PPO SCHEDULE OF COVERED SERVICES AND PROVISIONS

I. MEDICAL CARE BENEFITS

BENEFITS and PROVISIONS

unless waived).

In-Network

Calendar Year Deductible (taken before benefits are payable

Out-of-Network

$250 per person $500 per person
$750 per family $1,000 per family

Deductible Carry-Over

Any Covered Services incurred during October,
November and/or December which are applied to
the Covered Person’s Deductible will also “carry-

over” to the following year’s Deductible.

Out-of-Pocket Maximum per Calendar Year(Medical co-pays,
co-insurance and deductibles count towards the Out-of-Pocket
Maximum)

After amount is reached, 100% level of benefits applies for that

Calendar Year. The following expenses do not apply to and are

not affected by the Out-of-Pocket Maximum:

*  Rxco-pays

e  “Non-compliance penalty” (for failure to abide by pre-
certification requirements).

e Any out-of-pocket expenses that are for non-covered
services or for services that are in excess of any Plan
maximum or limit

e  Vitamins and Supplements

¢ Durable Over-head lifts

¢  Organ and Tissue Transplants that are not provided by an
Institute of Excellence

$2,000 per person
$4,000 per family

$1,250 per person
$2,750 per family

Rx co-pay Out-of-Pocket Maximum After amount is reached,
100% level of benefits applies for Prescription Drugs for that
Calendar Year.

$5,200 per person
$10,150 per family

Calendar Year Benefit Maximum for all Benefits

Benefits will be subject to a $250 penalty per occurrence (in
addition to Deductible) for not pre-authorizing Inpatient
Mental/Nervous and Substance Use Disorder Services per
instructions.

Pre-certification per instructions is required under your Plan.
Benefits are subject to a penalty of a $250 reduction in benefits
per occurrence (after Deductible) when pre-certification
procedures are not followed. Please refer to the Pre-
Certification Program section for additional information

Claims Filing Limit

Unlimited

TO PRE-AUTHORIZE, CALL THE
TOLL-FREE NUMBER
ON YOUR ID CARD

TO PRE-CERTIFY, CALL THE
TOLL-FREE NUMBER
ON YOUR ID CARD

All charges, and corresponding requested
documentation, must be submitted within 1 year
of the date incurred.

Coordination of Benefits

if it is determined that this Plan is the Secondary
Payer, Benefits will be adjusted and reduced
(standard). Benefits payable from both plans
shall not exceed 100% of the eligible U&C
charges.

Deductible and In-Network and Out-of-Network Out of Pocket Maximums are “aggregated,” such
that Covered Services applied to one also apply to the other.
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BENEFITS and PROVISIONS
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Prescrition Drneﬁt is administered y Expres Scripts. For prescription drug quesons pIe
call 1-800-451-6245 or visit www.express-scripts.com.

$8 co-pay/Generic, $20 co-
pay/Preferred Brand, $40 co-
pay/Non-Preferred Brand per

prescription; then paid at 100%.

Deductible Waived
$16 co-pay/Generic, $50 co-

. . , pay/Preferred Brand, $100 co-
oMﬂaj:;f)rder Drug Benefit (up to 91-day supply per prescription through mail pay/Non-Preferred Brand per
prescription; then paid at 100%.
Deductible Waived

Generics are lower cost medications that are clinically equivalent to the more expensive brand counterparts. These
drugs will have the lowest co-pay to encourage the members to use generics whenever possible.
Preferred Brand Drugs are drugs that are clinically equivalent to non-preferred brand drugs, but are usually less
expensive.

Non-Preferred Brand Drugs are drugs that usually cost more than other clinically equivalent drugs or drugs that have
been deemed by the Express Scripts Pharmacy and Therapeutics Committee to not be gs clinically appropriate as
Preferred Brand Drugs (i.e., they have more side effects, potential for interactions, etc.). There is a generic and/or

preferred drug available that does the same thing as the non-preferred drug.

Note: Certain prescriptions shall be covered at 100%, and no co-pay will apply as per Federal Regulations

Prescription Drug Card Benefit (up to 34-day supply per prescription through
participating pharmacies)

Contraception and contraceptive counseling - This Plan includes coverage for several types
of contraceptives. Generic hormonal and emergency oral contraceptives, diaphragms and

the Mirena IUD will be covered at no cost to you as the plan participant. Brand and Non-
Formulary contraceptives will remain covered, but you will be responsible for the standard
co-pay. For additional information about your contraceptive benefits, including the
applicable co-pay for a medication, please contact Express Scripts toll free at 1-866-275-
0044 or online at www.express-scripts.com. '
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lil. PREVENTIVE CARE SERVICES |

BENEFITS and PROVISIONS

Preventive Care Services- (must be billed with a routine
diagnosis)

This plan includes coverage for physicat exams, immunizations,
tests, x-rays, pap smears and analysis, PSA test, and bone
density tests {for women age 60 and older, every 5 Calendar
Years).

This benefit also covers all services referenced within the
Recommendations of the United States Preventive Service Task
Force, Recommendations of the Advisory Committee On
Immunization Practices (ACIP} That Have Been Adopted by the
Director of the Centers for Disease Control and Prevention and
appear on the Immunization Schedules of the Centers for
Disease Control and Prevention, the Comprehensive Guidelines
Supported by the Health Resources and Services Administration
(HRSA), as well as referenced in the Guidelines for Women’s
Preventative Services adopted by the United States Department
of Health and Human Services, based on recommendations by
the Institute of Medicine.

(This benefit specifically does not cover heart scans, full body
scans, Executive Physicals, CAT scans, MRl’s, PET or other
similar tests)

In-Network

Out-of-Network

_

100%
Deductible Waived

80%

Note: coverage for Mammograms and
Comprehensive ultrasound screening of an entire
breast or breasts if mammogram demonstrates
heterogeneous or dense breast tissue will not
apply to the overali Calendar Year Maximum.

Comprehensive Ultrasound Screening of an entire breast or
breasts if mammogram demonstrates heterogeneous or dense
breast tissue, when medically necessary as determined by a
physician.

100%

Deductible Waived 80%

Routine Mammogram for Covered Females limited to the
following:

i) one baseline mammogram, age 35 through 39

ii) one mammogram every 12 months, ages 40 and over
Age limits will not apply for women with family history of breast
cancer, prior personal history of breast cancer, positive genetic
testing, or other risk factors (Must be billed with family history
diagnosis).

100%
Deductible waived

In-Network charges do not apply toward the
Calendar Year Benefit Maximum.

Routine Colonoscopy Screening for Covered Persons age 50
and over once every 3 Calendar Years. Colonoscopies for men
or women under 50 with documentation of family history of
colon disease are covered. (Must be billed with family history
diagnosis)

100%
Deductible waived

Family Planning - Permanent Procedures for Women

100%

intrauterine contraceptives including administration, insertion,
and removal.

Includes: 80%
Sterilization. Deductible waived

Family Planning ~ Temporary Procedures

Including but not limited to injections, impiants, and 100% 80%

Deductible waived

Breast Pumps and Supplies (Includes breast pumps and
supplies purchased through a retail supplier).

Limited to a maximum payment of 5450 (includes pump and
supplies) per person per pregnancy.

100%
Deductible waived
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IV. PHYSICIAN SERVICES

BENEFITS and PROVISIONS

Outpatient Surgery including all related charges on the same day as

In-Network

N
Out-of-Network

90% 80%
surgery.
Chiropractic and Naprapath Care (not including Massage Therapy,
see below) 90% 80%
Limited to a maximum of 13 visits per person per Calendar Year
Massage Therapy (including Rolfing, Reflexology and Craniosacral
Therapy) when it is prescribed by a Physician. 90% 80%
Limited to a maximum of 13 visits per person per Calendar Year
Diagnosis and treatment of temporomandibular joint dysfunction 50% 80%

(“T™I”)

Deductible waived

Deductible waived

Chelation Therapy

Limited to a $3,000 maximum payment per person per Calendar
Year.

90%
Deductible waived

80%
Deductible waived

Biofeedback Therapy

Limited to a $3,000 maximum payment per person per Calendar
Year.

90%
Deductible waived

80%
Deductible waived

$25 co-pay, then paid

Urgent Care Services .at100% 80%
Deductible waived
| I L , L $25 co-pay, then paid
Phlys)lcuan Services including Home and Ofﬁce visits (Exam charge at 100% 80%
on
¢ Deductible waived
Other Physician Services (except as indicated under the Outpatient 90% 80%
Laboratory/Radiology/Pathology benefit listed below). ’
If a referral is made to a non-network Physician or non-network Paid same as In
specialist/facility by a network Physician (due to Medically N/A Network.
Necessary services not being available In-Network).
Non-Network Physician Services Received at a Network Hospital
If services are performed by a 1) non-network anesthesiologist or 2) .
a non-network specialist, such as o radiologist or pathologist, N/A Paid same as In-Network

limited to interpreting tests, who is requested or required by that
network Hospital, the charges will be covered as if rendered by a
network Physician.
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V. OUTPATIENT LABORATORY/RADIOLOGY/PATHOLOGY INCLUDING

ADMINISTRATION/MRI, PET AND CT SCANS

BENEFITS and PROVISIONS

Outpatient Services

In-Network Out-of-Network

All Outpatient/Independent Laboratory/Office Diagnostic and
Routine Radiology and Pathology Administration and
Interpretation Services (does not include MRI, PET or CT scans)

100%
Deductible Waived

Outpatient/Independent Laboratory/Office Imaging Services
(MRI, PET, and CT scans)

90% 80%

Note: Imaging services through US Imaging Network, LLC and/or
INA, LLC do not apply to members who have Medicare as their
primary coverage.

Imaging services through US Imaging Network, LLC
and/or INA LLC:

100%
Deductible Waived

See ID card for toll free number to schedule exams
US Imaging Network, LLC and/or INA, LLC are not
affiliated with US Imaging, Inc.

VI. FACILITY SERVICES

BENEFITS and PROVISIONS

Inpatient Hospital Services

In-Network Out-of-Network

80%
=  Room and board (The Plan will allow the semi-private room rate Note: Payment of
olr if IIZ ;} private room the benefit will be the semi-private rate 90% Inpatient charges
plus X exceeding 550,000 will
= Necessary :services ar?d supplies inpluding an intensive care unit be limited to Medicare
and a cardiac care unit DRG Reimbursement
80%
Note: Payment of
Outpatient Hospital Services (other than for surgical procedures or 90% Inpatient charges
diagnostic radiology and pathology charges}. ° exceeding 550,000 wilf
be limited to Medicare
APC Reimbursement
Coverage of Charges
exceeding 515,000 will
be limited to the
i A
Outpatient Hospital Surgery/Ambulatory Surgical Facility including 90% Reimz/cllergclacr:; ¢ S;i bject
(] ‘4
all related charges on the same day as surgery. to the applicable out-
of-network co-
insurance (80%) and
deductible
Emergency Room Services (includes all services done during the visit) | $100 co-pay then paid | $100 co-pay then paid
0, 0,
Co-pay waived if admitted. at 90% at 30%
) Deductible Waived Deductible Waiveqd
Renal Dialysis (All dialysis providers are out-of-network. This Plan
does not access or use the Aetna network for dialysis providers.) 100%
Note: For charges due to renal dialysis, payment by this Plan will not Deductible Waived
exceed 100% of the Medicare allowance for such incurred expenses.
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VIi. MENTAL HEALTH SERVICES

BENEFITS and PROVISIONS In-Network Out-of-Network T

BEHAVIOR HEALTH ENHANCED BENEFIT (Mental/Nervous/Substance Use Disorders)

Treatment Through Allied Care Solutions

Allied Care Solutions (ACS) is your single source for Support, Resources and Information. This program is designed to
help you manage life’s daily challenges. We can refer you to professional counselors and services that can help you and
your eligible family members resolve a broad range of personal concerns, such as marriage and relationships, stress and
anxiety, depression, substance abuse, anger management, family problems, grief and loss, legal and financial services
and dependent care. Allied Care Solutions is a no-cost confidential program that is available to you and your family 24
hours a day, 365 days a year. At some point in our lives, each of us faces a problem or situation that is difficult to
resolve. Your Company understands how work and personal challenges can affect your well-being and encourages yoy
to call Allied Care Solutions at 1-800-440-1440 or visit http://www.alliedbenefit.com/acs.aspx (user name is your
Company name).

Contact Allied Care Solutions (ACS} at
1-800-440-1440.

By calling Allied Care Solutions, you may be eligible to receive certain services payable at no cost to you with no
claims submission required.

BEHAVIOR HEALTH ENHANCED BENEFIT (Mental/Nervous/Substance Use Disorders)

Treatment for Mental/Nervous and Substance Use Disorders

not provided through Allied Care Solutions referenced above. . . .
Paid same as any other service according to type of

Note that inpatient mental/nervous and substance use service, provider and place of service.
disorder services must be pre-authorized through Allied Care
Solutions in order to avoid $250 penalty per occurrence.
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Vill. OTHER COVERED SERVICES
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BENEFITS and PROVISIONS In-Network Out-of-Networm

_

Professional Ambulance Service by ground or air transportation 80%
from the city or town in which the Employee or covered

Dependent becomes disabled, to the nearest Hospital qualified to

provide treatment for the accidental bodily Injury or disease. City of Aurora Ambulance paid at 100%

100%

Pre-Admission Testing Deductibl ived
Deductible waived

Vitamins and Supplements Must be prescribed by a licensed
practitioner. Maximum payment of 51,000 per person per
Calendar Year. Charges do not apply to and are not affected by 50%
the Out-of-Pocket Maximum. Note certain vitamins and/or Deductible waived
supplements will be paid under the Preventive Care benefits as
required by the Patient Protection and Affordable Care Act.

Durable Overhead Lift For purchase of an overhead lift with
tracking system to assist with mobility within a home for a
covered participant who has a medical necessity pre-approved by 80%

the Utilization Review Administrator. Charges do not apply to Deductible waived
and are not dffected by the Out-of-Pocket Maximum. Limited to a
maximum payment of $12,000 per family per Lifetime.

Extended Care/Skilled Nursing Facility — Includes:

*  Room and Board, including any charges made by the facility
as a condition of occupancy or on a regular daily or weekly
basis such as general nursing services. If private room
accommodations are used, benefits available for Room and
Board will not exceed the average semi-private rate charged
by the facility or a representative cross section of similar 90% 80%
institutions in the area;

= physical, occupational or speech therapy

= drugs, biologicals, supplies, appliances and equipment for
use in the facility ordinarily furnished by the facility for the
care and treatment of in-patient

Limited to 120 days per Calendar Year

Services and supplies required for the treatment of Diabetes,

10/
including Diabetes Self-Management Education Programs. 90% 90%

Hearing Exams (other than as covered under any federal 100%

regulations, see preventive care benefit). Deductibl ived
Deductible waived

Limited to a maximum of $100 per person per Calendar Year.
Hearing Aid ’

Limited to.a maximum payment of 52,000 per ear with a 54,000
maximum payment per person per Calendar Year.

100%
Deductible waived

Home Health Care 90% 80%
Limited to 120 days per Calendar Year

Infertility Diagnosis and Treatment inciudes prescription drugs 60%

not covered under the Prescription Drug Card Benefit. Deductible waived
Infertility Reproduction Technology including but not limited to

artificial insemination, In-vitro fertilization and G..F.T. 60%

procedures. Limited to a maximum payment of $12,000 per Deductible waived

family per Lifetime.
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Vill. OTHER COVERED SERVICES
BENEFITS and PROVISIONS

ORGAN AND TISSUE TRANSPLANTS
Far cornea or skin transplants:

The Covered Person, who is the transplant recipient, must
receive two opinions with regard to the need for transplant
surgery. The opinions must be in writing by board-certified
specialists in the involved field of surgery. The specialists must
certify that alternative procedures, services or courses of
treatment would not be effective in the treatment of the
condition.

For all other Organ and Tissue Transplants:

The Plan has contracted with a separate network, distinct from
the Preferred Provider Organization applicable for other Plan
medical coverage. For specific details on ali elements of this
coverage, refer to the following pages for The Aetna’s
I0E/Transplant language.

For all Organ and Tissue Transplants:

In no event will benefits be paid for experimental or
investigational services; or, for treatment not deemed clinically
acceptable by (a) the National Institute of Health; or (b) the FDA;
or (c) a similar national medical organization of the United States

In-Network

80% Deductible Waived

100% Deductible Waived - when Pre-Certified and
provided by an Aetna |OE (Institute of Excellence)

80% Deductible Waived- when not provided by an
Aetna IOE (institute of Excellence)

Other Covered Services/Items (see following pages)

90% 80%
Unless included under a | Unless included under
previous category a previous category

Covered Services/items not available In-Network

Paid at In-Network Level

Covered Services for Employees residing outside the PPO
Service Area.

Paid at In-Network Level
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