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Doctor's Bills and Other Medical Expenses

The first Medical Claim should be filed as soon as you have
incurred covered expenses. ltemized copies of your bills
should be sent with the claim form. If you have any additional
bills after the first treatment, file them periodically.

CLAIM REMINDERS

e BE SURE TO USE YOUR SOCIAL SECURITY AND
ACCOUNT NUMBER WHEN YOU FILE CG'S CLAIM
FORMS, OR WHEN YOU CALL YOUR CG CLAIM
OFFICE.

YOUR ACCOUNT NUMBER IS THE 7-DIGIT
POLICY NUMBER SHOWN ON YOUR BENEFIT
IDENTIFICATION CARD.

e PROMPT FILING OF ANY REQUIRED CLAIM
FORMS RESULTS IN FASTER PAYMENT OF YOUR
CLAIMS.

WARNING: Any person who knowingly presents a false or
fraudulent claim for payment of a loss or benefit is guilty of a
crime and may be subject to fines and confinement in prison.

GM6000 C13 CLA9V26 M

Accident and Health Provisions

Claims

NOTICE OF CLAIM, CLAIM FORMS and PROOF OF
LOSS provisions do not apply to services or supplies
recommended by and received from Participating Providers, if
that service or supply is authorized by the Provider
Organization.

Notice of Claim

Written notice of claim must be given to CG within 30 days
after the occurrence or start of the loss on which claim is
based.

If notice is not given in that time, the claim will not be
invalidated or reduced if it is shown that written notice was
given as soon as was reasonably possible.

Claim Forms

When CG receives the notice of claim it will give to the
claimant, or to the Policyholder for the claimant, the claim
forms which it uses for filing proof of loss. If the claimant
does not get these claim forms within 15 days after CG
receives notice of claim, he will be considered to meet the
proof of loss if he submits written proof of loss within 90 days
after the date of loss. This proof must describe the occurrence,
character and extent of the loss for which claim is made.

Proof of Loss

Written proof of loss must be given to CG within 90 days after
the date of the loss for which claim is made. If written proof of
loss is not given in that time, the claim will not be invalidated
nor reduced if it is shown that written proof of loss was given
as soon as was reasonably possible.

Physical Examination

CG, at its own expense, will have the right to examine any
person for whom claim is pending as often as it may
reasonably require.

Legal Action

Where CG has followed the terms of the policy, no action at
law or in equity will be brought to recover on the policy
until at least 60 days after proof of loss has been filed with
CG. No action will be brought at all untess brought within 3
years after the time within which proof of loss is required.

GM6000 PRO14VS CLA43V34

Eligibility - Effective Date

Eligibility for Employee Insurance

You will become éligible for insurance on the day you
complete the waiting period if:

» youare in a Class of Eligible Employees; and

e you are an eligible, full-time or part-time Employee; and
e you normally work at least 24 hours a week.

If you were previously insured and your insurance ceased, you
must satisfy the New Employee Group Waiting Period to
become insured again. If your insurance ceased because you
were no longer employed in a Class of Eligible Employees,
you are not required to satisfy any waiting period if you again
become a member of a Class of Eligible Employees within
one year after your insurance ceased

Initial Employee Group: You are in the Initial Employee
Group if you are employed in a class of employees on the date
that class of employees becomes a Class of Eligible
Employees as determined by your Employer.

New Employee Group: You are in the New Employee Group
if you are not in the Initial Employee Group.
Eligibility for Dependent Insurance

You will become eligible for Dependent Insurance on the later
of:

o the day you become eligible for yourself; or

o the day you acquire your first Dependent.

10
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Waliting Period
Initial Employee Group: None

New Employee Group: None

Classes of Eligible Employees

Each Employee as reported to the insurance company by your
Employer except Employees located in California

Employee Insurance

This Plan is offered to you as an Employee.

Effective Date of Your Insurance
You will become insured on the date you become eligible.

If you are not in Active Service on the date you would
otherwise become insured, you will become insured on the
date you return to Active Service.

GM6000 EL 2 V-32
ELI5SVI MDG

Dependent Insurance

For your Dependents to be insured, you will have to pay part
of the cost of Dependent Insurance.

Effective Date of Dependent Insurance

Insurance for your Dependents will become effective on the
date you elect it by signing an approved payroll deduction
form, but no earlier than the day you become eligible for
Dependent Insurance. All of your Dependents as defined will
be included.

If you are a Late Entrant for Dependent Insurance, the
insurance for each of your Dependents will not become
effective until CG agrees to insure that Dependent. Your
Dependent will not be denied enroliment for Medical
Insurance due to health status.

Your Dependents will be insured only if you are insured.

Late Entrant - Dependent
You are a Late Entrant for Dependent Insurance if:

e you elect that insurance more than 30 days after you
become eligible for it and you declined coverage during
your initial enrollment period by signing a Declination of
Medical Coverage form, provided by your Employer; or

*  you again elect it after you cancel your payroll deduction.

Exception for Newborns -

Any Dependent child born while you are insured for Medical
Insurance will become insured for Medical Insurance on the
date of his birth if you elect Dependent Medical Insurance no

‘GM6000 EF 2

later than 31 days after his birth. If you do not elect to insure
your newborn child within such 31 days, coverage for that
child will end on the 31st day. No benefits for expenses
incurred beyond the 31st day will be payable.

ELI11V47 DG

Exception to Late Entrant Definition

Y our Dependent will not be considered a Late Entrant when
enrolling outside a designated enrollment period if: he had
existing coverage, and he certified in writing, if applicable,
that he declined coverage due to such coverage; he lost prior
coverage due to the employer's failure to pay premium,; he is
no longer eligible for prior coverage; or if such prior coverage
was continuation coverage and the continuation period has
been exhausted and he enrolls for this coverage within 30 days
after losing or exhausting prior coverage.

If you acquire a new Dependent through marriage, birth,
adoption or placement for adoption, you may enroll your
eligible Dependents within 30 days of such event. Coverage
will be effective on the date of marriage, birth, adoption or
placement for adoption.

Any applicable Pre-existing Condition limitation will apply to
your Dependents upon enrollment, reduced by prior Creditable
Coverage, but will not be extended as for a Late Entrant.

Pre-Existing Condition Limitation for Late Entrant

For plans which include a Pre-existing Condition Limitation,
the one-year waiting period before coverage begins for such
conditions, will be increased to 18 months for a Late Entrant.

For plans which do not include a Pre-existing Condition
Limitation, your Dependent may be required to wait until the
next plan enrollment period to enroll for coverage under the
plan if you are a Late Entrant.

For plans which do not standardly include a Pre-existing
Condition limitation and which do not include an annual open
enrollment period, a Pre-existing Condition limitation of 18
months will apply for a Late Entrant only.

GM6000 EL 1 ELI7TV90

Requirements of the Omnibus Budget
Reconciliation Act of 1993 (OBRA '93)

These health coverage requirements do not apply to any
benefits for loss of life, dismemberment or loss of income.

Any other provisions in this certificate that provide for: (a) the
definition of an adopted child and the effective date of
eligibility for coverage of that child; and (b) eligibility
requirements for a child for whom a court order for medical
support is issued; are superseded by these provisions required
by the federal Omnibus Budget Reconciliation Act of 1993,
where applicable.

www.cigna.com
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Definitions

Medical and Scientific Evidence means the following
sources:

1) Peer-reviewed scientific studies published in or accepted
for publication by medical journals that meet nationally
recognized requirements for scientific manuscripts and
that submit most of their published articles for review by
experts who are not part of the editorial staff;

2) Peer-reviewed literature, biomedical compendia and other
medical literature that meet the criteria of the National
Institute of Health's Nationa!l Library of Medicine for
Indexing in Index Medicus, Excerpta Medica (EMBASE),
Medline and MEDLABS data base Health Services
Technology Assessment Research (HSTAR);

3) Medical journals recognized by the Secretary of Health
and Human Services, under the Social Security Act;

4) The following standard reference compendia: The
American Hospital Formulary Service-Drug Information,
the American Medical Association Drug Evaluation, the
American Dental Association Accepted Dental
Therapeutics and The United States Pharmacopoeia-Drug
Information;

5) Findings, studies, or research conducted by or under the
auspices of federal government agencies and nationally
recognized federal research institutes, including the
Federal Agency for Health Care Policy and Research,
National Institutes of Health, National Cancer Institute,
National Academy of Sciences, Health Care Financing
Administration, Congressional Office of Technology
Assessment, and any national board recognized by the
National! Institutes of Health for the purpose of evaluating
the medical value of health services; and

6) Peer-reviewed abstracts accepted for presentation at major
medical association meetings.

GM6000 P1 PRO62

THE FOLLOWING WILL APPLY TO RESIDENTS OF
CALIFORNIA

When You Have a Complaint or an
Appeal

For the purposes of this section, any reference to "you," "your"
or "Member" also refers to a representative or provider
designated by you to act on your behalf, unless otherwise
noted.

We want you to be completely satisfied with the care you
receive. That is why we have established a process for
addressing your concerns and solving your problems.

Start with Member Services

We are here to listen and help. If you have a concern regarding
a person, a service, the quality of care, or contractual benefits,
you can call the toll-free number and explain your concem to
one of our Member Services representatives. You can also
express that concern in writing. Please call or write to us at the
following:

Customer Services Toll-Free Number or address that
appears on you Benefit Identification card, explanation of
_ benefits or claim form.

We will do our best to resolve the matter on your initial
contact. If we need more time to review or investigate your
concern, we will get back to you as soon as possible, but in
any case within 30 days.

If you are not satisfied with the results of a coverage decision,
you can start the appeals procedure.

Internal Appeals Procedure

CG has a one step appeals procedure for appeals decisions. To
initiate an appeal, you must submit a request for an appeal in
writing within 365 days of receipt of a denial notice. You
should state the reason why you feel your appeal should be
approved and include any information supporting your appeal.
If you are unable or choose not to write, you may ask to
register your appeal by telephone. Call or write us at the toll-
free number or address on your Benefit Identification card,
explanation of benefits or claim form.

GM6000 APL538

Your appeal will be reviewed and the decision made by
someone not involved in the initial decision. Appeals
involving Medical Necessity or clinical appropriateness will
be considered by a health care professional.

We will respond in writing with a decision within 30 calendar
days after we receive an appeal for a required preservice or
concurrent care coverage determination (decision). We will
respond within 30 calendar days after we receive an appeal for
a postservice coverage determination. If more time or
information is needed to make the determination, we will
notify you in writing to request an extension of up to 30
calendar days and to specify any additional information
needed to complete the review. Please note that the California
Department of Insurance (DOI) does not require you to
participate in CG's appeals review for more than 30 days
although you may choose to do so. At the completion of this
30-day review period, when the disputed decision is upheld or
your case remains unresolved, you may apply to the DOI for a
review of your case.

You may request that the appeal process be expedited if, your
treating Physician certifies in writing that an imminent and
serious threat to your health may exist, including, but not
limited to, serious pain, the potential loss of life, limb, or

41
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major bodily function, or the immediate and serious
deterioration of your health. When an appeal is expedited, we
will respond orally with a decision within 72 hours, followed
up in writing. The Department of Insurance allows you to
apply for an independent medical review after this expedited
decision if you are unsatisfied with our determination.

GM6000 APLS40

Independent Medical Review Procedure

When the disputed decision is upheld or your case remains
unresolved after 30 days and when your case meets the criteria
outlined below, you are ¢ligible to apply to the Department of
Insurance for an independent medical review. The Department
has final authority to accept or deny cases for the independent
medical review process. If your case is not accepted for
independent medical review, the Department shall treat your
application as a request for the Department itself to review
your issues and concerns. Prior to application for an
independent medical review, you are free to seek other
avenues of appeal with CG. If you choose to do so, you will
not forfeit your eligibility to apply for the independent medical
review.

The Independent Review Organization is composed of persons
who are not employed by CIGNA HealthCare or any of its
affiliates. A decision to use the voluntary level of appeal will
not affect the claimant’s rights to any other benefits under the
plan.

There is no charge for you to initiate this Independent Review
Process. CG will abide by the decision of the Independent
Medical Review Organization. .

In order to qualify for an independent medical review, certain
conditions must be met: (1) your Physician has recommended
a health care service as Medically Necessary and CG has
disagreed with this determination, or (2) you have received
urgent care or emergency services that a Physician has deemed
Medically Necessary and CG has disagreed with this
determination, or (3) in the absence of (1) and (2), you have
been seen by a Physician for the diagnosis or treatment of the
medical condition for which you are seeking an independent
medical review and CG has determined these services as not
Medically Necessary or clinically appropriate. Administrative,
eligibility or benefit coverage limits or exclusions are not
eligible for an independent medical appeal under this process.
You remain entitled to send such issues to the Department of
Insurance for a Department review.

GM6000 APL542

Appeal to the State of California

We will provide you with an application and instructions on
how to apply to the Department of Insurance for an
independent medical review. You must submit the application
to the Department within 180 days of your receipt of our

appeal review denial. In compelling circumstances, the
Commissioner or Insurance may grant an extension.

The Independent Medical Review Organization will render an
opinion within 30 days. If a delay would be detrimental to
your medical condition, you may apply to the Department for
an expedited review of your case. If accepted, the Independent
Medical Review Organization will render a decision in three
days.

You have the right to contact the California Department of
Insurance for assistance at any time. The Commissioner may
be contacted at the following address and fax number:

California Department of Insurance
Claims Service Bureau, Attn: IMR
300 South Spring Street
Los Angeles, CA 90013
Or fax to 213-897-5891

GM6000 APL543 Vi

Notice of Benefit Determination on Appeal

Every notice of a determination on appeal will be provided in
writing or electronically and, if an adverse determination, will
include: (1) the specific reason or reasons for the adverse
determination; (2) reference to the specific plan provisions on
which the determination is based; (3) a statement that the
claimant is entitled to receive, upon request and free of charge,
reasonable access to and copies of all documents, records, and
other Relevant Information as defined; (4) a statement -
describing any voluntary appeal procedures offered by the
plan and the claimant's right to bring action under ERISA
section 502(a); (5) upon request and free of charge, a copy of
any internal rule, guideline, protocol or other similar criterion
that was relied upon in making the adverse determination
regarding your appeal, and an explanation of the scientific or
clinical judgment for a determination that is based on a
Medical Necessity, experimental treatment or other similar
exclusion or limit.

You also have the right to bring a civil action under Section
502(a) of ERISA if you are not satisfied with the decision on
review. You or your plan may have other voluntary alternative
dispute resolution options such as Mediation. One way to find
out what may be available is to contact your local U.S.
Department of Labor office and your State insurance
regulatory agency. You may also contact the Plan
Administrator.

Relevant Information

Relevant information is any document, record or other
information which: (a) was relied upon in making the benefit
determination; (b) was submitted, considered or generated in
the course of making the benefit determination, without regard
to whether such document, record, or other information was
relied upon in making the benefit determination; (c)

42
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demonstrates compliance with the administrative processes
and safeguards required by federal law in making the benefit
determination; or (d) constitutes a statement of policy or
guidance with respect to the plan concerning the denied
treatment option or benefit for the claimant's diagnosis,
without regard to whether such advice or statement was relied
upon in making the benefit determination.

Legal Action

If your plan is governed by ERISA, you have the right to bring
a civil action under section 502(a) of ERISA if you are not
satisfied with the outcome of the Appeals Procedure. In most
instances, you may not initiate a legal action against CG until
you have completed the Internal Appeal process.

GM6000 APL547 Vi

Arbitration

To the extent permitted by law, any controversy between CG
and the Group, or an insured (including any legal
representative acting on your behalf), arising out of or in
connection with this Certificate may be submitted to
arbitration upon written notice by one party to another. Such
arbitration shall be govemed by the provisions of the
Commercial Arbitration Rules of the American Arbitration
Association, to the extent that such provisions are not
inconsistent with the provisions of this section.

If the parties cannot agree upon a single arbitrator within 30
days of the effective date of written notice of arbitration, each
party shall choose one arbitrator within 15 working days after
the expiration of such 30-day period and the two arbitrators so
chosen shall choose a third arbitrator, who shall be an attorney
duly licensed to practice law in the applicable state. If either
party refuses or otherwise fails to choose an arbitrator within
such 15-working-day period, the arbitrator chosen shall
choose a third arbitrator in accordance with these
requirements.

The arbitration hearing shall be held within 30 days following
appointment of the third arbitrator, unless otherwise agreed to
by the parties. If either party refuses to or otherwise fails to
participate in such arbitration hearing, such hearing shall
proceed and shall be fully effective in accordance with this
section, notwithstanding the absence off such party.

The arbitrator(s) shall render his (their) decision within 30
days after the termination of the arbitration hearing. To the
extent permitted by law, the decision of the arbitrator, or the
decision of any two arbitrators if there are three arbitrators,
shall be binding upon both parties conclusive of the
controversy in question, and enforceable in any court of
competent jurisdiction.

No party to this Certificate shall have a right to cease
performance of services or otherwise refuse to carry out its
obligations under this Certificate pending the outcome of

arbitration in accordance with this section, except as otherwise
specifically provided under this Certificate.

GM6000 APLS48 Vi

ERISA Required Information

The name of the Plan is:
Google Inc.

The name, address, ZIP code and business telephone number
of the sponsor of the Plan is:

Google Inc.

2400 Bayshore Parkway
Mountain View, CA 94043
650-623-4240

Employer ldentiﬁcation
Number (EIN)

77-0493581 502

The name, address, ZIP code and business telephone number
of the Plan Administrator is:

Plan Number

Employer named above

The name, address and ZIP code of the person designated as
agent for the service of legal process is:

Employer named above

The office designated to consider the appeal of denied claims
is:

The CG Claim Office responsible for this Plan

The cost of the Plan is shared by the Employee and the
Employer.

The Plan's fiscal year ends on 06/30.

The preceding pages set forth the eligibility requirements and
benefits provided for you under this Plan.

ERISA3!

Plan Trustees

A list of any Trustees of the Plan, which includes name, title
and address, is available upon request from the Plan
Administrator.

Plan Type

The plan is a healthcare benefit plan.

Collective Bargaining Agreements

You may contact the Plan Administrator to determine
whether the Plan is maintained pursuant to one or more
collective bargaining agreements and if a particular

43
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Employer is a sponsor. A copy is available for examination
from the Plan Administrator upon written request.

Discretionary Authority

The Plan Administrator delegates to CG the discretionary
authority to interpret and apply plan terms and to make
factual determinations in connection with its review of
claims under the plan. Such discretionary authority is
intended to include, but not limited to, the determination of
the eligibility of persons desiring to enroll in or claim
benefits under the plan, the determination of whether a
person is entitled to benefits under the plan, and the
computation of any and all benefit payments. The Plan
Administrator also delegates to CG the discretionary
authority to perform a full and fair review, as required by
ERISA, of each claim denial which has been appealed by the
claimant or his duly authorized representative.

ERISA29

Plan Modification, Amendment and Termination

The Employer as Plan Sponsor reserves the right to, at any
time, change or terminate benefits under the Plan, to change or
terminate the eligibility of classes of employees to be covered
by the Plan, to amend or eliminate any other plan term or
condition, and to terminate the whole plan or any part of it.
The procedure by which benefits may be changed or
terminated, by which the eligibility of classes of employees
may be changed or terminated, or by which part or all of the
Plan may be terminated, is contained in the Employer's Plan
Document, which is available for inspection and copying from
the Plan Administrator designated by the Employer. No
consent of any participant is required to terminate, modify,
amend or change the Plan.

Termination of the Plan together with termination of the
insurance policy(s) which funds the Plan benefits will have no
adverse effect on any benefits to be paid under the policy(s)
for any covered medical expenses incurred prior to the date
that policy(s) terminates. Likewise, any extension of benefits
under the policy(s) due to you or your Dependent's total
disability which began prior to and has continued beyond the
date the policy(s) terminates will not be affected by the Plan
termination. Rights to purchase limited amounts of life and
medical insurance to replace part of the benefits lost because
the policy(s) terminated may arise under the terms of the
policy(s). A subsequent Plan termination will not affect the
extension of benefits and rights under the policy(s).

Your coverage under the Plan's insurance policy(s) will end on
the earliest of the following dates:

¢ the date you leave Active Service;
® the date you are no longer in an eligible class;

e ifthe Plan is contributory, the date you cease to
contribute, or;

» the date the policy(s) terminates.

See your Plan Administrator to determine if any extension
of benefits or rights are available to you or your Dependents
under this policy(s). No extension of benefits or rights will
be available solely because the Plan terminates.

ERISATS

Funding

The method for funding the insured parts of the Plan is for
the employer to pay premiums for the insurance benefits
from the general assets of the employer's business, after any
required contribution for the insurance benefits is obtained
from the employees by payroll deduction. To the extent that
the premiums paid exceed the final premium costs for any
policy year, the excess will be returned to and retained by
the employer and will not become an asset of the Plan.
However, for the insured parts of the Plan which require
employee contribution, to the extent such premium excess
exceeds the employer's contributions for the insurance
premiums, including the costs expended to administer the
plan, that amount will be applied by the employer for the
sole benefit of the employees.

ERISAI8

Statement of Rights

As a participant in the plan you are entitled to certain rights
and protections under the Employee Retirement Income
Security Act of 1974 (ERISA). ERISA provides that all plan
participants shall be entitled to:

Receive Information About Your Plan and Benefits

¢  Examine, without charge, at the plan administrator's
office and at other specified locations, such as worksites
and union halls, all documents governing the plan,
including insurance contracts and collective bargaining
agreements and copy of the latest annual report (Form
5500 Series) filed by the plan with the U.S. Department of
Labor and available at the Public Disclosure Room of th
Pension and Welfare Benefit Administration. :

¢ Obtain, upon written request to the plan administrator,
copies of documents governing the plan, including
insurance contracts and collective bargaining agreements,
and a copy of the latest annual report (Form 5500 Series)
and updated summary plan description. The administrator
may make a reasonable charge for the copies.

¢ Receive a summary of the Plan's annual financial
report. The plan administrator is required by law to
furnish each person under the Plan with a copy of this
summary financial report.

44
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Continue Group Health Plan Coverage

e  Continue health care coverage for yourself, spouse or
Dependents if there is a loss of coverage under the plan as
a result of a qualifying event. You or your Dependents
may have to pay for such coverage. Review this summary
plan description and the documents governing the plan on
the rules governing your federal continuation coverage
rights.

e  Reduction or elimination of exclusionary periods of
coverage for preexisting conditions under your group
health plan, if you have creditable coverage from another
plan. You should be provided a certificate of creditable
coverage, free of charge, from your group health plan or
health insurance issuer when you lose coverage under the
plan, when you become entitled to elect federal
continuation coverage, when your federal continuation
coverage ceases, if you request it before losing coverage,
or if you request it up to 24 months after losing coverage.
Without evidence of creditable coverage, you may be
subject to a preexisting condition exclusion for 12 months
(18 months for late enrollees) after your enrollment date
in your coverage.

ERISA19

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISA
imposes duties upon the people responsible for the operation
of the employee benefit plan. The people who operate your
plan, called "fiduciaries” of the Plan, have a duty to do so
prudently and in the interest of you and other plan participants
and beneficiaries. No one, including your employer, your
union, or any other person may fire you or otherwise
discriminate against you in any way to prevent you from
obtaining a welfare benefit or exercising your rights under
ERISA. If your claim for a welfare benefit is denied or
ignored you have a right to know why this was done, to obtain
copies of documents relating to the decision without charge,
and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the
above rights. For instance, if you request a copy of plan
documents or the latest annual report from the plan and do not
receive them within 30 days, you may file suit in a Federal
court. In such a case, the court may require the plan
administrator to provide the materials and pay you up to $110
a day until you receive the materials, unless the materials were
not sent because of reasons beyond the control of the
administrator. If you have a claim for benefits which is denied
or ignored, in whole or in part, you may file suit in a state or
Federal court.

Enforce Your Rights

In addition, if you disagree with the plan's decision or lack
thereof concerning the qualified status of a domestic relations

order or a medical child support order, you may file suit in
Federal court, If it should happen that plan fiduciaries misuse
the plan's money, or if you are discriminated against for
asserting your rights, you may seek assistance from the U.S.
Department of Labor, or you may file suit in a Federal court.
The court will decide who should pay court costs and legal
fees. If you are successful the court may order the person you
have sued to pay these costs and fees. If you lose, the court
may order you to pay these costs and fees, for example if it
finds your claim is frivolous.

ERISA20

Claim Determination Procedures Under
ERISA

The following complies with federal law effective July 1,
2002. Provisions of the laws of your state may supersede.

Procedures Regarding Medical Necessity Determinations

In general, health services and benefits must be medically
necessary to be covered under the plan. The procedures for
determining medical necessity vary, according to the type of
service or benefit requested, and the type of health plan.
Medical necessity determinations are made on either a
preservice, concurrent, or postservice basis, as described
below:

Certain services require prior authorization in order to be
covered. This prior authorization is called a "preservice
medical necessity determination." The Certificate describes
who is responsible for obtaining this review. You or your
authorized representative (typically, your health care provider)
must request medical necessity determinations according to
the procedures described below, in the Certificate, and in your
provider's network participation documents as applicable.

When services or benefits are determined to be not medically
necessary, you or your representative will receive a written
description of the adverse determination, and may appeal the
determination. Appeal procedures are described in the
Certificate, in your provider's network participation
documents, and in the determination notices.

Preservice Medical Necessity Determinations

When you or your representative request a required medical
necessity determination prior to care, CG will notify you or
your representative of the determination within 15 days after
receiving the request. However, if more time is needed due to
matters beyond CG's control, CG will notify you or your
representative within 15 days after receiving your request.
This notice will include the date a determination can be
expected, which will be no more than 30 days after receipt of
the request. If more time is needed because necessary
information is missing from the request, the notice will also
specify what information is needed, and you or your
representative must provide the specified information to CG
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within 45 days after receiving the notice. The determination
period will be suspended on the date CG sends such a notice
of missing information, and the determination period will
resume on the date you or your representative responds to the
notice.

GM6000 ERISA21

If the determination periods above would (a) seriously
jeopardize your life or health, your ability to regain maximum
function, or (b) in the opinion of a Physician with knowledge
of your health condition, cause you severe pain which cannot
be managed without the requested services, CG will make the
preservice determination on an expedited basis. CG's
Physician reviewer, in consultation with the treating
Physician, will decide if an expedited appeal is necessary. CG
will notify you or your representative of an expedited
determination within 72 hours after receiving the request.
However, if necessary information is missing from the
request, CG will notify you or your representative within 24
hours after receiving the request to specify what information is
needed. You or your representative must provide the specified
information to CG within 48 hours after receiving the notice.
CG will notify you or your representative of the expedited
benefit determination within 48 hours after you or your
representative responds to the notice. Expedited
determinations may be provided orally, followed within 3 days
by written or electronic notification.

If you or your representative fails to follow CG's procedures
for requesting a required preservice medical necessity
determination, CG will notify you or your representative of
the failure and describe the proper procedures for filing within
five days (or 24 hours, if an expedited determination is
required, as described above) after receiving the request. This
notice may be provided orally, unless you or your
representative requests written notification.

Concurrent Medical Necessity Determinations

When an ongoing course of treatment has been approved for
you and you wish to extend the approval, you or your
representative must request a required concurrent medical
necessity determination at least 24 hours prior to the
expiration of the approved period of time or number of
treatments. When you or your representative requests such a
determination, CG will notify you or your representative of
the determination within 24 hours after receiving the request.

Postservice Medical Necessity Determinations

‘When you or your representative requests a medical necessity
determination after services have been rendered, CG will
notify you or your representative of the determination within
30 days after receiving the request. However, if more time is
needed to make a determination due to matters beyond CG's
control CG will notify you or your representative within 30
days after receiving the request. This notice will include the

date a determination can be expected, which will be no more
than 45 days after receipt of the request.

GM6000 ERISA22
If more time is needed because necessary information is
missing from the request, the notice will also specify what
information is needed, and you or your representative must
provide the specified information to CG within 45 days after
receiving the notice. The determination period will be
suspended on the date CG sends such a notice of missing
information, and the determination period will resume on the
date you or your representative responds to the notice.

Postservice Claim Determinations

When you or your representative réquests payment for
services which have been rendered, CG will notify you of the
claim payment determination within 30 days after receiving
the request. However, if more time is needed to make a
determination due to matters beyond CG's control, CG will
notify you or your representative within 30 days after
receiving the request. This notice will include the date a
determination can be expected, which will be no more than 45
days after receipt of the request. If more time is needed
because necessary information is missing from the request, the
notice will also specify what information is needed, and you or
your representative must provide the specified information
within 45 days afier receiving the notice. The determination
period will be suspended on the date CG sends such a notice
of missing information, and resume on the date you or your
representative responds to the notice.

Notice of Adverse Determination

Every notice of an adverse benefit determination will be
provided in writing or electronically, and will include all of
the following that pertain to the determination: (1) the specific
reason or reasons for the adverse determination; (2) reference
to the specific plan provisions on which the determination is
based; (3) a description of any additional material or
information necessary to perfect the claim and an explanation
of why such material or information is necessary; (4) a
description of the plan's review procedures and the time limits
applicable, including a statement of a claimant's rights to bring
a civil action under section 502(a) of ERISA following an
adverse benefit determination on appeal; (5) upon request and
free of charge, a copy of any internal rule, guideline, protocol
or other similar criterion that was relied upon in making the
adverse determination regarding your claim, and an
explanation of the scientific or clinical judgment for a
determination that is based on a medical necessity,
experimental treatment or other similar exclusion or limit; (6)
in the case of a claim involving urgent care, a description of
the expedited review process applicable to such claim.

GM6000 ERISA33
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Assistance with Your Questions

If you have any questions about your plan, you should contact
the Plan Administrator. If you have any questions about this
statement or about your rights under ERISA, or if you need
assistance in obtaining documents from the Plan
Administrator, you should contact the nearest office of the
Employee Benefits Security Administration, U.S. Department
of Labor, listed in your telephone directory or the Division of
Technical Assistance and Inquiries, Employee Benefits
Security Administration, U.S. Department of Labor, 200
Constitution Avenue N.W., Washington, D.C. 20210. You
may also obtain certain publications about your rights and
responsibilities under ERISA by calling the publications
hotline of the Employee Benefits Security Administration.

CG will provide administrative services of the following
nature: Claim Administration; Cost Containment; Financial;
Banking and Billing Administration.

Benefits provided under this certificate are fully guaranteed by
CG.

This certificate is issued by:

Connecticut General Life Insurance Company
900 Cottage Grove Road
Hartford, CT 06152

ERISA34

Definitions

Active Service
You will be considered in Active Service:

¢ on any of your Employer's scheduled work days if you are
performing the regular duties of your work on a full-time
basis on that day either at your Employer's place of
business or at some location to which you are required to
travel for your Employer's business;

e on aday which is not one of your Employer's scheduled
work days if you were in Active Service on the preceding
scheduled work day.

DFS1

Bed and Board

The term Bed and Board includes all charges made by a
Hospital on its own behalf for room and meals and for all
general services and activities needed for the care of registered
bed patients.

DFS14

Charges

The term "charges" means the actual billed charges; except
when the provider has contracted directly or indirectly with
CG for a different amount.

DFS940

Coinsurance

The term Coinsurance means the percentage of charges for
Covered Expenses that an insured person is required to pay
under the Plan.

DFS17

Custodial Services

The term Custodial Services means any services which are not
intended primarily to treat a specific Injury or Sickness
(including mental illness, alcohol or drug abuse). Custodial
Services include, but shall not be limited to:

e  services related to watching or protecting a person;

e services related to performing or assisting a person in
performing any activities of daily living, such as: (a)
walking; (b) grooming; (c) bathing; (d) dressing; (e)
getting in or out of bed; (f) toileting; (g) eating; (h)
preparing foods; or (i) taking medications that can usually
be self-administered; and

e services not required to be performed by trained or skilled
medical or paramedical personnel.

DFS537

Dependents
Dependents are:
e  your lawful spouse or your Domestic Partner; and
e any unmarried child of yours who is
¢ less than 20 years old,;

® 20 years but less than 26 years old, enrolled in school
as a full-time student and primarily supported by you;

* 20 or more years old and primarily supported by you
and incapable of self-sustaining employment by
reason of mental or physical handicap. Proof of the
child's condition and dependence must be submitted
to CG within 31 days after the date the child ceases to
qualify above. During the next two years CG may,
from time to time, require proof of the continuation
of such condition and dependence. After that, CG
may require proof no more than once a year.

A child includes a legally adopted child from the start of any
waiting period prior to the finalization of the child's adoption.
If your Domestic Partner has a child who lives with you, that
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child will also be included as a Dependent. It also includes a
stepchild living with the Employee, or not living with the
Employee if:

e a court orders the Employee to provide medical support to
the child; and

o the Employee applies to enroll the child within 90 days of
the date of issuance of the court order.

Benefits for a Dependent child or student will continue until
the last day of the calendar month in which the limiting age is
reached.

Anyone who is eligible as an Employee will not be considered
as a Dependent.

No one may be considered as 2 Dependent of more than one
Employee.
DFS983 DG

Domestic Partner

A Domestic Partner is defined as a person of the same or
opposite sex who:

e shares your permanent residence;
e  has resided with you for no less than one year;
®  isno less than 18 years of age;

e s financially interdependent with you and has proven
such interdependence by providing documentation of at
least two of the following arrangements: common
ownership of real property or a common leasehold interest
in such property; community ownership of a motor
vehicle; a joint bank account or a joint credit account;
designation as a beneficiary for life insurance or
retirement benefits or under your partner's will;
assignment of a durable power of attorney or health care
power of attorney; or such other proof as is considered by
CG to be sufficient to establish financial interdependency
under the circumstances of your particular case;

e  isnot a blood relative any closer than would prohibit legal
marriage; and

o  has signed jointly with you, a notarized affidavit which
can be made available to CG upon request.

In addition, you and your Domestic Partner will be considered
“to have met the terms of this definition as long as neither you
nor your Domestic Partner:

& has signed a Domestic Partner affidavit or declaration
with any other person within twelve months prior to
designating each other as Domestic Partners hereunder;

® s currently legally married to another person; or

o has any other Domestic Partner, spouse or spouse
equivalent of the same or opposite sex.

You and your Domestic Partner must have registered as
Domestic Partners, if you reside in a state that provides for
such registration.

The section of this certificate entitled "Continuation Required
By Federal Law" will not apply to your Domestic Partner and
his or her Dependents.

DF§1222

Durable Medical Equipment

The term Durable Medical Equipment means equipment
which:

e  can withstand repeated use;

e is primarily and customarily used to serve a medical
purpose;

» is generally not useful to a person in the absence of
Sickness or Injury; and

® is appropriate for use in the home.

DFS530

Emergency Services

Emergency services are medical, psychiatric, surgical,
Hospital and related health care services and testing, including
ambulance service, which are required to treat a sudden,
unexpected onset of a bodily Injury or serious Sickness which
could reasonably be expected by a prudent layperson to result
in serious medical complications, loss of life or permanent
impairment to bodily functions in the absence of immediate
medical attention. Examples of emergency situations include
uncontrolled bleeding, seizures or loss of consciousness,
shortness of breath, chest pains or severe squeezing sensations
in the chest, suspected overdose of medication or poisoning,
sudden paralysis or slurred speech, burns, cuts and broken
bones. The symptoms that led you to believe you needed
emergency care, as coded by the provider and recorded by the
Hospital on the UB92 claim form, or its successor, or the final
diagnosis, whichever reasonably indicated an emergency
medical condition, will be the basis for the determination of
coverage, provided such symptoms reasonably indicate an
emergency.

DFS1533

Employee

The term Employee means a full-time or part-time employee
of the Employer who is currently in Active Service. The term
does not include employees who are temporary or who
normally work less than 24 hours a week for the Employer.

DFS1427M DG
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Employer

The term Employer means the Policyholder and all Affiliated
Employers.

DFS212

Expense Incurred

An expense is incurred when the service or the supply for
which it is incurred is provided.

DFS60

Free-Standing Surgical Facility

The term Free-Standing Surgical Facility means an institution
which meets all of the following requirements:

e it has a medical staff of Physicians, Nurses and licensed
anesthesiologists;

e it maintains at least two operating rooms and one
recovery room,;

e it maintains diagnostic laboratory and x-ray facilities;
e it has equipment for emergency care;

e it has a blood supply;

® it maintains medical records;

e it has agreements with Hospitals for immediate
acceptance of patients who need Hospital Confinement on
an inpatient basis; and -

® it s licensed in accordance with the laws of the
appropriate legally authorized agency.

DFS682

Home Health Aide

The term Home Health Aide means a person who: (a) provides
care of a medical or therapeutic nature; and (b) reports to and
is under the direct supervision of a Home Health care Agency.

DFS62

Home Health Care Agency

The term Home Health Care Agency means a Hospital or a
non-profit or public home health care agency which:

®  primarily provides skilled nursing service and other
therapeutic service under the supervision of a Physician or
a Registered Graduate Nurse;

e s run according to rules established by a group of
professional persons;

e  maintains clinical records on all patients;

¢ does not primarily provide custodial care or care and
treatment of the mentally ill;

but only if, in those jurisdictions where licensure by statute
exists, that Home Health Care Agency is licensed and run
according to the laws that pertain to agencies which provide
home health care.

DFS65

Home Health Care Plan

The term Home Health Care Plan means a plan for care and
treatment of a person in his home. To qualify, the plan must be
established and approved in writing by a Physician who
certifies that the person would require confinement in a
Hospital or Skilled Nursing Facility if he did not have the care
and treatment specified in the plan.

DFS69

Hospice Care Program
The term Hospice Care Program means:

*  acoordinated, interdisciplinary program to meet the
physical, psychological, spiritual and social needs of
dying persons and their families;

e a program that provides palliative and supportive medical,
nursing and other health services through home or
inpatient care during the illness;

¢ aprogram for persons who have a Terminal Illness and
for the families of those persons.

DFS70

Hospice Care Services

The term Hospice Care Services means any services provided
by: (a) a Hospital, (b) a Skilled Nursing Facility or a similar
institution, (c) a Home Health Care Agency, (d) a Hospice
Facility, or (€) any other licensed facility or agency under a
Hospice Care Program.

DFS599

Hospice Facility

The term Hospice Facility means an institution or part of it
which:

s primarily provides care for Terminally Ill patients;
» isaccredited by the National Hospice Organization;
®  meets standards established by CG; and

o fulfills any licensing requirements of the state or locality
in which it operates.

DFS72
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Hospital
The term Hospital means:

e aninstitution licensed as a hospital, which: (a) maintains,
on the premises, all facilities necessary for medical and
surgical treatment; (b) provides such treatment on an
inpatient basis, for compensation, under the supervision
of Physicians; and (c) provides 24-hour service by
Registered Graduate Nurses;

® aninstitution which qualifies as a hospital, a psychiatric
hospital or a tuberculosis hospital, and a provider of
services under Medicare, if such institution is accredited
as a hospital by the Joint Commission on the
Accreditation of Hospitals;

e aninstitution which: (a) specializes in treatment of mental
illness, alcohol or drug abuse or other related illness; (b)
provides residential treatment programs; and (c) is
licensed in accordance with the laws of the appropriate
legally authorized agency; or

e  a Free-standing Surgical Facility.

The term Hospital will not include an institution which is
exclusively a place for rest, a place for the aged or a nursing
home.

DFS76

Hospital Confinement or Confined in a Hospital
A person will be considered Confined in a Hospital if he is:

e  a registered bed patient in a Hospital upon the
recommendation of a Physician;

&  anoutpatient in a Hospital because of: (a) chemotherapy
treatment; or (b) surgery;

® receiving emergency care in a Hospital for an Injury, on
his first visit as an outpatient within 48 hours after the
Injury is received;

e Partially Confined for treatment of mental illness, alcohol
or drug abuse or other related illness. Two days of being
Partially Confined will be equal to one day of being
Confined in a Hospital.

The term Partially Confined means continually treated for
at least 3 hours but not more than 12 hours in any 24-hour
period.

DFS128

Injury
The term Injury means an accidental bodily injury.
DFS147

Mail-Order Pharmacy

The term Mail-Order Pharmacy means a pharmacy designated
as a primary distribution center for a mail-service program.

DFS990

Medicaid

The term Medicaid means a state program of medical aid for
needy persons established under Title XIX of the Social
Security Act of 1965 as amended.

DFS192

- Medicare

The term Medicare means the program of medical care
benefits provided under Title XVIII of the Social Security Act
of 1965 as amended.

DFS149

Mental Illness

The term "mental illness" means any disorder, other than a
disorder induced by alcohol or drug abuse, which impairs the
behavior, emotional reaction or thought process of a person,
regardless of medical origin. In determining benefits payable,
charges made for the treatment of any physiological symptoms
related to a mental illness will not be considered to be charges
made for treatment of a mental illness.

DFS541

Necessary Services and Supplies
The term Necessary Services and Supplies includes:

e any charges, except charges for Bed and Board, made by
a Hospital on its own behalf for medical services and
supplies actually used during Hospital Confinement;

¢ any charges, by whomever made, for licensed ambulance
service to or from the nearest Hospital where the needed
medical care and treatment can be provided; and

¢ any charges, by whomever made, for the administration of
anesthetics during Hospital Confinement.

The term Necessary Services and Supplies will not include
any charges for special nursing fees, dental fees or medical
fees.

DFS151
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Nurse

The term Nurse means a Registered Graduate Nurse, a
Licensed Practical Nurse or a Licensed Vocational Nurse who
has the right to use the abbreviation "R.N.,” "L.P.N." or
"L.V.N."

DFS155

Participating Mail-Order Pharmacy

The term Participating Mail-Order Pharmacy means a Mail-
Order Pharmacy which has contracted directly or indirectly
with Connecticut General Life Insurance Company on behalf
of RxPRIME.

DFS991

Participating Retail Pharmacy

The term Participating Retail Pharmacy means a Retail
Pharrmacy which has contracted directly or indirectly with
Connecticut General Life Insurance Company on behalf of
RxPRIME.

DFS992

Participating Provider
The term Participating Provider means:

e  aninstitution, facility or agency which has entered into a
contract with a Preferred Provider Organization (referred
to as the PPO) to provide medical services at a
predetermined cost in accordance with the agreement
between CG and the PPO.

®  a health care professional who has entered into a contract
with a PPO to provide medical services at predetermined
fees as negotiated by CG and that PPO.

The providers qualifying as Participating Providers may
change from time to time. A list of the current Participating
Providers will be provided by your Employer.

DFS162

Pharmacy
The term Pharmacy means a licensed establishment where
prescription drugs are dispensed by a pharmacist.

DFS163

Physician

The term Physician means a licensed medical practitioner who
is practicing within the scope of his license and who is
licensed to prescribe and administer drugs or to perform
surgery. It will also include any other licensed medical

practitioner whose services are required to be covered by law
in the locality where the policy is issued if he is:

o operating within the scope of his license; and
o performing a service for which benefits are provided
under this plan when performed by a Physician.
DFS164

Prescription Legend Drug

The term Prescription Legend Drug means any medicinal
substance requiring, under the Federal Food, Drug and
Cosmetic Act, a label that reads: "Caution: Federal law
prohibits dispensing without a prescription."

DFS166

Prescription Order ®

The term Prescription Order means the request for each
separate drug or medication by a Physician or each authorized
refill of such request.

DFS167

Psychologist

The term Psychologist means a person who is licensed or
certified as a clinical psychologist. Where no licensure or
certification exists, the term Psychologist means a person who
is considered qualified as a clinical psychologist by a
recognized psychological association. It will also include any
other licensed counseling practitioner whose services are
required to be covered by law in the locality where the policy
is issued if he is:

o  operating within the scope of his license; and

e performing a service for which benefits are provided
under this plan when performed by a Psychologist.

DFS170

Reasonable and Customary Charge
A charge will be considered Reasonable and Customary if:

e it is the normal charge made by the provider for a similar
service or supply; and

e it does not exceed the normal charge made by most
providers of such service or supply in the geographic area
where the service is received, as determined by CG.

To determine if a charge is Reasonable and Customary, the
nature and severity of the Injury or Sickness being treated will
be considered.

DFSs27
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Retail Pharmacy

The term Retail Pharmacy means any pharmacy other than a
pharmacy designated as a primary distribution center for a
mail service program.

DFS993

Serious Emotional Disturbances

A Seriously Emotionally Disturbed (SED) child shall be
defined as a child who:

1. has one or more mental disorders as identified in the most
recent edition of the Diagnostic and Statistical Manual of
Mental Disorders, other than a primary substance abuse
disorder or developmental disorder, that results in
behavior inappropriate to the child's age according to
expected developmental norms; and

is under the age of eighteen (18) years old; and

3. meets the criteria in (a), (b) or (c) as follows; (a) as a
result of the mental disorder, the child has substantial
impairment in at least two of the following areas: self-
care, school functioning, family relationships, or ability to
function in the community; and either of the following
occur: (i) the child is at risk of removal from the home or
has already been removed from the home, or (ii) the
mental disorder and impairments have been present for
more that six months or are likely to continue for more
than one year without treatment, or (b) the child displays
one of the following: psychotic features, risk of suicide or
violence due to a mental disorder, or (c) the child meets
special education eligibility requirements under Chapter
26.5 (commencing with Section 7570) of Division 7 of
Title 1 of the Government Code.

Severe Mental Illness

A severe mental illness is defined as schizophrenia; bipolar
disorder; obsessive-compulsive disorder; major depressive
disorders; panic disorder; anorexia nervosa; bulimia nervosa;
schizoaffective disorder; and pervasive developmental
disorder or autism.

Sickness - For Medical Insurance

The term Sickness means a physical or mental illness. It also
includes pregnancy. Expenses incurred for routine Hospital
and pediatric care of a newborn child prior to discharge from
the Hospital nursery will be considered to be incurred as a
result of Sickness.

DFS531 M

Skilled Nursing Facility

The term Skilled Nursing Facility means a licensed institution
(other than a Hospital, as defined) which specializes in:

e physical rehabilitation on an inpatient basis; or
e skilled nursing and medical care on an inpatient basis;

but only if that institution: (a) maintains on the premises all
facilities necessary for medical treatment; (b) provides such
treatment, for compensation, under the supervision of
Physicians; and (c) provides Nurses' services.

DFS193

Terminal IlIness

A Terminal Illness will be considered to exist if a person
becomes terminally ill with a prognosis of six months or less
to live, as diagnosed by a Physician.

DFS197

Urgent Care

Urgent Care is medical, surgical, Hospital or related health
care services and testing which are not Emergency Services,
but which are determined by CG, in accordance with generally
accepted medical standards, to have been necessary to treat a
condition requiring prompt medical attention. This does not
include care that could have been foreseen before leaving the
immediate area where you ordinarily receive and/or were
scheduled to receive services. Such care includes, but is not
limited to, dialysis, scheduled medical treatments or therapy,
or care received after a Physician's recommendation that the
insured should not travel due to any medical condition.

DFS1534

DEF
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CLAIM REMINDERS

e BE SURE TO USE YOUR SOCIAL SECURITY AND
ACCOUNT NUMBER WHEN YOU FILE CG'S CLAIM
FORMS, OR WHEN YOU CALL YOUR CG CLAIM
OFFICE. :

YOUR ACCOUNT NUMBER IS THE 7-DIGIT
POLICY NUMBER SHOWN ON YOUR BENEFIT
IDENTIFICATION CARD.

e PROMPT FILING OF ANY REQUIRED CLAIM
‘ FORMS RESULTS IN FASTER PAYMENT OF YOUR
CLAIMS.

WARNING: Any person who knowingly presents a false or
fraudulent claim for payment of a loss or benefit is guilty of a
crime and may be subject to fines and confinement in prison.

GM6000 Ci 3 CLA9V3I

Accident and Health Provisions
Claims

Notice of Claim

Written notice of claim must be given to CG within 30 days
after the occurrence or start of the loss on which claim is
based. If notice is not given in that time, the claim will not be
invalidated or reduced if it is shown that written notice was
given as soon as was reasonably possible.

Claim Forms

When CG receives the notice of claim, it will give to the
claimant, or to the Policyholder for the claimant, the claim
forms which it uses for filing proof of loss. If the claimant
does not get these claim forms within 15 days after CG
receives notice of claim, he will be considered to meet the
proof of loss requirements of the policy if he submits written
proof of loss within 90 days after the date of loss. This proof
must describe the occurrence, character and extent of the loss
for which claim is made.

Proof of Loss

Written proof of loss must be given to CG within 90 days after
the date of the loss for which claim is made. If written proof of
loss js not given in that time, the claim will not be invalidated
nor reduced if it is shown that written proof of loss was given
as soon as was reasonably possible.

Physical Examination

CG, at its own expense, will have the right to examine any
person for whom claim is pending as often as it may
reasonably require.

Legal Actions

Where CG has followed the terms of the policy, no action at
law or in equity will be brought to recover on the policy
until at least 60 days after proof of loss has been filed with
CG. No action will be brought at all unless brought within 3
years after the time within which proof of loss is required.

GM6000 PROIL CLA43Ve6

Eligibility - Effective Date

Eligibility for Employee Insurance

You will become eligible for insurance on the day you
complete the waiting period if:

e youare in a Class of Eligible Employees; and
¢ you are an eligible, full-time or part-time Employee; and
e  you normally work at least 24 hours a week.

If you were previously insured and your insurance ceased, you
must satisfy the New Employee Group Waiting Period to
become insured again. If your insurance ceased because you
were no longer employed in,a Class of Eligible Employees,
you are not required to satisfy any waiting period if you again
become a member of a Class of Eligible Employees within
one year after your insurance ceased.

Initial Employee Group: You are in the Initial Employee
Group if you are employed in a class of employees on the date
that class of employees becomes a Class of Eligible
Employees as determined by your Employer.

New Employee Group: You are in the New Employee Group
if you are not in the Initial Employee Group.
Eligibility for Dependent Insurance

You will become eligible for Dependent insurance on the later
of:

o the day you become eligible for yourself; or

o the day you acquire your first Dependent.

Waiting Period
Initial Employee Group: None
New Employee Group: None

Classes of Eligible Employees
Each Employee as reported to the insurance company by your
Employer.

V-31
ELI5 DG
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Employee Insurance

This Plan is offered to you as an Employee. To be insured,
you will have to pay part of the cost.

_ Effective Date of Your Insurance

You will become insured on the date you elect the insurance
by signing an approved payroll deduction form, but no earlier
than the date you become eligible. If you are a Late Entrant,
your insurance will not become effective until CG agrees to
insure you. You will not be denied enrollment for Medical
insurance due to your health status.

You will become insured on your first day of eligibility,
following your election, if you are in Active Service on that
date, or if you are not in Active Service on that date due to
your health status. However, you will not be insured for any
loss of life, dismemberment or loss of income coverage until
you are in Active Service.

- Late Entrant - Employee

You are a Late Entrant if:

e you elect the insurance more than 30 days afier you
become eligible and you declined coverage during your
initial enrollment period by signing a Declination of
Medical Coverage form, provided by your Employer; or

e  you again elect it after you cancel your payroll deduction.

CG may require evidence of good health to be provided at
your expense if you are a Late Entrant. Such requirement will
not apply to Medical Insurance.

GM6000 EF 1 ELI7V83

Exception to Late Entrant Definition

A person will not be considered a Late Entrant when enrolling
outside a designated enrollment period if: he had existing
coverage, and he certified in writing, if applicable, that he
declined coverage due to such coverage; he lost prior coverage
due to the employer's failure to pay premium,; he is no longer
eligible for prior coverage; or if such prior coverage was
continuation coverage and the continuation period has been
exhausted and he enrolls for this coverage within 30 days after
losing or exhausting prior coverage; or if he is a Dependent
spouse or minor child enrolled due to a court order within 30
days after the court order is issued.

If you acquire a new Dependent through marriage, birth,
adoption or placement for adoption, you may enroll your
eligible Dependents and yourself, if you are not already
enrolled, within 30 days of such event. Coverage will be
effective on the date of marriage, birth, adoption or placemerit
for adoption.

Any applicable Pre-existing Condition limitation will apply to
you and your Dependents upon enrollment, reduced by prior

Creditable Coverage, but will not be extended as for a Late
Entrant.

Pre-Existing Condition Limitation for Late Entrant

If you are a Late Entrant for Medical Insurance, you will be
required to wait until the next enrollment period (but no longer
than 12 months) at which time, you will be subject to a Pre-
existing Condition Limitation of 6 months.

GM6000 EL 1 ELI7VS6

Dependent Insurance

For your Dependents to be insured, you will have to pay part
of the cost of Dependent Insurance.

Effective Date of Dependent Insurance

Insurance for your Dependents will become effective on the
date you elect it by signing an approved payroll deduction
form, but no earlier than the day you become eligible for
Dependent Insurance. All of your Dependents as defined will
be included.

. If you are a Late Entrant for Dependent Insurance, the

insurance for each of your Dependents will not become
effective until CG agrees to insure that Dependent. Your
Dependent will not be denied enrollment for Medical
Insurance due to health status. '

Your Dependents will be insured only if you are insured.

Late Entrant - Dependent
You are a Late Entrant for Dependent Insurance if:

e you elect that insurance more than 30 days after you
become eligible for it and you declined coverage during
your initial enrollment period by signing a Declination of
Medical Coverage form, provided by your Employer; or

* you again elect it after you cancel your payroll deduction.

CG may require evidence of your Dependent's good health at
your expense if you are a Late Entrant. Such requirement will
not apply to Medical Insurance.

Exception for Newborns

Any Dependent child born while you are insured for Medical
Insurance will become insured for Medical Insurance on the
date of his birth if you elect Dependent Medical Insurance no
later than 31 days afier his birth. If you do not elect to insure
your newborn child within such 31 days, coverage for that
child will end on the 31st day. No benefits for expenses
incurred beyond the 31st day will be payable. ’

GM6000 EF 2 ELINIV47
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Medline and MEDLABS data base Health Services
Technology Assessment Research (HSTAR);

3) Medical journals recognized by the Secretary of Health
and Human Services, under the Social Security Act;

4) The following standard reference compendia: The
American Hospital Formulary Service-Drug Information,
the American Medical Association Drug Evaluation, the
American Dental Association Accepted Dental
Therapeutics and The United States Pharmacopoeia-Drug
Information;

5) Findings, studies, or research conducted by or under the
auspices of federal government agencies and nationally
recognized federal research institutes, including the
Federal Agency for Health Care Policy and Research,
National Institutes of Health, National Cancer Institute,
National Academy of Sciences, Health Care Financing
Administration, Congressional Office of Technology
Assessment, and any national board recognized by the
National Institutes of Health for the purpose of evaluating
the medical value of health services; and

6) Peer-reviewed abstracts accepted for presentation at major
medical association meetings.

GM6000 P1 PRO62

THE FOLLOWING WILL APPLY TO RESIDENTS OF
CALIFORNIA

When You Have a Complaint or an
Appeal '

For the purposes of this section, any reference to "you,
or "Member" also refers to a representative or provider
designated by you to act on your behalf, unless otherwise
noted.

your"

We want you to be completely satisfied with the care you
receive. That is why we have established a process for
addressing your concerns and solving your problems.

Start with Member Services

“We are here to listen and help. If you have a concern regarding
a person, a service, the quality of care, or contractual benefits,
you can call the toll-free number and explain your concern to
one of our Member Services representatives. You can also
express that concern in writing. Please call or write to us at the
following;:

Customer Services Toll-Free Number or address that
appears on you Benefit Identification card, explanation of
benefits or claim form.

We will do our best to resolve the matter on your initial
contact. If we need more time to review or investigate your

concern, we will get back to you as soon as possible, but in
any case within 30 days.

If you are not satisfied with the results of a coverage decision,
you can start the appeals procedure.

Internal Appeals Procedure

CG has a one step appeals procedure for appeals decisions. To
initiate an appeal, you must submit a request for an appeal in
writing within 365 days of receipt of a denial notice. You
should state the reason why you feel your appeal should be
approved and include any information supporting your appeal.
If you are unable or choose not to write, you may ask to
register your appeal by telephone. Call or write us at the toll-
free number or address on your Benefit Identification card,
explanation of benefits or claim form.

GM6000 APL538

Your appeal will be reviewed and the decision made by
someone not involved in the initial decision. Appeals
involving Medical Necessity or clinical appropriateness wili
be considered by a health care professional.

We will respond in writing with a decision within 30 calendar
days after we receive an appeal for a required preservice or
concurrent care coverage determination (decision). We will
respond within 30 calendar days after we receive an appeal for
a postservice coverage determination. If more time or
information is needed to make the determination, we will
notify you in writing to request an extension of up to 30
calendar days and to specify any additional information
needed to complete the review. Please note that the California
Department of Insurance (DOI) does not require you to
participate in CG's appeals review for more than 30 days
although you may choose to do so. At the completion of this
30-day review period, when the disputed decision is upheld or
your case remains unresolved, you may apply to the DOI for a
review of your case.

You may request that the appeal process be expedited if, your
treating Physician certifies in writing that an imminent and
serious threat to your health may exist, including, but not
limited to, serious pain, the potential loss of life, limb, or
major bodily function, or the immediate and serious
deterioration of your health. When an appeal is expedited, we
will respond orally with a decision within 72 hours, followed
up in writing. The Department of Insurance allows you to
apply for an independent medical review after this expedited
decision if you are unsatisfied with our determination.

GM6000 APL540

Independent Medical Review Procedure

When the disputed decision is upheld or your case remains

unresolved after 30 days and when your case meets the criteria
outlined below, you are eligible to apply to the Department of
Insurance for an independent medical review. The Department
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has final authority to accept or deny cases for the independent
medical review process. If your case is not accepted for
independent medical review, the Department shall treat your
application as a request for the Department itself to review
your issues and concerns. Prior to application for an
independent medical review, you are free to seek other
avenues of appeal with CG. If you choose to do so, you will
not forfeit your eligibility to apply for the independent medical
review.

The Independent Review Organization is composed of persons
who are not employed by CIGNA HealthCare or any of its
affiliates. A decision to use the voluntary level of appeal will
not affect the claimant's rights to any other benefits under the
plan.

There is no charge for you to initiate this Independent Review
Process. CG will abide by the decision of the Independent
Medical Review Organization.

In order to qualify for an independent medical review, certain
conditions must be met: (1) your Physician has recommended
a health care service as Medically Necessary and CG has
disagreed with this determination, or (2) you have received
urgent care or emergency services that a Physician has deemed
Medically Necessary and CG has disagreed with this
determination, or (3) in the absence of (1) and (2), you have
been seen by a Physician for the diagnosis or treatment of the
medical condition for which you are seeking an independent
medical review and CG has determined these services as not
Medically Necessary or clinically appropriate. Administrative,
eligibility or benefit coverage limits or exclusions are not
eligible for an independent medical appeal under this process.
You remain entitled to send such issues to the Department of
Insurance for a Department review.

GM6000 APLS542

Appeal to the State of California

We will provide you with an application and instructions on
how to apply to the Department of Insurance for an
independent medical review. You must submit the application
to the Department within 180 days of your receipt of our
appeal review denial. In compelling circumstances, the
Commissioner or Insurance may grant an extension.

The Independent Medical Review Organization will render an
opinion within 30 days. If a delay would be detrimental to
your medical condition, you may apply to the Department for
an expedited review of your case. If accepted, the Independent
Medical Review Organization will render a decision in three
days.

You have the right to contact the California Department of
Insurance for assistance at any time. The Commissioner may
be contacted at the following address and fax number:

California Department of Insurance
Claims Service Bureau, Attn: IMR
300 South Spring Street
Los Angeles, CA 90013
Or fax to 213-897-5891

GM6000 APL543 Vi

Notice of Benefit Determination on Appeal

Every notice of a determination on appeal will be provided in
writing or electronically and, if an adverse determination, will
include: (1) the specific reason or reasons for the adverse
determination; (2) reference to the specific plan provisions on
which the determination is based; (3) a statement that the
claimant is entitled to receive, upon request and free of charge,
reasonable access to and copies of all documents, records, and
other Relevant Information as defined; (4) a statement
describing any voluntary appeal procedures offered by the
plan and the claimant's right to bring action under ERISA
section 502(a); (5) upon request and free of charge, a copy of
any internal rule, guideline, protocol or other similar criterion
that was relied upon in making the adverse determination
regarding your appeal, and an explanation of the scientific or
clinical judgment for a determination that is based on a
Medical Necessity, experimental treatment or other similar
exclusion or limit.

You also have the right to bring a civil action under Section
502(a) of ERISA if you are not satisfied with the decision on
review. You or your plan may have other voluntary alternative
dispute resolution options such as Mediation. One way to find
out what may be available is to contact your local U.S.
Department of Labor office and your State insurance
regulatory agency. You may also contact the Plan
Administrator.

Relevant Information

Relevant information is any document, record or other
information which: (a) was relied upon in making the benefit
determination; (b) was submitted, considered or generated in
the course of making the benefit determination, without regard
to whether such document, record, or other information was
relied upon in making the benefit determination; (c)
demonstrates compliance with the administrative processes
and safeguards required by federal law in making the benefit
determination; or (d) constitutes a statement of policy or
guidance with respect to the plan concerning the denied
treatment option or benefit for the claimant's diagnosis,
without regard to whether such advice or statement was relied
upon in making the benefit determination.
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Legal Action

If your plan is governed by ERISA, you have the right to bring
a civil action under section 502(a) of ERISA if you are not
satisfied with the outcome of the Appeals Procedure. In most
instances, you may not initiate a legal action against CG until
you have completed the Internal Appeal process.

GM6000 APLS47 Vi

Arbitration

To the extent permitted by law, any controversy between CG
and the Group, or an insured (including any legal
representative acting on your behalf), arising out of or in
connection with this Certificate may be submitted to
arbitration upon written notice by one party to another. Such
arbitration shall be governed by the provisions of the
Commercial Arbitration Rules of the American Arbitration
Association, to the extent that such provisions are not
inconsistent with the provisions of this section.

If the parties cannot agree upon a single arbitrator within 30
days of the effective date of written notice of arbitration, each
party shall choose one arbitrator within 15 working days after
the expiration of such 30-day period and the two arbitrators so
chosen shall choose a third arbitrator, who shall be an attorney
duly licensed to practice law in the applicable state. If either
party refuses or otherwise fails to choose an arbitrator within
such 15-working-day period, the arbitrator chosen shall
choose a third arbitrator in accordance with these
requirements.

The arbitration hearing shall be held within 30 days following
appointment of the third arbitrator, unless otherwise agreed to
by the parties. If either party refuses to or otherwise fails to
participate in such arbitration hearing, such hearing shall
proceed and shall be fuily effective in accordance with this
section, notwithstanding the absence off such party.

The arbitrator(s) shall render his (their) decision within 30
days after the termination of the arbitration hearing. To the
extent permitted by law, the decision of the arbitrator, or the
decision of any two arbitrators if there are three arbitrators,
shall be binding upon both parties conclusive of the
controversy in question, and enforceable in any court of
competent jurisdiction.

No party to this Certificate shall have a right to cease
performance of services or otherwise refuse to carry out its
obligations under this Certificate pending the outcome of
arbitration in accordance with this section, except as otherwise
specifically provided under this Certificate.

GM6000 APL548 Vi

ERISA Required Information

The name of the Plan is:

Google Inc.

The name, address, ZIP code and business telephone number
of the sponsor of the Plan is:

Google Inc.

2400 Bayshore Parkway
Mountain View, CA 94043
650-623-4240

Employer Identification Plan Number

Number (EIN)
77-0493581 502

The name, address, ZIP code and business telephone number
of the Plan Administrator is:

Employer named above

The name, address and ZIP code of the person designated as
agent for the service of legal process is:

Employer named above

The office designated to consider the appeal of denied claims
is:

The CG Claim Office responsible for this Plan

The cost of the Plan is shared by the Employee and the
Employer.

The Plan's fiscal year ends on 06/30.

The preceding pages set forth the eligibility requirements and
benefits provided for you under this Plan.

ERISA3Y

Plan Trustees

A list of any Trustees of the Plan, which includes name, title
and address, is available upon request from the Plan
Administrator.

Plan Type
The plan is a healthcare benefit plan.

Collective Bargaining Agreements

You may contact the Plan Administrator to determine
whether the Plan is maintained pursuant to one or more
collective bargaining agreements and if a particular
Employer is a sponsor. A copy is available for examination
from the Plan Administrator upon written request.

Discretionary Authority

The Plan Administrator delegates to CG the discretionary
authority to interpret and apply plan terms and to make
factual determinations in connection with its review of
claims under the plan. Such discretionary authority is
intended to include, but not limited to, the determination of
the eligibility of persons desiring to enroll in or claim
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benefits under the plan, the determination of whether a
person is entitled to benefits under the plan, and the
computation of any and all benefit payments. The Plan
Administrator also delegates to CG the discretionary
authority to perform a full and fair review, as required by
ERISA, of each claim denial which has been appealed by the
claimant or his duly authorized representative.

ERISA29

Plan Modification, Amendment and Termination

The Employer as Plan Sponsor reserves the right to, at any
time, change or terminate benefits under the Plan, to change or
terminate the eligibility of classes of employees to be covered
by the Plan, to amend or eliminate any other plan term or
condition, and to terminate the whole plan or any part of it.
The procedure by which benefits may be changed or
terminated, by which the eligibility of classes of employees
may be changed or terminated, or by which part or all of the
Plan may be terminated, is contained in the Employer's Plan
Document, which is available for inspection and copying from
the Plan Administrator designated by the Employer. No
consent of any participant is required to terminate, modify,
amend or change the Plan.

Termination of the Plan together with termination of the
insurance policy(s) which funds the Pian benefits will have no
adverse effect on any benefits to be paid under the policy(s)
for any covered medical expenses incurred prior to the date
that policy(s) terminates. Likewise, any extension of benefits
under the policy(s) due to you or your Dependent's total
disability which began prior to and has continued beyond the
date the policy(s) terminates will not be affected by the Plan
termination. Rights to purchase limited amounts of life and
medical insurance to replace part of the benefits lost because
the policy(s) terminated may arise under the terms of the
policy(s). A subsequent Plan termination will not affect the
extension of benefits and rights under the policy(s).

Your coverage under the Plan's insurance policy(s) will end on
the earliest of the following dates:

e the date you leave Active Service;
o the date you are no longer in an eligible class;

e ifthe Plan is contributory, the date you cease to
contribute, or;

o the date the policy(s) terminates.

See your Plan Administrator to determine if any extension
of benefits or rights are available to you or your Dependents
under this policy(s). No extension of benefits or rights will
be available solely because the Plan terminates.

ERISAILS

Funding

The method for funding the insured parts of the Plan is for
the employer to pay premiums for the insurance benefits
from the general assets of the employer's business, after any
required contribution for the insurance benefits is obtained
from the employees by payroll deduction. To the extent that
the premiums paid exceed the final premium costs for any
policy year, the excess will be returned to and retained by
the employer and will not become an asset of the Plan.
However, for the insured parts of the Plan which require
employee contribution, to the extent such premium excess
exceeds the employer's contributions for the insurance
premiums, including the costs expended to administer the
plan, that amount will be applied by the employer for the
sole benefit of the employees.

ERISA1S

Statement of Rights

As a participant in the plan you are entitled to certain rights
and protections under the Employee Retirement Income
Security Act of 1974 (ERISA). ERISA provides that all plan
participants shall be entitled to:

Receive Information About Your Plan and Benefits

e Examine, without charge, at the plan administrator's
office and at other specified locations, such as worksites
and union halls, all documents governing the plan,
including insurance contracts and collective bargaining
agreements and copy of the latest annual report (Form
5500 Series) filed by the plan with the U.S. Department of
Labor and available at the Public Disclosure Room of the
Pension and Welfare Benefit Administration.

¢  Obtain, upon written request to the plan administrator,
copies of documents governing the plan, including
insurance contracts and collective bargaining agreements,
and a copy of the latest annual report (Form 5500 Series)
and updated summary plan description. The administrator
may make a reasonable charge for the copies.

e Receive a summary of the Plan's annual financial
report. The plan administrator is required by law to
furnish each person under the Plan with a copy of this
summary financial report.

Continue Group Health Plan Coverage

o Continue health care coverage for yourself, spouse or
Dependents if there is a loss of coverage under the plan as
a result of a qualifying event. You or your Dependents
may have to pay for such coverage. Review this summary
plan description and the documents governing the plan on
the rules governing your federal continuation coverage
rights.
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e Reduction or elimination of exclusionary periods of
coverage for preexisting conditions under your group
health plan, if you have creditable coverage from another
plan. You should be provided a certificate of creditable
coverage, free of charge, from your group health plan or
health insurance issuer when you lose coverage under the
plan, when you become entitled to elect federal
continuation coverage, when your federal continuation
coverage ceases, if you request it before losing coverage,
or if you request it up to 24 months after losing coverage.
Without evidence of creditable coverage, you may be
subject to a preexisting condition exclusion for 12 months
(18 months for late enrollees) after your enrollment date
in your coverage.

ERISA19

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISA
imposes duties upon the people responsible for the operation
of the employee benefit plan. The people who operate your
plan, called *fiduciaries" of the Plan, have a duty to do so
prudently and in the interest of you and other plan participants
and beneficiaries. No one, including your employer, your
union, or any other person may fire you or otherwise
discriminate against you in any way to prevent you from
obtaining a welfare benefit or exercising your rights under
ERISA. If your claim for a welfare benefit is denied or
ignored you have a right to know why this was done, to obtain
copies of documents relating to the decision without charge,
and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the
above rights. For instance, if you request a copy of plan
documents or the latest annual report from the plan and do not
receive them within 30 days, you may file suit in a Federal
court. In such a case, the court may require the plan
administrator to provide the materials and pay you up to $110
a day until you receive the materials, unless the materials were
not sent because of reasons beyond the control of the
administrator. If you have a claim for benefits which is denied
or ignored, in whole or in part, you may file suit in a state or
Federal court.

Enforce Your Rights

In addition, if you disagree with the plan's decision or lack
thereof concerning the qualified status of a domestic relations
order or a medical child support order, you may file suit in
Federal court, If it should happen that plan fiduciaries misuse
the plan's money, or if you are discriminated against for
asserting your rights, you may seek assistance from the U.S.
Department of Labor, or you may file suit in a Federal court.
The court will decide who should pay court costs and legal
fees. If you are successful the court may order the person you
have sued to pay these costs and fees. If you lose, the court

may order you to pay these costs and fees, for example if it
finds your claim is frivolous.

ERISA20

Claim Determination Procedures Under
ERISA

The following complies with federal law effective July 1,
2002. Provisions of the laws of your state may supersede.

Procedures Regarding Medical Necessity Determinations

In general, health services and benefits must be medically
necessary to be covered under the plan. The procedures for
determining medical necessity vary, according to the type of
service or benefit requested, and the type of health plan.
Medical necessity determinations are made on either a
preservice, concurrent, or postservice basis, as described
below:

Certain services require prior authorization in order to be
covered. This prior authorization is called a "preservice
medical necessity determination.” The Certificate describes
who is responsible for obtaining this review. You or your
authorized representative (typically, your health care provider)
must request medical necessity determinations according to
the procedures described below, in the Certificate, and in your
provider's network participation documents as applicable.

When services or benefits are determined to be not medically
necessary, you or your representative will receive a written
description of the adverse determination, and may appeal the
determination. Appeal procedures are described in the
Certificate, in your provider's network participation
documents, and in the determination notices.

Preservice Medical Necessity Determinations

‘When you or your representative request a required medical
necessity determination prior to care, CG will notify you or
your representative of the determination within 15 days after
receiving the request. However, if more time is needed due to
matters beyond CG's control, CG will notify you or your
representative within 15 days after receiving your request.
This notice will include the date a determination can be
expected, which will be no more than 30 days after receipt of
the request. If more time is needed because necessary
information is missing from the request, the notice will also
specify what information is needed, and you or your
representative must provide the specified information to CG
within 45 days after receiving the notice. The determination
period will be suspended on the date CG sends such a notice
of missing information, and the determination period will
resume on the date you or your representative responds to the
notice.

GM6000 ERISA2I
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If the determination periods above would (a) seriously
jeopardize your life or health, your ability to regain maximum
function, or (b) in the opinion of a Physician with knowledge
of your health condition, cause you severe pain which cannot
be managed without the requested services, CG will make the
preservice determination on an expedited basis. CG's
Physician reviewer, in consultation with the treating
Physician, will decide if an expedited appeal is necessary. CG
will notify you or your representative of an expedited
determination within 72 hours after receiving the request.
However, if necessary information is missing from the
request, CG will notify you or your representative within 24
hours after receiving the request to specify what information is
needed. You or your representative must provide the specified
information to CG within 48 hours after receiving the notice.
CG will notify you or your representative of the expedited
benefit determination within 48 hours after you or your
representative responds to the notice. Expedited
determinations may be provided orally, followed within 3 days
by written or electronic notification.

If you or your representative fails to follow CG's procedures
for requesting a required preservice medical necessity
determination, CG will notify you or your representative of
the failure and describe the proper procedures for filing within
five days (or 24 hours, if an expedited determination is
required, as described above) after receiving the request. This
notice may be provided orally, unless you or your
representative requests written notification.

Concurrent Medical Necessity Determinations

When an ongoing course of treatment has been approved for
you and you wish to extend the approval, you or your
representative must request a required concurrent medical
necessity determination at least 24 hours prior to the
expiration of the approved period of time or number of
treatments. When you or your representative requests sucha
determination, CG will notify you or your representative of
the determination within 24 hours after receiving the request.

Postservice Medical Necessity Determinations

When you or your representative requests a medical necessity
determination after services have been rendered, CG will
notify you or your representative of the determination within
30 days after receiving the request. However, if more time is
needed to make a determination due to matters beyond CG's
control CG will notify you or your representative within 30
days after receiving the request. This notice will include the
date a determination can be expected, which will be no more
than 45 days after receipt of the request.

GM6000 ERISA22
If more time is needed because necessary information is
missing from the request, the notice will also specify what
information is needed, and you or your representative must

provide the specified information to CG within 45 days after
receiving the notice. The determination period will be
suspended on the date CG sends such a notice of missing
information, and the determination period will resume on the
date you or your representative responds to the notice.

Postservice Clalm Determinations

When you or your representative requests payment for
services which have been rendered, CG will notify you of the
claim payment determination within 30 days after receiving
the request. However, if more time is needed to make a
determination due to matters beyond CG's control, CG will
notify you or your representative within 30 days after
receiving the request. This notice will include the date a
determination can be expected, which will be no more than 45
days after receipt of the request. If more time is needed
because necessary information is missing from the request, the
notice will also specify what information is needed, and you or
your representative must provide the specified information
within 45 days after receiving the notice. The determination
period will be suspended on the date CG sends such a notice
of missing information, and resume on the date you or your
representative responds to the notice.

Notice of Adverse Determination

Every notice of an adverse benefit determination will be
provided in writing or electronically, and will include all of
the following that pertain to the determination: (1) the specific
reason or reasons for the adverse determination; (2) reference
to the specific plan provisions on which the determination is
based; (3) a description of any additional material or
information necessary to perfect the claim and an explanation
of why such material or information is necessary; (4) a
description of the plan's review procedures and the time limits
applicable, including a statement of a claimant's rights to bring
a civil action under section 502(a) of ERISA following an
adverse benefit determination on appeal; (5) upon request and
free of charge, a copy of any internal rule, guideline, protocol
or other similar criterion that was relied upon in making the
adverse determination regarding your claim, and an
explanation of the scientific or clinical judgment for a
determination that is based on a medical necessity,
experimental treatment or other similar exclusion or limit; (6)
in the case of a claim involving urgent care, a description of
the expedited review process applicable to such claim.

GM6000 ERISA33

Assistance with Your Questions

If you have any questions about your plan, you should contact
the Plan Administrator. If you have any questions about this
statement or about your rights under ERISA, or if you need
assistance in obtaining documents from the Plan
Administrator, you should contact the nearest office of the
Employee Benefits Security Administration, U.S. Department
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of Labor, listed in your telephone directory or the Division of
Technical Assistance and Inquiries, Employee Benefits
Security Administration, U.S. Department of Labor, 200
Constitution Avenue N.W., Washington, D.C. 20210. You
may also obtain certain publications about your rights and
responsibilities under ERISA by calling the publications
hotline of the Employee Benefits Security Administration.

CG will provide administrative services of the following
nature: Claim Administration; Cost Containment; Financial;
Banking and Billing Administration.

Benefits provided under this certificate are fully guaranteed by
CG.

This certificate is issued by:

Connecticut General Life Insurance Company
900 Cottage Grove Road
Hartford, CT 06152

ERISA34

Definitions

Active Service
You will be considered in Active Service:

e on any of your Employer's scheduled work days if you are
performing the regular duties of your work on a full-time
basis on that day either at your Employer's place of
business or at some location to which you are required to
travel for your Employer's business;

e on a day which is not one of your Employer's scheduled
work days if you were in Active Service on the preceding
scheduled work day.

DFS1

Bed and Board

The term Bed and Board includes all charges made by a
Hospital on its own behalf for room and meals and for all
general services and activities needed for the care of registered
bed patients.

DFS14

Charges

The term "charges" means the actual billed charges; except
when the provider has contracted directly or indirectly with
CG for a different amount.

DFS940

Custodial Services

The term Custodial Services means any services which are not
intended primarily to treat a specific Injury or Sickness

(including mental illness, alcohol or drug abuse). Custodial
Services include, but shall not be limited to:

e services related to watching or protecting a person;

o services related to performing or assisting a person in
performing any activities of daily living, such as: (a)
walking; (b) grooming; (c) bathing; (d) dressing; (€)
getting in or out of bed; (f) toileting; (g) eating; (h)
preparing foods; or (i) taking medications that can usually
be self-administered; and

e  services not required to be performed by trained or skilled
medical or paramedical personnel.

DFS537

Dependent
Dependents are:
o  your lawful spouse or your Domestic Partner; and
o any unmaried child of yours who is
e less than 20 years old;

o 20 years but less than 26 years old, enrolled in school
as a full-time student and primarily supported by you.
Proof of the child's age, status as a student and
dependence must be submitted to CG as of the later
of his 20th birthday or the date he is enrolled for
Dependent Insurance. After that, CG may require
such proof at least once each year until he attains age
26.

e 20 or more years old and primarily supported by you
and incapable of self-sustaining employment by
reason of mental or physical handicap. Proof of the
child's condition and dependence must be submitted
to CG within 31 days afier the date the child ceases to
qualify above. During the next two years CG may,
from time to time, require proof of the continuation
of such condition and dependence. After that, CG
may require proof no more than once a year.

The term child means a child born to you, or a child legally
adopted by you, including that child during any waiting period
prior to the finalization of the child's adoption. If your
Domestic Partner has a child who lives with you, that child
will also be included as a Dependent. It also means a stepchild
of the Employee living with the Employee, or not living with
the Employee if:

e a court orders the Employee to provide medical support to
the child; and

o the Employee applies to enroll the child within 90 days of
the date of issuance of the court order.
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Benefits for a Dependent child or student will continue until
the last day of the calendar month in which the limiting age is
reached.

Anyone who is eligible as an Employee will not be considered
as a Dependent.

No one may be considered as a Dependent of more than one
Employee.
DFS985 DG

Domestic Partner

A Domestic Partner is defined as a person of the same or
opposite sex who:

e  shares your permanent residence;
e has resided with you for no less than one year;
e s no less than 18 years of age;

e s financially interdependent with you and has proven
such interdependence by providing documentation of at
least two of the following arrangements: common
ownership of real property or a common leasehold interest
in such property; community ownership of a motor
vehicle; a joint bank account or a joint credit account,
designation as a beneficiary for life insurance or
retirement benefits or under your partner's will;
assignment of a durable power of attorney or health care
power of attorney; or such other proof as is considered by
CG to be sufficient to establish financial interdependency
under the circumstances of your particular case;

e isnot a blood relative any closer than would prohibit legal
marriage; and

&  has signed jointly with you, a notarized affidavit which
can be made available to CG upon request.

In addition, you and your Domestic Partner will be considered
to have met the terms of this definition as long as neither you
nor your Domestic Partner:

o  has signed a Domestic Partner affidavit or declaration
with any other person within twelve months prior to
designating each other as Domestic Partners hereunder;

e s currently legally married to another person; or

e  has any other Domestic Partner, spouse or spouse
equivalent of the same or opposite sex.

You and your Domestic Partner must have registered as
Domestic Partners, if you reside in a state that provides for
such registration.

The section of this certificate entitied "Continuation Required
By Federal Law" will not apply to your Domestic Partner and
his or her Dependents.

DFS1222

Durable Medical Equipment

The term Durable Medical Equipment means equipment
which:

e can withstand repeated use;

o isprimarily and customarily used to serve a medical
purpose;

e s generally not useful to a person in the absence of
Sickness or Injury; and

e s appropriate for use in the home.

DFS530

Emergency Services

Emergency services are medical, psychiatric, surgical,
Hospital and related health care services and testing, including
ambulance service, which are required to treat a sudden,
unexpected onset of a bodily Injury or serious Sickness which
could reasonably be expected by a prudent layperson to result
in serious medical complications, loss of life or permanent
impairment to bodily functions in the absence of immediate
medical attention. Examples of emergency situations include
uncontrolled bleeding, seizures or loss of consciousness,
shortness of breath, chest pains or severe squeezing sensations
in the chest, suspected overdose of medication or poisoning,
sudden paralysis or slurred speech, burns, cuts and broken
bones. The symptoms that led you to believe you needed
emergency care, as coded by the provider and recorded by the
Hospital on the UB92 claim form, or its successor, or the final
diagnosis, whichever reasonably indicated an emergency
medical condition, will be the basis for the determination of
coverage, provided such symptoms reasonably indicate an
emergency.

DFS1533

Employee

The term Employee means a full-time or part-time employee
of the Employer who is currently in Active Service. The term
does not include employees who are temporary or who
normally work less than 24 hours a week for the Employer.

DFS1427M DG

Employer

The term Employer means the Policyholder and all Affiliated
Employers.

DFS212
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Expense Incurred
An expense is incurred when the service or the supply for
which it is incurred is provided.

DFS60

Formulary

Formulary means a listing of approved drug products. The
drugs and medications included have been approved in
accordance with parameters established by the Provider
Organization. This list is subject to periodic review and is
amended as required.

DFS1499

Free-Standing Surgical Facility

The term Free-Standing Surgical Facility means an institution
which meets all of the following requirements:

e it has a medical staff of Physicians, Nurses and licensed
anesthesiologists;

e it maintains at least two operating rooms and one
recovery room;

e it maintains diagnostic laboratory and x-ray facilities;
e it has equipment for emergency care;

o it has a blood supply;

* it maintains medical records;

o it has agreements with Hospitals for irmmediate
acceptance of patients who need Hospital Confinement on
an inpatient basis; and

e it is licensed in accordance with the laws of the
appropriate legally authorized agency.
DFS682

Home Health Alde

The term Home Health Aide means a person who: (a) provides
care of a medical or therapeutic nature; and (b) reports to and
is under the direct supervision of a Home Health care Agency.

DFS62

Home Health Care Agency

The term Home Health Care Agency means a Hospital or a
non-profit or public home health care agency which:

e primarily provides skilled nursing service and other
therapeutic service under the supervision of a Physician or
a Registered Graduate Nurse;

e isrun according to rules established by a group of
professional persons;

e maintains clinical records on all patients;

» does not primarily provide custodial care or care and
treatment of the mentally ill;

but only if, in those jurisdictions where licensure by statute
exists, that Home Heaith Care Agency is licensed and run
according to the laws that pertain to agencies which provide
home health care.

DFS65

Home Health Care Plan

The term Home Health Care Plan means a plan for care and
treatment of a person in his home. To qualify, the plan must be
established and approved in writing by a Physician who
certifies that the person would require confinement in a
Hospital or Skilled Nursing Facility if he did not have the care
and treatment specified in the plan.

DF569

Hospice Care Program
The term Hospice Care Program means:

e acoordinated, interdisciplinary program to meet the
physical, psychological, spiritual and social needs of
dying persons and their families;

e aprogram that provides palliative and supportive medical,
nursing and other health services through home or
inpatient care during the iliness;

s aprogram for persons who have a Terminal liness and
for the families of those persons.

DFS70

Hospice Care Services

The term Hospice Care Services means any services provided
by: (a) a Hospital, (b) a Skilled Nursing Facility or a similar
institution, (c) a Home Health Care Agency, (d) a Hospice
Facility, or (€) any other licensed facility or agency under a
Hospice Care Program.

DFS599

Hospice Facility

The term Hospice Facility means an institution or part of it
which:

e primarily provides care for Terminally IlI patients;
s is accredited by the National Hospice Organization;

e meets standards established by CG; and

www.cigna.com



Case 5:05-cv-01779-RMW  Document 32-4

CIGNA HealthCare

Filed 06/24/2005 Page 34 of 37

e fulfills any licensing requirements of the state or locality
in which it operates.

DFS72

Hospital
The term Hospital means:

e an institution licensed as a hospital, which: (a) maintains,
on the premises, all facilities necessary for medical and
surgical treatment; (b) provides such treatment on an
inpatient basis, for compensation, under the supervision
of Physicians; and (c) provides 24-hour service by
Registered Graduate Nurses;

e an institution which qualifies as a hospital, a psychiatric
hospital or a tuberculosis hospital, and a provider of
services under Medicare, if such institution is accredited
as a hospital by the Joint Commission on the
Accreditation of Hospitals; or

e an institution which: (a) specializes in treatment of mental
iliness, alcohol or drug abuse or other related illness; (b)
provides residential treatment programs; and (c) is
licensed in accordance with the laws of the appropriate
legally authorized agency.

The term Hospital will not include an institution which is
primarily a place for rest, a place for the aged, or a nursing
home.

DFS283

Hospital Confinement or Confined in a Hospital
A person will be considered Confined in a Hospital if he is:

e  aregistered bed patient ina Hospital upon the
recommendation of a Physician; or

e Partially Confined for treatment of: (a) mental illness; (b)
alcohol or drug abuse; or (c) other related iliness. To
determine benefits payable, two days of being Partially
Confined in a Hospital will be equal to one day of being
Confined in a Hospital.

The term Partially Confined means continually treated for at
least 3 hours but not more than 12 hours in any 24-hour
period.

DFs284

Injury
The term Injury means an accidental bodily injury.
DFS147

Medicaid

The term Medicaid means a state program of medical aid for
needy persons established under Title XIX of the Social
Security Act of 1965 as amended.

DFS192

Medicare

The term Medicare means the program of medical care
benefits provided under Title XVIII of the Social Security Act
of 1965 as amended.

DFS149

Mental Illness

The term "mental iliness" means any disorder, other than a
disorder induced by alcohol or drug abuse, which impairs the
behavior, emotional reaction or thought process of a person,
regardless of medical origin. In determining benefits payable,
charges made for the treatment of any physiological symptoms
related to a mental illness will not be considered to be charges
made for treatment of a mental illness.

DFS541

Necessary Services and Supplies

The term Necessary Services and Supplies includes any
charges, except charges for Bed and Board, made by a
Hospital on its own behalf for medical services and supplies
actually used during Hospital Confinement.

The term Necessary Services and Supplies will not include
any charges for special nursing fees, dental fees or medical
fees.

DFS285

Nurse

The term Nurse means a Registered Graduate Nurse, a
Licensed Practical Nurse or a Licensed Vocational Nurse who
has the right to use the abbreviation "R.N.," "L.P.N."or
"L.V.N" :

DFS155

Participating Pharmacy

The term Participating Pharmacy means a retail pharmacy or
mail-order pharmacy with which Connecticut General Life
Insurance Company has contracted, either directly or
indirectly, to provide prescription services to its insureds.

DFS1497
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Participating Provider

The term Participating Provider means an institution, facility,
agency or health care professional which has contracted
directly or indirectly with CG.

The providers qualifying as Participating Providers may
change from time to time. A list of the current Participating
Providers will be provided by the Employer.

DFS679

Pharmacy & Therapeutics (P & T) Committee

A committee of Provider Organization members comprised of
Medical providers, Pharmacists, Medical Directors and
Pharmacy Directors, which reviews medications for safety,
efficacy, cost effectiveness and value. The P & T Committee
evaluates medications for addition to or deletion from the
Formulary and may also set dispensing limits on medications.

DFS1500

Physician

The term Physician means a licensed medical practitioner who
is practicing within the scope of his license and who is
licensed to prescribe and administer drugs or to perform
surgery. It will also include any other licensed medical
practitioner whose services are required to be covered by law
in the locality where the policy is issued if he is:

e operating within the scope of his license; and

e performing a service for which benefits are provided
under this plan when performed by a Physician.

DFS164

Prescription Drug

Prescription Drug means; (a) a drug which has been approved
by the Food and Drug Administration for safety and efficacy;
or (b) certain drugs approved under the Drug Efficacy Study
Implementation review; or (¢) drugs marketed prior to 1938
and not subject to review, and which can, under federal or
state law, be dispensed only pursuant to a prescription order;
or (d) injectable insulin.

DFS1498

Primary Care Physician

The term Primary Care Physician means a Physician: (a) who
qualifies as a Participating Provider in general practice,
obstetrics/gynecology, intemal medicine, family practice or
pediatrics; and (b) who has been selected by you, as
authorized by the Provider Organization, to provide or arrange
for medical care for you or any of your insured Dependents.

DFS1202

Provider Organization

The term Provider Organization refers to a network of
Participating Providers.

DFS680

Psychologist

The term Psychologist means a person who is licensed or
certified as a clinical psychologist. Where no licensure or
certification exists, the term Psychologist means a person who
is considered qualified as a clinical psychologist bya
recognized psychological association. It will also include: (1)
any other licensed counseling practitioner whose services are
required to be covered by law in the locality where the policy
is issued if he is: (a) operating within the scope of his license;
and (b) performing a service for which benefits are provided
under this plan when performed by a Psychologist; and (2) any
psychotherapist while he is providing care authorized by the
Provider Organization if he is: (a) state licensed or nationally
certified by his professional discipline; and (b) performing a
service for which benefits are provided under this plan when
performed by a Psychologist.

DFS585

Serious Emotional Disturbances

A Seriously Emotionally Disturbed (SED) child shall be
defined as a child who:

1. has one or more mental disorders as identified in the most
recent edition of the Diagnostic and Statistical Manual of
Mental Disorders, other than a primary substance abuse
disorder or developmental disorder, that results in
behavior inappropriate to the child’s age according to
expected developmental norms; and

2. is under the age of eighteen (18) years old; and

3. meets the criteria in (a), (b) or () as follows; (a)asa
result of the mental disorder, the child has substantial
impairment in at least two of the following areas: self-
care, school functioning, family relationships, or ability to
function in the community; and either of the following
occur: (i) the child is at risk of removal from the home or
has already been removed from the home, or (ii) the
mental disorder and impairments have been present for
more that six months or are likely to continue for more
than one year without treatment, or (b) the child displays
one of the following: psychotic features, risk of suicide or
violence due to a mental disorder, or (c) the child meets
special education eligibility requirements under Chapter
26.5 (commencing with Section 7570) of Division 7 of
Title 1 of the Government Code.
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Severe Mental Iliness

A severe mental illness is defined as schizophrenia; bipolar
disorder; obsessive-compulsive disorder; major depressive
disorders; panic disorder; anorexia nervosa; bulimia nervosa,
schizoaffective disorder; and pervasive developmental
disorder or autism.

Sickness - For Medical Insurance

The term Sickness means a physical or mental illness. It also
includes pregnancy. Expenses incurred for routine Hospital
and pediatric care of a newborn child prior to discharge from
the Hospital nursery will be considered to be incurred as a
result of Sickness.

DFS531

Skilled Nursing Facility

The term Skilled Nursing Facility means a licensed institution
(other than a Hospital, as defined) which specializes in:

e physical rehabilitation on an inpatient basis; or
e skilled nursing and medical care on an inpatient basis;

but only if that institution: (2) maintains on the premises all
facilities necessary for medical treatment; (b) provides such
treatment, for compensation, under the supervision of
Physicians; and (¢) provides Nurses' services.

DFS193

Terminal Illness

A Terminal Iliness will be considered to exist if a person
becomes terminally ill with a prognosis of six months or less
to live, as diagnosed by a Physician.

DFS197

Urgent Care

Urgent Care is medical, surgical, Hospital or related health
care services and testing which are not Emergency Services,
but which are determined by CG, in accordance with generally
accepted medical standards, to have been necessary to treat a
condition requiring prompt medical attention. This does not
include care that could have been foreseen before leaving the
immediate area where you ordinarily receive and/or were
scheduled to receive services. Such care includes, but is not
Timited to, dialysis, scheduled medical treatments or therapy,
or care received after a Physician's recommendation that the
insured should not travel due to any medical condition.

DFS1534

DEF
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child will also be included as a Dependent. It also includes a
stepchild living with the Employee, or not living with the
Employee ift

e acourt orders the Employee to provide medical support to
the child; and

e the Employee applies to enroll the child within 90 days of
the date of issuance of the court order.

Benefits for a Dependent child or student will continue until
the last day of the calendar month in which the limiting age is -
reached.

Anyone who is eligible as an Employee will not be considered
as a Dependent.

No one may be considered as a Dependent of more than one
Employee.

DFS983 DG

Domestic Partner

A Domestic Partner is defined as a person of the same or
opposite sex who:

e  shares your permanent residence;
e  has resided with you for no less than one year;
e isno less than 18 years of age;

e s financially interdependent with you and has proven
such interdependence by providing documentation of at
least two of the following arrangements: common
ownership of real property or a common leasehold interest
in such property; community ownership of a motor
vehicle; a joint bank account or a joint credit account;
designation as a beneficiary for life insurance or
retirement benefits or under your partner's will;
assignment of a durable power of attorney or health care
power of attorney; or such other proof as is considered by
CQG to be sufficient to establish financial interdependency
under the circumstances of your particular case;

®  isnot a blood relative any closer than would prohibit legal
marriage; and
e has signed jointly with you, a notarized affidavit which
" can be made available to CG upon request.

In addition, you and your Domestic Partner will be considered
‘to have met the terms of this definition as long as neither you
nor your Domestic Partner:

e  has signed a Domestic Partner affidavit or declaration
with any other person within twelve months prior to
designating each other as Domestic Partners hereunder;

e s currently legally married to another person; or

¢  has any other Domestic Partner, spouse or spouse
equivalent of the same or opposite sex.

You and your Domestic Partner must have registered as
Domestic Partners, if you reside in a state that provides for
such registration.

The section of this certificate entitled "Continuation Required
By Federal Law" will not apply to your Domestic Partner and
his or her Dependents.

DFS1222

Durable Medical Equipment

The term Durable Medical Equipment means equipment
which:

e can withstand repeated use;

e is primarily and customarily used to serve a medical
purpose;

* s generally not useful to a person in the absence of
«Sickness or Injury; and

* is appropriate for use in the home.

DFS530

Emergency Services

Emergency services are medical, psychiatric, surgical,
Hospital and related health care services and testing, including
ambulance service, which are required to treat a sudden,
unexpected onset of a bodily Injury or serious Sickness which
could reasonably be expected by a prudent layperson to result
in serious medical complications, loss of life or permanent
impairment to bodily functions in the absence of immediate
medical attention. Examples of emergency situations include
uncontrolled bleeding, seizures or loss of consciousness,
shortness of breath, chest pains or severe squeezing sensations
in the chest, suspected overdose of medication or poisoning,
sudden paralysis or slurred speech, burns, cuts and broken
bones. The symptoms that led you to believe you rieeded
emergency care, as coded by the provider and recorded by the
Hospital on the UB92 claim form, or its successor, or the final
diagnosis, whichever reasonably indicated an emergency
medical condition, will be the basis for the determination of
coverage, provided such symptoms reasonably indicate an
emergency.

DFS1533

Employee

The term Employee means a full-time or part-time employee
of the Employer who is currently in Active Service. The term
does not include employees who are temporary or who
normally work less than 24 hours a week for the Employer.

DFS1427M DG
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