




Important Notice from Fairfax Water About

NEW YORK - Medicaid

TEXAS - Medicaid

Website:  http://www.nyhealth.gov/health_care/medicaid/
Phone: 1-800-541-2831

Website:hitps://www.gethipptexas.com/
Phone: 1-800-440-0493

NORTH CAROLINA - Medicaid

UTAH - Medicaid

Website: http:/www.nc.gov
Phone: 919-855-4100

Website: hitp://health.utah.gov/upp
Phone: 1-866-435-7414

NORTH DAKOTA — Medicaid

VERMONT- Medicaid

Website:
hupfwww.nd.pov/dhs/services/medicalserv/medicaid/

Phone: 1-800-755-2604

Websile:  hitp:/fwww.greenmountaincare.orp/
Phene: 1-800-250-8427

OKLAHOMA — Medicaid

VIRGINIA — Medicaid and CHIP

Websile: hip://www.insureoklahoma.org
Phone: 1-888-365-3742

Medicaid Website: http:/www.dmas.virginia.gov/rcp-
HIPP.htm

Medicaid Phone: 1-800-432-5924
CHIP Website: http://www.famls.org/
CHIP Phone: 1-866-873-2647

OREGON - Medicaid and CHIP

WASHINGTON — Medicaid

Medicaid & CHIP Website:
hitp:/fwwv.oregoshealthykids.gov

Medicaid & CHIP Phone: 1-877-314-5678

Website:
http:/fhrsa.dshs.wa.gov/premivmpymt/Apply.shim
Phone: 1-800-562-3022 ext. 15473

PENNSYLVANIA — Medicaid

WEST VIRGINIA — Medicaid

Website:
http:/fwww.dpw.stale.pa.us/partnersproviders/medicalussisia
nce/doingbusiness/003670053.htm

Phone: [-800-544-7730

Website: Mtpy//www.wvrecovery.com/ipp.him
Phone: 304-342-1604

RHODE ISLAND - Medicaid

WISCONSIN — Medicaid

Website: www.dhs.ri.gov
Phone: 401-462-5300

Phone: 1-80{-362-3002

SOUTH CAROLINA — Medicaid

WYOMING — Medicaid

Website: htip:/Avww.scdhhs.gov
Phone: 1-888-549-0820

Website;
hitp:/fwww.health.wyo.gov/healthcarefin/index.html

Phone: 307-777-7531

To see if any more States have added a premium assistance program since January 31, 2011, or for more
information on special enrollment rights, you can contact either:

U.S. Department of Labor
Empioyee Benefits Security Administration

www.dol.sov/ebsa
1-866-444-EBSA (3272)

OMB Control Number 1210-0137 (expires 09/30/2013)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services

www.cms.hhs.gov
1-877-267-2323, Ext. 61565

Website:  hitp//www.badgercareplus.org/pubs/p-10095.him




What Happens To Your Current Coverage If You Decide to Join A
Medicare Drug Plan?

If you decide to join a Medicare drug plan, your current Fairfax Water coverage will be affected.
Your current coverage pays for other health expenses in addition to prescription drugs. If you
enroll in a Medicare prescription drug plan, coverage under the Fairfax County Water Authority
Health Plan will end for you and your eligible dependents.

If you do decide to join a Medicare drug plan and drop your current Fairfax Water coverage,
be aware that you and your dependents will not be able to get this coverage back.

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug
Plan?

You should also know that if you drop or lose your current coverage with Fairfax Water and don't
join a Medicare drug plan within 63 continuous days after your current coverage ends, you may
pay a higher premium (a penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your
monthly premium may go up by at least 1% of the Medicare base beneficiary premium per month
for every month that you did not have that coverage. For example, if you go nineteen months
without creditable coverage, your premium may conslistently be at least 19% higher than the
Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) as
long as you have Medicare prescription drug coverage. In addition, you may have to wait until the
following October to join.

For More Information About This Notice Or Your Current Prescription
Drug Coverage...

Contact the person listed below for further information. NOTE: You'll get this notice each year.
You will also get it before the next period you can join a Medicare drug plan, and if this
coverage through Fairfax Water changes. You also may request a copy of this notice at any
time.

Acconding to the Poperwork Reduction Act of 1995, no persans arc required to respond 1o a collection of information unless # displays a volid OMB
coatrol aumber. The valid OMB control number for this information ¢ollestion is 0938.0990. The time required to complete this information collection is
estimated 10 average B hours per response initially, including the time to review instructions, search existing datn resources, gather the data needed, and
compleie and review the information collection. If you have comments conceming the accumcy of the lime cstimala(s) or suggestions for improving this
form, plense write 10: CMS, 7500 Security Bovlevand, Attn: FRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1350.
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The following s a list of the mest commanly prescribed drugs. I represents an abbreviated
version of the drug list (farmudary} that és at tha core of your preseription-drug danefit plan,
The list is not all-inclusive and does rot guarantee coverage. In addilion (o using this list,
you are encouraged ta ask your doclor to prescribe generic drugs whenever appropriate.

PLEASE ROTE: Brand-name drugs may meve 1o noslormidary stalus i 2 gansric version
hecomss avaliakie during the year. Not all ihe drogs fisted are covered by all
prascription-drug benefit programs; check your banafit matsrials for the specific drugs

Preferred Drug List toverad and the copayments for your praserigtion-trug banefit program. For specific
f g guastions aboul yous covesage, plaase call the phone sumbsr printed on your [0 card.
A BEMICAR, BENICAR HCT ~ CYMBALTA fentany cilrale J methotrexate
BENZACLIN PUMP FENT methylphenidate
ABILIFY, ABLIFY DISCMELT  benzonatate o FINACEA, FINACEA PLUS  JANUMET, JANUMET XR methyiphenidate
ACANYA BEPREVE finasleride JANUVIA ext-release
ACCU-CHEK LANCETS: BESIVANGE DALIRESP fluconarcle HMVISYNG methylprednisolons
FASTCLYX, MIATICLIX, BEYAI DAYTRANA lluocirpnide meleclopramide hel
SOFT TOUCH, SOFTCLIX oprofal/ DELZICOH. fluoxetine meloprolol succinate
acelaminophenfcodzine Iudmchlnmlﬁande desloratadine fluticasane nasal spray : -release
ACTONEL desonide FOCALN XR hetoconazole topical metogrolol tartrate
:&dwir BROMDAY DETROL LA folic acid NOMBIGLYZE XR metronidazole
ONE budesonide neb susp dexamethasone FORADIL KRISTALOSE melmldmlu vaginal gel
ADCIRCA buproplon diazepam FORTEO IR microgestin fe
AGGRENOK buprepion exi-refease diclofenac sodium FOSHENM, I minocycline
albuterol {12 hour) dejayed-release FRAGMIN [INA) mirtazpine
alendronale sodium buprapion exi-release dicyclomine hel furosemide [abetatel hel modafinil
allopusinol {24 hour) DIFFERIN 0.3% GEL, LAMICTAL DDT memetasone
PO.1% buspirone 0.1% LOTION & lamotrigine Mancnessa
alprazolam butalbitalfacstaminophen’ digodn = lansoprazole monteukast
ALREX caffeine diltiazem ext-release gabalmﬂin d ?:d-rdme murphfne sulfatu
amiodamm UTRANS (24 hous) GEI.N llIIE LANTL!
in &mﬂl}&i&gwl lphenmlalel b &HDTROPIN (11} I&tg Cowpl i M%EF
e atropine no
amludmu dival sndlur'nw TIJIJKruISI muftivitamins/ilusride
amlm[l azepril -felease gﬂ fride LETAIRIS muglemln
Hin BIVIGEL glipizide levalbulerol MU,
amexicillin/potassium donepexil g ide ext-release LEVEMIR, LEVEMIR MYRBETRIQ
clavulanate calcipotriene dorzolamide/imalol CAGEN [INJ} FLEXPEN [IN)
amphelamine salt combe  CANASA doxazosin GLUCAGON [HJ]) levetiracetam N
amphetamine salt combo carbm&allmdnpa doxepin givburide eliritine =
exl-refease carvedi dexyeyciine hyclate Mdelmetl«min levefloxacin nabumelone
AMPYRA cefdinir dcmﬁine monohydrale -F I Wae sodium nadslol
AMTURNIDE cefpmzil DULE GRALISE RAMENDA, NAMENDA XR
ANALPRAM ADVANCED cefuromxime DUREZOL U mnamn sadium
CREAM WIT CELEBREX o :mlim
ANALPRAM HE 1% CREAM, CENESTIN E NASONEX
25% LOTION “&hﬂm = HALFLYTELY-BISACODYL.  LIPTRUZET NATAZIA
anastrozole CETROTIDE ) EFFIENT HUMALDG [INI lisinopril mydn/
ANDROOERM chiorthalidone ELIDEL HUMATROPE {INI) lisinopri/ recoriisone ear drops
ANDROGEL choricnic diphos HUMIRA [INJ] hydmchlnrothiande NEV
Wiu cde.lsndnimpln [(1,1]] ELIOWS HUMULIN £} lithium carbonate NEXIUM
[IN)) ulalaeril hydralazine LOESTRIN 24 FE, MIASPAN
arbingxa CIFRUDEX ENBREL [iNJ) tydrochlorothinzide LO LOESTRIN FE nifedipine exi-release
ARCAPTA prolizxacin ETRI Inydrocodone/ forazepam nitrofurantpin macrocrystal
ASACHH. HD rmilman eye solulion UVIA acetaminophen loryna NITROLINGUIAL PUMPSPRAY
ASMANEX alepram enaxaparin [INJ} hydrocodane/ fosarian NORDITROPIN [IN]
ASTEPRO clanlhromycin EPIBUD chlorpheniramine losartan/ raririplyline
ATELVIA clindamycin hel EPIPEN, EPIFEN IR IN] ofistirex rechiorothiazide NOVCRINE
alenalol clindamycin phosphate ergocakiferl m:mdmﬂbnmahupmn L NUCYNTA, NUCYNTA ER
senclol/chiorthalidone clobetasol propionate esythromycin eye ointment  hydrocodone/ibuprofen fovastatin NUEDEXTA
alorvastalin clomiphens citrate escitalapram hydrocortisane topical LOVAZA
ATRALIN clonazepam esira hydromorphene LUMIGAN ystatin
AVELOX clonidine esiradiol/norethindrone  hydrexychioroquine LUNESTA nystatintriamcinolone
AVONEX 1INI] d:ﬂillloml acetale hydrexyzine hel LYRICA
AXIRON clolrimazote/ etodolac tiydroxyzine pamoate i}
AZASITE betamethason= EUFLEXXA [N
azathioprine dipropionate EURAX 1 - ofloxacin eye solution
azlastine nasal spray C EVAMIST MAKENA [IN2) olanzapine
AZILECT COMBIGAN EVISTA ibandranate meclizing hel omnpramle defayed-release
adthromycin COMBIPATCH EXELON PATCHES iby medroxyprogesterone ondanseiron
AZOR (1] EXFORGE, EXFORGE HCT  ILEVRO acetate ondansetron erally
COPAXONE [IN) EXTAVIA [INT) INCIVEK melwicam dlslnleﬁratlng fablets
B CORES CR indomethacin melaxafone ETERS;
CREON F INTUNIV melformin BASIC, ULTRA 2,
baclofen CRESTOR INVONANA metiomin ext-relaase ULTRAMEN],
benazepril CRINONE lamotidine irbesartan . methadone ULTRASMART, VERIO 10
azep cyanocobalamin fIN] fenchibrate isosorbide mononilrate methimazole
hydrechiorothiazide cyclobenzaprine fensfibrate micronized ase methecarbamol (continued)
THIS DOCUMENT LIST 1S EFFECTIVE JANCIARY 1, 2014 THROUGH CECENRER 31, 2014, THIS LIST IS SUBIETT TD CHANSE,
Veil can get mare Information and updates to this dacument 2t aur wabsits at wew.exprass-scrigtr.cam.
g mw Takiing Lasyasy [ TR
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ANTICOAGULANT
Arixtra
Enoxaparin Sodium
Fondsparinux
Fragmin
Iprivask
Innohep
Lovenox

BLOOO CELL DEFICIENCY

Arsnesp
Epogen
Leukine
Mozobil
Neulasta
Neumega
Neupogan
Procrit
Promacta

CANCER
Abraxane
Adcetris
Adriamycin
Adrucil
Afinitor
Afinitor Disperz
Alfaron N
Alimta
Alkeran
Amifostine
Aredia
Arranon
Arzerma
Avastin
Bicnu
Blenoxane
Bleomycin Sulfale
Bosulif
Busuifex
Calcium Folinate
Cempath
Camplosar
Carboplatin
Cerubldine
Clsplatin
Cladribine
Ciolar
Cosmegen
Cyclophosphamida
Cytarabina

Schedule D

Speciakty Deag Thst by Disease State

CANCER cont.

Dzunorublcin HCL
Dzunoxome
Decitabina

DTIC-Dome IV
Eligard

Elitak

Ellance
Eloxatin
Elspar
Epirubicin HCL
Erbitux
Erivedge
Ethyol
Etopophos
Etopaoside
Faslodex
Floxuridine
Fludara
Fiudarabina Phosphate
Fluorouracil
Fudr

Fusilav
Gemcitabine HCL
Gemzar

Glaavec

Halaven
Harceptin
Hycamtin

Iclusig

Idamycin PFS
Idarubicin HCL
{fex

|fex/iMesnax
Ifosfamide
lfosfamide/Mesna
Inlyta

Intron A
Irinotecan HCL
Istodax

Ixampra

Jakafi

Jeviana

Kadcyla

Kyprolis
Lsucovorin Calcium
Leuprolids Acetate

CANCER cont.
Lsustatin

Lipodox

Lipodox 50
Lupron

Lupron Depot
Lupron Depot-PED
Mekinist
Meiphalan HCL
Mesna

Mesnex Methotraxate
Methotraxate Sodium
Mitomycin
Mitoxantrone HCL
Mustargen
Mutamycin
Mylotarg
Navelbine
Nexavar

Nipent
Novanirone
Oforta

Oncaspar

Ontak

Onxol

Oxaliplatin
Paclitaxe!
Pamidronate Disodium
Paraplatin

Perjeta

Photofrin

Plenaxis
Pomalyst
Proleukin
Reviimid

Rituxan
Rofaron-A
Spiycel

Stivarga

Sutant

Sylatron

Synribo

Tafinlar

Tarabine PFS
Tarceva

Tasigna
Tano!

Taxotere
Temodar
Temozolomide
Thalomid
Theracys
Thiotepa
Thyrogen

CANCER cont.
Tice BCG
Toposar
Tarisal
Totect
Treanda
Tralstar Dapot
Trelstar LA
Trisanox
Tykerb
Valstar
Vantes
Vactibix
Velcade
Viadur
Vidaza
Vinblastine Sulfate
Vincristine Sulfate
Vinoretbine Tartrate
Votrient
Vumon
Xalkori
Xaloda
Xgava
Xtandi
Zalirap
Zanosar
Zetboraf
Zinecand
Zoladex
Zolinza
Zometa

Zytiga

ENDOCRINE DISORDERS
DDAVP
Desmopressin Acetata
Egrifta
Kuvan
Octreotide Acetate
Sandosiatin
Sandostatin LAR
Somatuline Dapot
Somavert

ENZYME DEFICIENCIES
Aldurazyme
Ceradase
Cerazyme
Elaprase
Fabrazyme
Lumizyme
Myozyme
Naglazyma

Note: This drug Fist is provided as 8 guide and is updsled periodically based on information from Express Scripts. For procise daiails reiated (o your
specialty-drug benefil, piease coniact Express Scripls.
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RESPIRATORY
CONDITIONS cont.

Kalydeco
Pulmozyme
Tabl

Taobl Podhaler
Xolair

RSV PREVENTION
Synagis

TRANSPLANT
Algam
Cellcept
Prograf
Sandimmune
Simutect
‘Thymoglobulin
Zenapax

Note: This drug list is provided as a guide and is updated periodically based on information from Express Scripts. For pracise details reisled to your
speclalty-drug benefit, please conlact Express Scripls.
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